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Ref: H201807682 

Dear -

Response to your request for official information 

133 Molesworth St 
PO Box 5013 
Wellington 6145 
New Zealand 
T +64 4 496 2000 

I refer to your request to the Ministry of Health of 16 November 2018 under the Official 
Information Act 1982 (the Act) for: 

" ... emails and any other written communication (including memos, notices, meeting 
notes, text messages, minutes and advisories) sent both internally within the Ministry 
of Health and externally to and/or from the Ministry, relating to low immunisation rates 
in certain regions and/or any planning or mitigation work done by the Ministry regarding 
certain regions with low immunisation rates. " 

On 23 November 2018, you refined your request to cover immunisations at five years old. 
On 12 December, in accordance with section 15A of the Act, we extended the timeframe for 
responding to your request until 14 January 2019. 

For the purposes of answering your request, we have interpreted "low immunisation rates" to 
include, firstly, a district health board (DHB) that achieved less than 85 percent immunisation 
coverage at five years. Secondly, we have also taken a broader interpretation of "low 
immunisation rates" that includes written communications that explicitly mention "low 
immunisation rates" (or similar phrasing) and/or relates to mitigation of "low immunisation 
rates" (or similar phrasing). 

The information we are releasing is itemised in Appendix 1, with copies of documents 
attached. I have decided to withhold mobile phone numbers under section 9(2)(a) of the Act, 
to protect personal privacy. 

We believe some additional context will assist you in interpreting these documents, as 
follows. 

The National Immunisation Register (NIR) enabled regular measurement of immunisation 
rates for children born from 2005 onwards. Health targets were established for immunisation 
rates at age two years (between 2009 and 2012) and eight months (between 2012 and 
2018) to reach 95 percent. In 2015, a DHB performance measure for immunisation at age 5 
years was introduced. Rates at ages eight months and two years have increased 
significantly, particularly among Maori and high-deprivation children. However, this increase 
has plateaued since early 2016, and began to decrease from early 2017. Maori continue to 
have higher rates of missed immunisation, late immunisation or declined immunisation. 
Missed immunisation describes children who have not been immunised, but whose families 
have not actively declined it. 



 

 
Since the decrease first became apparent, the Ministry has been working with DHBs to 
identify the causes and address them. The documents we attach include this work. We are 
also shifting our communication strategy to reach a broader audience of New Zealand 
parents with positive messages about immunisation, including television advertising early in 
2019. 
 
The Ministry publishes quarterly data on childhood immunisation rates by DHB and ethnicity 
at several milestone ages: 6 months, 8 months, 12 months, 18 months, 2 years and 5 years 
at www.health.govt.nz/our-work/preventative-health-wellness/immunisation/immunisation-
coverage/national-and-dhb-immunisation-data. Coverage at age five years is lower than 
other age groups because it measures more vaccination events and until recently, the 
sector’s focus was on meeting health targets for immunisation at age 8 months and 2 years. 
These targets measure the primary series of infant immunisations, while the immunisations 
given by age five years are intended to improve or extend the protection provided by earlier 
vaccines. In the future, the Ministry is considering using broader measures to incentivise all 
early childhood immunisations. 
 
I trust this information fulfils your request. You have the right, under section 28 of the Act, to 
ask the Ombudsman to review any decisions made under this request. 
 
Please note this response may be published on the Ministry’s website with your personal 
details removed.  

 
 
Dr William Rainger 
Acting Deputy Director-General  
Population Health and Prevention 
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Appendix 1 

Subject Documents Decision and notes 

1 Internal/external communications 16 emails (with attachments) Some information withheld under section 
relating to low immunisation rates 9(2)(a) of the Act, to protect personal privacy 
and/or mitigation of low immunisation 
rates at 5 years 

2 Communications relating to low 6 emails (with attachments) Some information withheld under section 
immunisation rates at 5 years, as part 9(2)(a) of the Act, to protect personal privacy 
of the process for quarterly reporting 
and monitoring of 5 year immunisations 

3 Minutes from Childhood Immunisation 2 documents Information outside the scope of the request 
Teleconferences that include references has been redacted 
to low immunisation rates at 5 vears 

4 Reports submitted by DHBs as part of 2017 /18, 2nct quarter - extracts (with Released in full 
the quarterly reporting and monitoring attachments) for 2 DHBs that fit this criteria 
process of 5 year immunisations. Low 2017 /18, 3rct quarter - extracts (with Released in full 
immunisation rates is interpreted as a attachments) for 3 DHBs that fit this criteria 
coverage of less than 85 percent for 5 2017 /18, 4111 quarter - extracts (with Released in full 
year immunisations attachments) for 5 DHBs that fit this criteria 

2018/19, 151 quarter- extracts (with Released in full 
attachments) for 7 DHBs that fit this criteria 

5 Annual Plans Review for 2018/19 DHB 1 document Released in full 
immunisation rates 

6 National and DHB immunisation data Refused under section 18( d) of the Act -
publicly available at: 



 

www.health.govt.nz/our-work/preventative-
health-wellness/immunisation/immunisation-
coverage/national-and-dhb-immunisation-data 
 

7 Reports on DHB performance against 
health targets 

 Refused under section 18(d) of the Act - 
publicly available at: 
www.health.govt.nz/new-zealand-health-
system/health-targets/how-my-dhb-performing-
2017-18/how-my-dhb-performing-2016-17 
 

8 Internal monthly updates 5 emails (with attachments) Some information withheld under section 
9(2)(a) of the Act, to protect personal privacy 

9 Maori research framework that includes 
mitigations to low Māori immunisation 
coverage 

1 document Released in full 
 

 



Sent by: Rachel 
Webber/MOH

17/11/2017 04:51 p.m.

To: "Claudelle Pillay (CMDHB)" <Claudelle.Pillay@middlemore.co.nz>, 
cc:

bcc:

Subject: RE: Dropping rates of immunisation coverage for Māori

Hi Claudelle

Thanks so much for this detailed information. It has been crazy busy here so I'm not sure if I managed to 
get back to you  but I finally have time to be working on the Māori coverage project again. 

I just wanted to follow up on your comment that the current NIR/DATAMART reports don’t provide data 
early enough and  by the time families are found multiple doses are overdue and we really only catch‐up 
by 24 months. I would suggest discussing this with your NIR administrators. The Accumulated View 
reports (e.g.  "NIR CI 8 month accumulated view by dob quarter report") can be set for any age. So if you 
wanted to know which of your 3 month olds were behind for instance, you just enter the appropriate 
birth cohort for 3 months olds  or two months olds etc). 

I've included an example for children turning 3 months of age in November. in Counties Manukau  I've 
removed the NHIs and names because this is being sent by email but it will given you an idea of the 
information that this report contains. To find out which kids haven't completed the 6-weeks imms, you just 
filter for the blank rows in the column "6W (DTap)" and then again for "6WPCV". You could do the same 
thing for those turning 2 months using a month younger cohort when you run the report. 

NIR CI 8 Month Accumulated View by DOB Quarter Report - Counties Manukau_example.xlsNIR CI 8 Month Accumulated View by DOB Quarter Report - Counties Manukau_example.xls

I'll be in touch again as we work on our next steps for the Māori immunisation coverage project. 

Cheers
Rachel

Rachel Webber
Senior Advisor Immunisation (School-based Immunisation)
System Outcomes
Service Commissioning
Ministry of Health
DDI: 04 816 2664
Mobile:  (not available Tuesdays and Thursday mornings) 

http://www.moh.govt.nz
mailto:Rachel_Webber@moh.govt.nz

Please note that I work four days per week and am not usually available on Tuesdays

s 9(2)(a)

Released under the Official Information Act 1982



"Claudelle Pillay (CMDHB)" 09/10/2017 05:23:34 p.m.Hi Rachel We have had a...

From: "Claudelle Pillay (CMDHB)" <Claudelle.Pillay@middlemore.co.nz>
To: "Rachel_Webber@MOH.govt.nz" <Rachel_Webber@MOH.govt.nz>, 
Date: 09/10/2017 05:23 p.m.
Subject: RE: Dropping rates of immunisation coverage for Māori

Hi Rachel
We have had a few in house challenges  having had a total staff change in the OIS Team and it’s taken 
the best pa t of this past year to get to a point where we all think we know what we are doing 
Having a well‐focused team and reliable data is more than half the battle won
 

 At the end of each quarter we analyse the data specifically about the missed babies. About 
2.5%  are immunised after the target age this is  the area we can make the most difference in. 
we have noticed that finding families takes time but actually engaging with families a few times 
also improves the likelihood of vaccination. If families decline OIS or decline Immunisation we 
also have a Senior Nurse ring to offer resources , information  or just provide an opportunity for 
families to have a chat as required as we understand in some Maori families there is no history 
of vaccination. The current NIR/DATAMART reports don’t provide data early enough and  by the 
time families are found multiple doses are overdue and we really catch‐up by 24 months. 

 Having a report that provides this information of missed vaccine earlier than 10 
weeks will be beneficial as getting a referral at 10+weeks  by the time you find the family 2 
doses are overdue

 
 

 The NIR team managing all referrals to OIS has been a strength as we tidy up the data at 
this point and get the latest contact information. Our PHOs have also supported that  GP 
practices continue to follow up children who are referred to OIS and NIR manages the data and 
informs the teams  when immunisations are given. The Missing vaccine report and the overdue 
report are the tools we use to identify Maori and other babies due for OIS
 Improvement  would be access to overseas status information as a lot of resource is 
spent finding out eventually from family or friends they are overseas and if we don’t do this 
these babies will reflect as missed vaccination and yet they are not a ailable to be found

 

 Socio‐Economic challenges of homelessness and poverty seemed to have families moving 
between relatives ,many of the Counties families were travelling to the Waikato and Rotorua, 
these  DHBs working with NIR  had the babies vaccinated during their short stay there and then 
re‐engage Counties on their return. At Counties the Well child checks are on the NIR and this 
updates contact details. However most times these babies didn’t see a Well Child Provider either 
and so we also use the Pharmacy as a way to track. On the OIS Referral  we also indicate no GP 
,no WCP which prompts the OIS to get them enrolled connecting families to services
The Vaxxed movie also resulted in a few more declines and watchful waiting and even though 
we had supportive information for families many  were already feeling overwhelmed and we 
often heard ‘I’ve done my research”
 

 The Saturday clinic is going well and seems to capture the missed 4 year vaccinations and 
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opportunistic vaccinations not really many babies. The 4 year data from GP practices and the B4
SCHOOL data base is not as current so finding the children is not easy. Not sure how we improve 
that, we do send 100s of letters for 20‐30 appointments

 The dream would be for all Well Child Providers  like Tamariki  Ora  to vaccinate but at the
moment they are a vital source of support for families  from getting them enrolled with a GP 
Service and also taking  them for vaccinations .Our referrals for Maori pepe are prioritised as an 
every opportunity referral from the learning’s that it’s about the relationship and that many 
families are also socially mobile and you may have a booked appointment but no one’s home, so 
it’s about try and try again

 New Ideas ‐Awhai Mai  is still part of the plan as this will offer the whanau support
engaging  PHO services. We are looking at a social media campaign but this is part of a broader 
maternity ,well child piece of work. Looking at a small sample of data we have also seen some 
correlation between poor antenatal engagement by the mother  having poor immunisation/well 
child services care  and therefore the approach we want to take going forward must be more 
inclusive of the whanau journey.  Families don’t understand the concepts of PHOs and GP 
Practices  and what it means to be a casual patient or not attended for three years that you no 
longer on the register

 An area of interest is about preparing the next generation and I haven’t explored this yet
i.e.  The  School Immunisation program as an opportunity to extend on the thinking and 
understanding of our young people  abou  the National Immunisation Schedule being a “whole‐
of‐life ”program  from a baby, school, pregnancy and  older adult at  Intermediate schools and 
Kura Kaupapa 

 We have dropped in our coverage a bit this quarter but planning to have a better outcome as we 
progress through the new quarter

Hope this is useful

Kind Regards
Claudelle Pillay
Immunisation Nurse Leader
Child Youth and Maternity Services
________________________________
T: +64 9 2613390  I Ext: 3090 I M: 
F: + 64 9 262 9507
Claudelle.Pillay@middlemore.co.nz

19 Lambie Drive,Manukau City,
Private Bag 94052,Manukau 2241
Influenza: Don't Get it. Don't Give It.
Immunise

s 9(2)(a)
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From: Rachel_Webber@MOH.govt.nz [mailto:Rachel_Webber@MOH.govt.nz] 
Sent: Wednesday, 04 October 2017 3:02 p.m.
To: Claudelle Pillay (CMDHB)
Subject: Dropping rates of immunisation coverage for Māori

Hi Claudelle 

Dur ng this year, there has been a marked decrease in the rate of immunisation for Māori infants 
nationally. Immunisation rates at age 8 months have dropped from 91% on average last year to now 
being less than 87 percent. 

We are trying to establish if this is specific to immunisation or reflects a greater social change, for 
instance access to services being affected by transiency/housing insecurity and increased poverty. 

I thought that you may have some useful insights from your region. Coverage for Māori sat age 8 months 
is currently around 88% in Counties Manukau. 

Are you seeing any issues that go across other services as well as immunisation? 

If there is increased transiency/homelessness, have you noticed that there is greater uptake of your 
immunisation clinic at the Superclinic or other after hours/mobile services? 

Any ideas for how we can address the dropping Māori coverage welcome. 

Cheers 
Rachel 

Rachel Webber
Senior Advisor Immunisation (Child Immunisation)
System Outcomes 
Service Commissioning
Ministry of Health
DDI: 04 816 2664 
Mobile: (not available Tuesdays) 

http://www.moh.govt.nz
mailto:Rachel Webber@moh.govt.nz 

Please note that I work four days per week and am not usually available on Tuesdays 

****************************************************************************
Statement of confidentiality: This e-mail message and any accompanying
attachments may contain information that is IN-CONFIDENCE and subject to
legal privilege.

s 9(2)(a)
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If you are not the intended recipient, do not read, use, disseminate,
distribute or copy this message or attachments.
If you have received this message in error, please notify the sender
immediately and delete this message.
**************************************************************************** 

This e-mail message has been scanned for Viruses and Content and cleared by the Ministry of 
Health's Content and Virus Filtering Gateway 

This e-mail message and any accompanying attachments may contain information that is 
confidential and subject to legal privilege. If you are not the intended recipient, do not read, use, 
disseminate, distribute or copy this message or attachments. If you have received this message in 
error, please notify the sender immediately and delete this message. 

Visit www.kiwihealth obs.com, New Zealand’s largest employment site for jobs in the public 
health sector.  100% owned and supported nationally by the District Health Boards (DHBs) and 
the New Zealand Blood Service (NZBS). 
If you are looking for medical jobs in New Zealand, your career in health starts with us.
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Table withheld under section 9(2)(a) of the Act
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Sent by: Rachel 
Webber/MOH

24/08/2018 03:03 p.m.

To: Chris Millar/MOH@MOH, 
cc:

bcc:

Subject: Notes from Auckland/Waitemata/Counties conversation

Auckland/Waitemata/Counties

Mâori coverage

 Counties – delays more than declines (all 3 DHBs have coverage of 88 to 90% by age 12 
month vs 84 to 86% at 8 months)

o May contact >10 times

o Sat clinics works for 4yo

o Having outreach available on Saturdays is helping but not total solutions

 Counties - looking at incentives – for engagement regardless of whether vaccinate or not. 
Will be targeted to practices with good engagement with high need families (targeted 
pilot – not universal)

 DHB nurses – successful in delivering the individual vaccines due but not subsequent 
vaccines

 A lot of transiency

 Auckland/Waitemata

o Constantly trialling new initiatives

o Working with Plunket – some success

o Seeing issues across a lot of services likely due o more complex lives, poverty, 
home insecurity 

o Family preference for Sat clinics but few practices other than A+M, causal drop-in 
that don’t enrol and follow-up for subsequent vax

o Working poor??

 Balance between recontacting and harassment may lead to declines

 Enduring consent for primary series of vax so that other caregivers can bring child to be 
vaccinated may help – possibly start discussion during maternal imms, may be 
particularly useful for Gateway, In care kids. But main issue is normally getting the first 
consent (especially kids in care)

 Auckland concern that incentives in Counties may force Auckland to also offer incentives

 5yo – big issue around finding them

o Could help to get contact details from ECE

o Counties get contact details from vision/hearing etc and sending through to 
Plunket (but Auckland may do vision/hearing after Plunket)

Released under the Official Information Act 1982



o Auckland has not been funding OIS for 5yo to same extent as younger

 Plunket bus in Auckland trial in Q4 

o DHB provided vaccinating nurse

o Community connected well with Plunket branding

o Trying to set up as one-day service ongoing

o DHB funded the nurse, Plunket provide the vehicle and health support worker 
(note Plunket is ot the OIS provider so separate to this).  

Rachel Webber
Senior Advisor Immunisation
System Outcomes
Service Commissioning
Ministry of Health
DDI: 04 816 2664
Mobile:  (not available Tuesdays and Thursday mornings) 

http://www.moh.govt.nz
mailto:Rachel_Webber@moh.govt.nz

Please note that I work four days per week and am not usually available on Tuesdays

s 9(2)(a)
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Sent by: Rachel 
Webber/MOH

17/10/2018 04:57 p.m.

To: "Georgina Tucker (WDHB)" <Georgina.Tucker@waitematadhb.govt.nz>, "Sian 
Gilhooley" <sgilhooley@comprehensivecare.co.nz>, 

cc:
bcc:

Subject: Re: FW: NIR Datamart Milestone Ages Report as at 6 October 2018

H  Georgina and Sian

I suspect that you are looking at the 1-month reporting period rather than the 3-month reporting period.

We didn't run reports on 6th October but here are your results for 12th October

Three-month reporting period ending 12 October 2018

One-month reporting period ending 12 October 2018  

The one-month reporting period is a much smaller cohort - it is only the kids that turned 8 months of age 
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in the last month. Also it is a new group of kids each month.  So this means results can change quite 
suddenly, whereas the 3-month reporting period results tend change more slowly. 

Cheers
Rachel 

Rachel Webber
Senior Advisor Immunisation
Popu ation Health and Prevention
Minist y of Health
DDI: 04 816 2664
Mobile:  (not available Tuesdays and Thursday mornings) 

http://www.moh govt.nz
mailto:Rachel_Webber@moh.govt.nz

Please note that I wo k four days per week and am not usually available on Tuesdays

"Georgina Tucker (WDHB)" 17/10/2018 02:43:27 p.m.Hi Rachel Just wondering...

From: "Georgina Tucker (WDHB)" <Georgina Tucker@waitematadhb.govt.nz>
To: Rachel Webber <Rachel_Webber@MOH.govt.nz>, 
Date: 17/10/2018 02:43 p.m.
Subject: FW: NIR Datamart Milestone Ages Report as as 6 October 2018

Hi Rachel
Just wondering if you have picked up any difference between the miles one report and dot graph 
coverage?
 
Ngā mihi
Georgina
 
Georgina Tucker I Immunisation Programme Manager
Planning, Funding & Outcomes I Auckland & Waitemata DHBs
Level 1, 15 Shea Terrace  I  Private Bag 93‐503, Takapuna
p: (09) 486 8920 extn 42568  |    |  f: (09) 441 8957 | georgina.tucker@waitematadhb.govt nz
www.waitematadhb.govt.nz

       
 

s 9(2)(a)

s 9(2)(a)
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From: Sian Gilhooley [mailto:sgilhooley@comprehensivecare.co.nz] 
Sent: Thursday, 11 October 2018 4:36 p.m.
To: Georgina Tucker (WDHB); Anne-marie Woodward (Westkids)
Subject: RE: NIR Datamart Milestone Ages Report as as 6 October 2018
 
Hey
Have you noticed any issues on datamart? Our MoH dot graphs show us as 95% for last 6 weeks yet when I 
downloaded our datamart report yesterday it states we are at 92%?
 
 

Kind Regards
 
Sian Gilhooley
Child Health Services Manager & Immunisation Coordinator
 
Monday to Thursday 
Phone: +64 9 415 1091 ext. 8802 
Mobile: 

www.comprehensivecare.co.nz

                   
 

From: Georgina Tucker (WDHB) <Georgina.Tucker@waitematadhb.govt.nz> 
Sent: Thursday, 11 October 2018 10:07 AM
To: Anne‐marie Woodward (Westkids) <anne‐marie@healthwest.co.nz>; Beth Harvey (
BethH@procare.co.nz) <BethH@procare.co.nz>; Catherine Roscoe (Catherine.Roscoe@procare.co.nz) <
Catherine.Roscoe@procare.co.nz>; Claudelle Pillay (CMDHB) <Claudelle.Pillay@middlemore.co.nz>; 
Denise Naera <denisen@nhc.maori.nz>; Desiree Hoey <deshoey@gmail.com>; gabrielle lord <
GabrielleL@procare.co.nz>; Karen Upton (ADHB) <KUpton@adhb.govt.nz>; Karl Snowden (WDHB) <
Karl.Snowden@waitematadhb.govt.nz>; kate Moodabe <kate@totalhealthcare.org.nz>; Kathy 
Greenstreet (Kathy.greenstreet@plunket.org.nz) <Kathy.greenstreet@plunket org.nz>; Kim MacRae <
KimM@alliancehealth.org.nz>; Kristin Shepherd‐Bell <kristin@procare.co.nz>; Linda Williams <
hunalinda@hotmail.com>; Lisbeth Alley ‐ IMAC (rianorthern@auckland.ac.nz) <
rianorthern@auckland.ac.nz>; Louise Goodall <louise@aucklandpho.co.nz>; Natalie Desmond (WDHB) <
Natalie.Desmond@waitematadhb.govt.nz>; Ranjna Patel <Ranjna@ethc.co.nz>; Sian Gilhooley <
sgilhooley@comprehensivecare.co.nz>; Tiffany Soloai <TiffanyS@nhc.maori.nz>
Subject: FW: NIR Datamart Milestone Ages Report as as 6 October 2018

 
Hi all
Here are this week’s coverage reports with thanks to Robyn and the NIR team
 
Ngā mihi
Georgina
 
Georgina Tucker I Immunisation Programme Manager
Planning, Funding & Outcomes I Auckland & Waitemata DHBs

s 9(2)(a)
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Level 1, 15 Shea Terrace  I  Private Bag 93‐503, Takapuna
p: (09) 486 8920 extn 42568  | m:    |  f: (09) 441 8957 | georgina.tucker@waitematadhb.govt.nz
www.waitematadhb.govt.nz

       
 
From: Robyn Jackson [mailto:robyn.jackson@healthwest.co.nz] 
Sent: Monday  08 October 2018 11:33 a.m.
To: Georgina Tucker (WDHB); Natalie Desmond (WDHB)
Cc: Reporting Analyst (WDHB)
Subject: NIR Datamart Milestone Ages Report as as 6 October 2018
 
Hi
 
Please find the above report attached.
 
Regards

 

Robyn Jackson

NIR Outreach Coordinator

Providing the National Immunisation Register and Outreach Immunisation 
Services for Waitemata and Auckland District Health Boards

P   +64 9 822 8028 DDI +64 9 822 8017  F +64 9 822 8042
E   robyn.jackson@healthwest.co.nz
W  www.healthwest.co.nz

 
Confidential: 
This e-mail message and any accompanying attachments are confidential and subject to legal 
privilege. If you are not the intended recipient, do not read, use, disseminate, distribute, disclose 
or copy this message or attachments. If you have received this message in error, please notify the 
sender immediately, delete this message and destroy any printed copies.
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Sent by: Rachel 
Webber/MOH

20/07/2018 09:38 a.m.

To: "Simon Everitt" <Simon.Everitt@bopdhb.govt.nz>, 
cc: Stasha Mason/MOH@MOH, Jane Chambers/MOH@MOH, Pat 

Tuohy/MOH@MOH, "Connie Hui" <Connie.Hui@bopdhb.govt.nz>, "Tim Slow" 
<Tim.Slow@bopdhb.govt.nz>, Bonnie Jones/MOH@MOH, Tricia Keelan 

bcc:

Subject: Re: Fw: Support for addressing immunisation decliners in the Bay of Plenty

Hello Simon

Pat is currently out of the country but I wanted to provide you with some information in the meantime. 

Please find attached Ministry of Health research that considered the different reasons that people decline, 
and how to tailor the approach according to this typology. I have also included a very useful fact sheet 
from IMAC to help vaccinators to have conversations with decliners. 

Decliners audience researchers 2011.pdfDecliners audience researchers 2011.pdf

IMAC OFFER good information.pdfIMAC OFFER good information.pdf

WHO's Strategic Advisory Group of Experts on Immunisation (SAGE) have also done a lot of work in this 
area. 

  

Hesitancy systematic review.pdfHesitancy systematic review.pdf Hesitancy strategies.pdfHesitancy strategies.pdf Hesitancy communication.pdfHesitancy communication.pdf

We have prepared a communication toolkit for DHBs to use. I will send this in another email. 

Kind regards 

Rachel Webber
Senior Advisor Immunisation
System Outcomes
Service Commissioning
Ministry of Health
DDI: 04 816 2664
Mobile:  (not available Tuesdays and Thursday mornings) 

http://www.moh.govt.nz
mailto:Rachel_Webber@moh.govt.nz

Please note that I work four days per week and am not usually available on Tuesdays

s 9(2)(a)
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Stasha Mason 20/07/2018 07:53:54 a.m.FYI. Stasha Mason

From: Stasha Mason/MOH
To: Jane Chambers/MOH@MOH, Rachel Webber/MOH@MOH, 
Date: 20/07/2018 07:53 a.m.
Subject: Fw: Support for addressing immunisation decliners in the Bay of Plenty

FYI.

Stasha Mason 
DHB Regional Relationship Manager
System Outcomes
Service Commissioning
Ministry of Health
DDI: (04) 496 2265
Mobile: 021 733 416
----- Forwarded by Stasha Mason/MOH on 20/07/2018 07:51 a.m. -----

From: Simon Everitt <Simon.Everitt@bopdhb.govt.nz>
To: "pat_tuohy@moh.govt.nz" <pat_tuohy@moh.govt.nz>, 
Cc: Tim Slow <Tim.Slow@bopdhb.govt nz>, Tricia Keelan <Tricia.Keelan@bopdhb.govt.nz>, Connie 

Hui <Connie.Hui@bopdhb.govt.nz>, Alison James <Alison.James@bopdhb.govt.nz>, 
"'Stasha_Mason@moh.govt.nz'" <Stasha_Mason@moh.govt.nz>

Date: 19/07/2018 12:51 p.m.
Subject: Support for addressing immunisation decliners in the Bay of Plenty

Hi Pat
 
Hope all is going well with you. 
 
Pat your aware the BOP continues to have a high rate of immunisation decliners. We have made some 
gains over the past 12 months by reducing the number of missed children but our decline rate still sits at 
around 10%.
 
This has been discussed at our IAG governance group and by the Board yesterday who had an interest in 
market research into what works and what does not, positive social media campaigns etc.
 
One of the pieces of feedback from immunisers is there is a lot of negative social media out there but 
limited positive social or other media to balance out all of the negative chat.
 
I’m hoping the MOH may be able to mobile some resource to help offset this as it will be a national issue 
and I do remember previous campaigns by the MOH with good public health messaging to assist DHBs 
with their challenges.  Does the MOH have anyone who could help us in the social media space around 
positive comm’s messaging that works and or other strategies that might be helpful to share at this 
time? Would just be helpful to plug into existing work v recreate the wheel ourselves. I know we have 
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discussed together at other forums work the MOH has done in the decliner space and strategies that
work and strategies that don’t.
 
Noting we are approaching one year with our revised service model and have the provider completing 
an annual report and depending on this may complete a desk top review to look at further opportunities 
for improvement. MOHs input into the later process would be welcome.
 
Look forward to hearing from you Pat. 
 
Rega ds
 
Simon Everitt
GM Planning and Funding
Bay of Plenty District Health Board
290 Cameron Road, Tauranga
Ph: 07 579 8550
www.bopdhb.govt.nz
 
‘In the long history of humankind those who learnt to collaborate
and improvise most effectively have preva le      Charles Darwin
 
 

 

 

Notice of Legal Status and Confidential Information: This electronic mail message and any accompanying attachments may contain 
information that is privileged and CONFIDENTIAL. If you are not the intended recipient you are advised that any use, review, 
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1. Executive Summary 

1.1 Introduction 

 Immunisation is one of the Government‟s six Health Targets.  The Ministry of Health 
(the Ministry), District Health Boards (DHBs) and the health sector are committed to 
reaching a goal of having 95% of all New Zealand two year olds fully immunised by 
2012. 

 Immunisation is one of the most cost-effective of all health interventions and is an 
essential component of both Well Child and adult preventive health services.  New 
Zealand‟s child immunisation rate is low by international standards, and stands at 
88%1.  Māori rates of immunisation are particularly low. 

 The Ministry engaged Litmus Ltd to undertake qualitative audience research amongst 
parents/caregivers who have not fully immunised one or more of their children aged 
0–5 years. The aim was to explore in detail their attitudes and beliefs, decision-
making processes and barriers to immunisation.  The findings will be used to develop 
cost-effective strategies that will make a difference to New Zealand immunisation 
rates and the health of New Zealand children and communities.  

1.2 Key findings 

Attitudes and beliefs: 
 Parents/caregivers who have not fully immunised their children aged 0–5 years hold a 

variety of attitudes and beliefs about immunisation.  These can be grouped into 
attitudes and beliefs about the relevance and importance of immunisation and 
concerns about immunisation and its effects.  For Pākehā and some Māori 
participants, their concerns outweigh the relevance and importance of immunisation, 
which has contributed to or resulted in decisions and/or behaviour not to fully 
immunise their children.   
- There is a general perception that immunisation is less relevant to children in New 

Zealand today, which is driven by low incidence of vaccine preventable diseases 
in 2010. 

- There is concern amongst Pākehā over possible negative long term health 
impacts from immunisation (e.g. link with autism) and concern amongst Māori 
over potential adverse reactions to immunisation leading to serious complications. 

- There is concern amongst Pākehā, and to a lesser extent Māori, over the 
standard course of immunisation (e.g. immunisation starts too early in a child‟s 
life, too many vaccines in the schedule, too many vaccines in the one syringe). 

- Māori, and to a lesser extent, Pākehā lack confidence in the effectiveness of 
immunisation.  

                                                

1 Immunisation coverage at 24 months for the period 1 October 2010 to 1 January 2011. 
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 Pacific people however consider their children more at risk of disease and hold more 
positive attitudes and beliefs about immunisation. 

Knowledge and understanding: 
 Parents/caregivers who have not fully immunised their children have varying degrees 

of knowledge and understanding of immunisation.  Pākehā participants 
overwhelmingly mention there is a lack of balanced information on immunisation, with 
most information being either „pro‟ immunisation or „anti‟ immunisation. Pākehā are 
heavy users of the Internet to gain knowledge and understanding of immunisation.   

 Māori knowledge of the immunisation process (such as the make-up of the vaccines 
and the immunisation schedule) is very low.   

 Māori tend to be far less likely to have considered the benefits and risks of 
immunisation.  Knowledge and understanding that they have attained tends to be 
through engagement with whānau and midwives.  

Skills and confidence: 
 In most cases  parents/caregivers who do not fully immunise their children have not 

actively opted not to immunise.  Some are not aware that they have a choice, some 
do not feel confident or empowered to make a choice, and some are sitting on the 
fence by delaying decisions around immunisation.  Some also find the immunisation 
experience completely overwhelming and distressing.  Many Māori participants seem 
to lack confidence in navigating the immunisation system.  

Role of others: 
 The attitude and encouragement of providers, the services they provide and the 

advice they give are key drivers to parent/caregiver behaviour and decisions on child 
immunisation. Family/whānau, and to a lesser extent partners and peers, play 
important roles in providing knowledge and shaping views.      

Environmental factors: 
 Environmental factors (i.e. location, availability and cost of accessing immunisation 

services, experience with different schedules and the media) appear to be less of a 
factor in immunisation behaviour and decisions, although some Māori identify 
transport costs and availability as barriers to accessing health services in a timely 
way.   

 There is significant stigma associated with non-immunisation, meaning participants 
still don‟t like talking about their decisions or circumstances publically.  

Message and concept testing: 
 A number of ideas for facilitating access to uptake of immunisation services were 

presented and „tested‟ amongst participants.  Messages and concepts that speak 
directly to parents/caregivers and family/whānau have greater relevance than those 
that speak at a societal level.  Of the messages and concepts tested, financial 
incentives are more likely to encourage immunisation uptake amongst 
parents/caregivers who do not fully immunise their children.  Māori prefer an in-home 
setting and Pacific people prefer a clinical services setting.  
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Typologies: 
 Five key typologies are apparent for parents/caregivers who do not fully immunise 

their children: „Nurturers‟, „Fearfuls‟, „Vulnerables‟, „Unwell‟ and „Rejecters‟.  Each of 
these typologies has different characteristics and there are different mechanisms for 
change to facilitate immunisation decisions. 
- „Rejecters‟ – opposed to most or all child immunisation. 
- „Nurturers‟ – not opposed to immunisation, but believe their children are at low risk 

of disease.  
- „Fearfuls‟ – find the immunisation experience emotionally distressing for both 

themselves and their children. 
- „Vulnerables‟ – not opposed to immunisation, but face barriers to accessing child 

immunisation.    
- „Unwell‟ – open to immunisation, but don‟t due to their child‟s poor health.  

 Pākehā aligned more with the „Rejecters‟, „Nurturers‟ and „Fearfuls‟ typologies, Māori 
typically aligned with the „Vulnerables‟, „Unwell‟ and „Fearfuls‟ typologies and Pacific 
tend to align with the „Unwell‟ typology. 

1.3 Conclusions 

 The immunisation audience research has confirmed that in most cases, 
parents/caregivers who do not fully immunise their children have not actively opted 
not to immunise.  

 Of the five typologies of parents/caregivers who have not fully immunised their child, 
providing services to: 
- The „Unwell‟ typology may present an opportunity for achieving better 

immunisation outcomes in relation to the resources that would need to be 
invested.  This group is already „open‟ to immunisation and they are reasonably 
frequent users of the health system. 

- The „Vulnerable‟ typology may also present an opportunity for achieving better 
outcomes, as this group is not opposed to immunisation and have made past 
unsuccessful attempts to engage.  Innovative services that target the 
concerns/issues faced by this group are likely to result in increased immunisation 
rates.  
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2. Introduction 

2.1 Background 
Immunisation is one of the Government‟s six Health Targets.  The Ministry of Health (the 
Ministry), District Health Boards (DHBs) and the health sector are committed to reaching a 
goal of having 95% of all New Zealand two year olds fully immunised by 2012. 

Immunisation is one of the most cost-effective of all health interventions (Ministry of Health 
2003) and is an essential component of both Well Child and adult preventive health 
services. Immunisation not only protects individuals but benefits the whole community 
through the effect of „herd immunity‟ (with the exception of tetanus). However, immunisation 
programmes must sustain rates of between 85% and 95%2 if epidemics are to be 
prevented.  

New Zealand‟s childhood immunisation rate is low by international standards. UNICEF lists 
New Zealand‟s rate3 as 23rd out of 25 OECD countries (UNICEF 2007).  

Immunisation rates vary across the country but, nationally, currently stand at 88%4.  The 
Ministry estimates that approximately 5% of parents are opposed to immunisation. This 
means the remaining parents/caregivers for a range of reasons have not immunised their 
child. 

Māori rates of immunisation are particularly low. DHBs reporting particularly low rates of 
immunisation coverage among Māori children aged 2 years include Bay of Plenty (73%), 
Northland (77%), Auckland (79%) and Counties Manukau (80%).  

The Ministry engaged Litmus Ltd to undertake audience research amongst 
parents/caregivers who have not fully immunised one or more of their children aged 0–5 
years, to explore in detail their attitudes and beliefs, decision-making processes and barriers 
to immunisation.  The findings will be used to develop cost-effective strategies that will make 
a difference to New Zealand immunisation rates and the health of New Zealand children and 
communities.  

2.2 Research objectives 

The objectives of the research were to explore amongst parents/caregivers who have not 
fully immunised one or more of their children aged 0–5 years: 
 attitudes and beliefs towards immunisation 
 knowledge and understanding of immunisation 
 skills and confidence in relation to immunisation 
 role of providers and others in immunisation decisions 
 role of environmental factors in immunisation decisions 
 messages and interventions that would encourage or enable immunisation uptake. 

                                                
2 „Immunisation rate‟ refers to the percentage of New Zealand two year olds who are fully immunised. 
3 The percentage of children aged 13–23 months immunised against measles, polio, diphtheria, pertussis and tetanus (UNICEF 2007). 
4 Immunisation coverage at 24 months for the period 1 October 2010 to 1 January 2011. 

Released under the Official Information Act 1982



 
 

5  
 

3. Research Approach 

3.1 Research approach 

A two-phase qualitative research approach was adopted: 
 Phase 1 explored attitudes and beliefs, knowledge and understanding, skills and 

confidence, the role of others and environmental factors in the immunisation 
behaviour of parents/caregivers.    

 Phase 2 tested potential messages and strategies designed to encourage 
immunisation uptake.   

Fieldwork was conducted between July and November 2010.  In both research phases:  
 Discussion guides, a recruitment script and a research information sheet were 

developed in consultation with the Ministry of Health5. 
 Participants were recruited using a range of methods: 

- networking and snowballing through early childhood centres, churches and other 
community groups/networks 

- recruitment panels 
- advertising on www.trademe co.nz.   

 Fieldwork was undertaken by Litmus senior qualitative researchers and Kaipuke 
Consultants Ltd.  Māori and Pākehā researchers conducted fieldwork with Māori and 
Pākehā participants respectively.  Pākehā researchers and Pacific researchers/ 
community connectors undertook research with Pacific participants. 

 Participants completed and signed a form6 consenting to participate in the research.  
Interviews and group discussions were audio recorded with participants‟ permission.  

 Group discussions were conducted in community meeting rooms, education centres, 
churches, etc.  In-depth interviews were mainly conducted in participants‟ homes. 

 Participants were welcome to bring a support person along to the discussion.  
 Group discussions and interviews lasted on average 2.5 hours and 1 hour, 

respectively.  
 Focus groups comprised five to six participants and mini groups comprised three to 

four participants. 
 Participants each received a $60 koha in recognition of their time and contribution to 

the research. 

                                                
5 Refer Appendices 1,3 and 4. 
6 Refer Appendix 2. 
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3.2 Sample 

Litmus employed a purposive sampling framework for the research structured by DHB 
region and ethnicity. Our population of interest was parents/caregivers who have not fully 
immunised one or more of their children aged 0–6 years7.  A total of 84 parents/caregivers 
participated: 78 women and six men; 28 Māori, 27 Pākehā and 29 Pacific. Participants 
mainly had a low/moderate household income8, recognising that deprivation is a factor in 
overall participation. 

Phase 1: Exploratory research 

Phase 1 fieldwork was conducted in DHB regions with some of the lowest immunisation 
coverage rates, particularly for Māori.   

Ethnicity Counties 
Manukau 
DHB 

Auckland 
DHB 

Northland 
DHB 

Bay of Plenty 
DHB 

Waikato DHB Total 

Māori 2 focus 
groups 

4 interviews 1 focus group   3 focus groups 
4 interviews 

Pākehā 1 interview 1 focus group 
3 interviews 

3 interviews 1 focus group 
2 interviews 

 2 focus groups 
9 interviews 

Pacific 1 focus group 
3 mini groups 

   1 focus group 
3 interviews 

2 focus groups 
3 mini groups 
3 interviews 

Total 
3 focus 
groups 
3 mini groups 
1 interview 

1 focus group 
7 interviews 

1 focus group 
3 interviews 

1 focus group 
2 interviews 

1 focus group 
3 interviews 

7 focus groups 
3 mini groups 
16 interviews 

 

Phase 2: Concept testing 

The research was conducted with parents/caregivers living in the Capital and Coast DHB9 
area. The sample excluded conscientious objectors (those who object to immunising their 
children on moral, ethical or religious grounds), given the unlikelihood of this segment 
changing their views on immunisation.  
 
Ethnicity Capital and Coast DHB 
Māori 1 focus group 
Pākehā 1 focus group 
Pacific 1 focus group 
Total 3 focus groups 

 

                                                
7 Parents/caregivers – defined as individuals who regularly look after one or more children aged 0–6 years for significant amounts of 
time and make decisions about childhood immunisation. This may include parents, grandparents and wider whānau. Parents/caregivers 
of 0–6 year olds were recruited to include vaccinations at five years. 
8 Defined as less than $70,000 per annum before tax. 
9 Capital and Coast DHB was chosen as a research location due to its proximity to the research team.  No differences in attitudes and 
beliefs or decision making were uncovered between participants living in Capital and Coast and other DHB areas.  
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3.3 Analysis 

A series of analysis workshops were conducted by the research team. The qualitative data 
was analysed to find patterns and themes relating to the research objectives and wider 
contextual issues.  This involved: 
 reviewing a selection of transcripts/field notes to identify common patterns in 

vocabulary, meanings, feelings, sayings, cultural codes and nuances 
 reviewing remaining transcripts/field notes to find data that related to the classified 

patterns 
 combining related patterns and themes 
 building an argument for selecting the themes and their relative weighting 
 selecting supporting evidence to be included in this report.  

3.4 Limitations 

The information contained in this report represents the views of 84 parents/caregivers who 
have not fully immunised their children interviewed in Northland, Auckland, Waikato, Bay of 
Plenty and Wellington.  Given its qualitative nature, the findings of this report cannot be 
generalised to the wider population of parents/caregivers who have not fully immunised 
their children.   
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4. Attitudes and Beliefs 

Parents/caregivers who have not fully immunised their children aged 0–5 years hold a 
variety of attitudes and beliefs about immunisation.  These can be grouped into attitudes 
and beliefs about the relevance and importance of immunisation and concerns about 
immunisation and its effects.  For Pākehā and some Māori participants, their concerns 
outweigh the relevance and importance of immunisation, which has contributed to or 
resulted in decisions and/or behaviour not to fully immunise their children. 

4.1 Relevance of immunisation 

Immunisation is less relevant to children in New Zealand today  

In the main, the recommended standard course of immunisations for children aged 0–5 
years10 is perceived to be less relevant to children in New Zealand today.   
 Most Pākehā participants note that the diseases children are being immunised for 

were more of a concern for previous generations (e.g. their parents‟ and 
grandparents‟ generations). While some Māori and Pacific participants know of 
family/whānau and other people in their lifetimes who have experienced these 
diseases (e.g. meningitis and tuberculosis11), Pākehā have few first-hand experiences 
of these diseases and none of these experiences are in immediate families.  

 Most Pākehā and Pacific participants also believe that immunising their children 
against these diseases would be more relevant if they lived in or were to travel to 
developing countries (particularly Pacific, Asia and Africa) where these diseases are 
considered to be more prevalent, and therefore the risk of their children contracting 
them is greater.  There is however an acknowledgment that some diseases are re-
emerging (e.g. tuberculosis) and a few participants feel that there should be greater 
boarder protection to ensure immigrants and visitors to the country are effectively 
screened for disease. 

 Pākehā and Pacific participants in particular consider that, compared with most other 
countries, New Zealand is a healthy and safe place to bring up children with good 
living standards, including food security, housing, water and sanitation and a 
comprehensive publicly funded health system in the event of disease. 

Most Pākehā participants consider that their children are less at risk of diseases than 
children of other ethnic groups, because of the locations where they live and their lower 
household numbers.  Some participants have made their decision not to fully immunise 
their children based on this perception, and adopt some or all of the following strategies in 
the belief that they are protecting their children from disease: 
 breastfeeding to pass on immunity to their children 
 ensuring their homes are kept warm, and surfaces where babies crawl are kept clean 

and sanitised 

                                                
10 Refer Appendix 6 for copy of National Immunisation Schedule updated in June 2008.  
11 Tuberculosis is not part of the national immunisation schedule and is only offered to high risk new-borns.  Reference to „Meningitis‟ is 

most likely to be Meningococcal B disease and MenNZB vaccine ceased to be routinely offered to pre-schoolers in June 2008. 
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 ensuring children get a „balanced diet‟ (i.e. eating plenty of fresh fruit and vegetables) 
and lots of exercise and rest  

 minimising or avoiding situations where their children are in regular and sustained 
contact with other children, e.g. early childhood centres 

 keeping children at home if there is a disease outbreak in their local area 
 being proactive about taking children to their general practitioner (GP) if they become 

sick. 

„If I lived in a crowded house in South Auckland I would vaccinate.  We live a healthy 
lifestyle and I breastfed so passed on my immunities to her.‟ (Pākehā, Auckland) 

While Pacific participants also consider immunisation to be less relevant to New Zealand 
children today, they perceive their children to be more at risk of contracting disease than 
Pākehā and Māori children because: 
 They have more contact with people from Pacific Islands Countries and Territories 

(PICTs) than other ethnic groups, through either having family members stay in their 
homes or visiting them in their villages. 

 Pacific people are more at risk of communicable disease through the way they live, 
socialise and connect with one another, e.g. larger/extended families living in one 
house and attending f equent church and other large gatherings.    

 Pacific people may have less natural immunity to disease, as their parents and 
grandparents living in PICTs were largely not immunised and therefore would not 
have „passed on‟ any immunity to their children and grandchildren. 

 They regularly receive messages via government agency social marketing campaigns 
that Pacific people are an at-risk group for most of the country‟s health and other 
social issues, and therefore assume that Pacific children are also more at risk of 
disease.  They are surprised to learn through the research that Pacific children aged 
0–5 have relatively high immunisation rates.  

Pacific people also hold more favourable views in general about immunisation.  They 
generally believe it is a positive action that parents/caregivers can do to keep their children 
well now and into the future.  

4.2 Concerns over immunisation 

Concerns over the safety of immunisation 

Most Pākehā and a few Māori participants are concerned about the potential risks 
associated with immunisation.   

Pākehā are more concerned with the medium- to long-term implications between 
immunisation and their child‟s health.  They cite the perceived link between the measles, 
mumps and rubella (MMR) vaccine and autism.   They also believe that the „jury is out‟ 
about the long-term effects of immunisation, and there is not enough evidence available to 
confirm that immunisation is safe. 

„We don‟t know what will happen to them in their 40s and 50s.  Are they going to 
have immune problems or more cancers if they get immunised?‟ (Pākehā, Northland) 
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Māori are more concerned with potential adverse reactions to immunisation (e.g. fever, rash 
and swelling) leading to more serious complications – scarring, disfigurement and even 
impaired mobility. 

„I went in and changed him when he was asleep, it was like a bruise and it was 
swollen and welted, his whole thigh was infected, you couldn‟t touch him.‟ 
(Māori, Northland) 

„It was a massive reaction to the immunisation, it went from a pimple to a lump to 
needing two operations, and now she can‟t run without difficulty.‟  
(Māori, Counties Manukau)  

For both Pākehā and Māori participants, safety concerns are heightened if their child has a 
chronic or acute illness, requires surgery or is post-surgery. For Pākehā participants, safety 
concerns are also heightened if they had experienced difficulty conceiving, had a difficult 
birth or had adverse reactions to immunisations when they were children. 

„Knowing that a blood relative had a reaction and given the odds I had with having 
children… For me it wasn‟t worth the risk if there was going to be a reaction.‟ 
(Pākehā, Northland) 

Concerns over the recommended standard course of immunisations 

Some Pākehā participants are concerned with the recommended standard course of 
immunisations, in that they start too early, there are too many vaccines and there is a lack 
of flexibility in the delivery of the vaccines.  They believe: 
 Immunisation starts too soon in a child‟s life (six weeks) when their bodies are fragile 

and have not had a chance to develop their natural immunity.   
 There are too many vaccines in the standard course of immunisations for children, 

and most children do not need to be immunised against all diseases. 
 There are often too many vaccines in the one immunisation, resulting in a child‟s body 

being „bombarded with antigens.  A few participants comment that it would be ideal if 
immunisations were split to enable parents and caregivers to select the most 
appropriate immunisations for their children.   

„I feel really uncomfortable vaccinating six week old babies while their immune 
system is still developing.  They are only tiny little babies; the immune system needs 
a chance to develop without injecting it with eight different diseases ‟ (Pākehā, 
Auckland) 

„They come pre-loaded.  You can‟t decide what goes in them and what is best for 
your child.‟ (Pākehā, Northland) 

Lack of confidence over the effectiveness of immunisation 

Some Māori and a few Pākehā participants lack confidence in the effectiveness of 
immunisation.  Māori report cases where children who have been immunised for diseases 
have contracted these diseases.  Pākehā also note that there is no guarantee that children 
will be protected from the diseases they are immunised for.  They give examples of adults 
coming down with the „flu‟ after an influenza vaccine as proof that immunisations don‟t 
always work. 
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„My nephew got meningitis, yeah but he was fully immunised.‟ (Māori, Counties 
Manukau) 

„At three months she went into hospital.  They thought she had whooping cough even 
though she had been immunised.  She still got sick.‟ (Māori, Northland) 

„Just because you are immunised it doesn‟t mean that they have protection against 
the disease.  We are all different and unique and our bodies take up things 
differently.  Just because we have a piece of paper in a book ticked, it doesn‟t mean 
you are immune.‟ (Pākehā, Northland)  

Deep-seated concerns over immunisation 

Some Pākehā and a few Māori participants hold deep-seated attitudes and beliefs about 
immunisation.  For these participants, the relevance of immunisation for children aged 0–5 
years is very low and the associated risks are very high.  These participants:   
 strongly believe there is not enough evidence to confirm that immunisation is safe 
 believe New Zealand children are being used as guinea pigs 
 strongly believe in the importance of building their child‟s natural immunity to disease 

(they are also likely to be strong advocates of alternative therapies or natural 
remedies and low users of traditional treatment, e.g. antibiotics or paracetamol) 

 have concerns over the content of the vaccines, which they believe are toxic or 
harmful to their child (e.g. the addition of mercury, lead and chicken foetus is 
commonly mentioned) 

 have concerns over the negative impact of immunisation on children‟s liver, kidneys, 
brain and other organs 

 have limited trust and confidence in the pharmaceutical companies who market and 
produce the vaccines and the New Zealand health system in managing and delivering 
the schedule.  They believe that DHBs and GPs are motivated by financial targets 
rather than what is in the best interest of parents and children.    

„We go to a natural healer who gives herbal drops to get the natural immunity fighting 
fit. They are oils from native forests and infused in alcohol.  I put a couple of drops 
each day on the kids‟ tongues.‟ (Pākehā, Northland)   

„The UK pulled the MMR one off the market because not enough research had been 
done on it yet New Zealand was still injecting it.‟ (Pākehā, Auckland) 

„I do not want tadpole embryos or virus grown in chicken eggs to contaminate my 
child.‟ (Māori, Auckland)   
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5. Knowledge and Understanding 

Parents/caregivers who have not fully immunised their children aged 0–5 years have 
varying degrees of knowledge and understanding of immunisation.   

Pākehā participants overwhelmingly mention there is a lack of balanced information on 
immunisation, with most information being either „pro‟ immunisation or „anti‟ immunisation. 
They are heavy users of the Internet to gain knowledge and understanding of immunisation.   

Māori knowledge of immunisation (including the make-up of the vaccines and the 
immunisation schedule/process) is very low.  Māori are far less likely to have considered 
the benefits and risks of immunisation.  Knowledge and understanding attained tends to 
through engagement with whānau and midwives (discussed in section 7).  

5.1 Timing  

While some first-time parents/caregivers became aware of immunisation during pregnancy, 
most became aware of it or thought about it more seriously after their child was born.  Most 
Pākehā say they started to think about immunisation during pregnancy for subsequent 
children.  

„During pregnancy you are thinking about the birth, not about what happens 
afterwards.‟ (Pākehā, Auckland)   

Only a handful of participants say they became aware of and made any decisions about 
immunisation before they were pregnant. 

5.2 Level of knowledge and understanding 

Most Pākehā and Pacific participants know there is a standard course of immunisations for 
children aged 0–5 years, and the approximate ages when their children are due for 
immunisations.  They are also generally aware that immunisations are free and where to go 
for immunisations.  Most can also name some of the immunisations in the schedule (e.g. 
tetanus, measles, mumps and rubella), and have some understanding of how to contract 
these diseases (e.g. getting tetanus by standing on a rusty nail) and the seriousness of 
these diseases (e.g. amputations and death from meningitis).  By contrast, there is little or 
no knowledge of diseases such as diphtheria or accellular pertussis (many didn‟t know the 
latter is referring to whooping cough).   

Most Māori participants have limited knowledge and understanding of immunisation 
(including the make-up of the vaccines and the immunisation schedule/process). As a result 
of low levels of knowledge, Māori tend to be far less likely to have considered the benefits 
and risks of immunisation.  Knowledge and understanding that they have attained tend to 
be due to engagement with key others such as whānau and midwives, rather than written 
information sources. 

„I don‟t know what they‟re for, that‟s what‟s making me think, we have the flu injection 
at work and I won‟t have it.‟ (Māori, Auckland) 
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„I don‟t know [what injections are for] To keep sickness away? To stop children 
getting sick?‟ (Māori, Auckland) 

Some Pākehā and a few higher income and educated Māori participants consider they 
have a good understanding of immunisation – what it is for, how it works and potential risks 
of vaccines.  These participants tend to hold more negative views of immunisation and 
consider themselves more informed than most parents/caregivers and health providers.  

A few Pacific parents have relatively limited knowledge and understanding of immunisation, 
other than it is a good thing for parents and caregivers to do to keep children healthy and 
well.     

5.3 Information sources 

Most participants mention the Well Child/Tamariki Ora Healthbook as a useful tool for telling 
parents and caregivers when their children‟s immunisations are due and what the 
immunisations are for, and for recording when immunisations have occurred.  Pacific 
participants in particular speak very favourably about this Handbook as an information 
source.  

While many Māori participants identify information sources such as Plunket books and 
pamphlets, few are able to recall the information that they contained about immunisation. 
This suggests that the current range of information sources on immunisation are not 
working effectively for some “hard to reach” Māori.  Literacy levels are identified as a barrier 
to the effectiveness of some forms of communication such as pamphlets for Māori.   

„Plunket book gave information but I didn‟t know if the advice was good or not.‟ 
(Māori, Counties Manukau) 

„Didn‟t understand what the brochures said   They need to write it in lay language so 
everyone knows what it means.‟ (Māori, Capital and Coast) 

Most Pākehā and a few younger Māori participants have used the Internet to inform their 
decisions on immunisation. Participants tend to look for general information and „for and 
against arguments‟ on child immunisation, using search engines and participating in online 
chat rooms.  Few can remember specific websites visited and there is no recall of visiting 
the Immunisation Advisory Centre (IMAC) website (www.immune.co nz).   

A few Pākehā participants also mention calling 0800 Immune in relation to a specific query 
or where they were concerned about their child following immunisation.  Participants 
generally found the call centre staff friendly, helpful, supportive and affirming.  

A few Pākehā also mention reading magazine articles, journal articles and books on 
immunisation, and attending public meetings on immunisation.  These resources and 
forums overwhelmingly portray the risks of immunisation and the importance of parental 
choice. 
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6. Skills and Confidence 

In most cases, parents/caregivers who do not fully immunise their children have not actively 
opted not to immunise.  Some are not aware that they have a choice, some do not feel 
confident or empowered to make a choice, and some are sitting on the fence by delaying 
decisions around immunisation.  Others find the immunisation experience completely 
overwhelming and distressing. 

6.1 Uninformed compliance  

For participants who are not aware or are not confident to make an informed choice, 
immunisation behaviour tends to be „patchy‟, i.e. most children are immunised against 
some diseases and there appears to be little knowledge or clear rationale on what diseases 
are immunised for.   

Māori and a few Pākehā participants who know they have a choice on whether or not to 
immunise their children do not feel confident to exercise their rights to choose, and mainly 
„go along with‟ what their GP or Practice Nurse advises. Many Māori participants who have 
immunised older children, report that they were “complying” with the direction of health 
providers rather than making an informed choice about the potential benefits and risks 
associated with immunisations. 

„Health professionals told me it was the right thing to do.‟ (Māori, Northland) 

„It‟s a fait du compli. You just have to do it. You are made to feel it is not a choice.‟ 
(Māori, Auckland) 

Most Pacific participants have a strong desire to fully immunise their children.  Some are 
unsure whether they are up-to-date with their children‟s immunisations, and others who 
know they are behind intend to catch up.   

A few participants across ethnic groups say they forgot about their children‟s immunisation 
appointments or haven‟t found the time to make an appointment.  They generally intend to 
catch up. 

Most Pacific and some Māori participants believe immunisation is compulsory for children 
aged 0–5 years and that parents/caregivers do not have a choice over whether or not their 
children are immunised.  

„You feel threatened if they‟re not immunised and the school won‟t take them ‟ 
(Māori, Counties Manukau) 

6.2 Exercising informed choice to delay or not immunise   

Some Pākehā and a few Māori participants have not immunised their children by choice 
from weighing up the risks of immunising against the risks of not immunising.  For these 
participants, immunisation behaviour tends to be more consistent, i.e. all children in the 
family are not immunised, the younger children are not immunised or decisions have been 
made to immunise against some diseases only. 
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Where there is a history of immunisation in a family, participants say that they never felt 
comfortable with the older children being immunised, but didn‟t at the time have the 
confidence to „stand up and say no‟ to immunisation. 

„You are recovering in those first few weeks and can‟t think straight. And when I took 
him to get immunised it just didn‟t sit straight, and then I took him again and the 
same feeling happened and I thought this is not going to happen again.‟ 
(Pākehā, Northland)  

In most of these cases, participants have said that the decision not to immunise their 
children was undertaken following significant thought and exploration and their decision 
was not made lightly.  Some have some concern for the decisions they have made, and 
whether they were in the best interests of their children.  In most cases these concerns tend 
to dissipate over time as their children get older and remain free of disease, thus validating 
their reasons for not immunising their children in the first place.  In a few cases, participants 
are on alert for outbreaks in their local areas and have not completely „closed the door‟ to 
immunising their children, if circumstances change.  

„I am worried whether I have done the right thing by him by choosing not to immunise 
him, especially when there is an outbreak.  But I know I would have worried even 
more if I had chosen to immunise him.‟ (Pākehā, Northland) 

Some Pākehā participants who are concerned about starting immunisation at six weeks or 
where there has been disagreement within their couple relationship about immunisation 
have decided to delay decisions around immunisation until their children are older (refer to 
the next section).  In most cases they say they will revisit their decision when their children 
turn two or before they reach school and come into more contact with other children.   

Only a handful of mainly Pākehā participants feel very comfortable with their decisions not 
to immunise.   

6.3 Engaging with the health system 

Because many Māori were not familiar with the necessary information about immunisation, 
they weren‟t equipped with the skills or knowledge to make an informed decision.  Few 
have the confidence to question the merits or otherwise of immunisation and a number 
experienced difficultly and frustration with engaging with health professionals. .   

„You‟re intimidated by their attitude.‟ (Māori, Counties Manukau) 

„I don‟t want to sound like a dumb mother asking as to why she should be 
immunised.‟ (Māori, Counties Manukau) 

In addition, a number of participants identify their failure to immunise is in part attributed to 
the lack of responsiveness of health service delivery. 

„Usually you have more than one child waiting with you to see the doctor and if you‟re 
breastfeeding, it‟s the feeding in public thing, you just get hoha.‟ (Māori, Counties 
Manukau) 
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„If you want to see the doctor and they send you to the nurse, you could lose your 
place in the queue waiting for the doctor again and that is hoha.‟ (Māori, Counties 
Manukau) 

„But when the nurse rolls her eyes at you or they‟re rough, like when they‟re born 
they are gentle enough, but as they get older they get rougher and they just want to 
get you out the door.‟ (Māori, Counties Manukau) 

6.4 Immunisation experience for parents/children 

Some Pākehā and Māori participants find the immunisation experience distressing for both 
themselves and their children.  Participants „hate seeing needles being stuck into their 
children‟ and the pain and distress it causes.  They also worry about possible reactions to 
immunisation (e.g. fever, redness, swelling and irritability) and their confidence to cope.  
These participants often have a patchy history of immunising their children, with periods of 
motivation and determination and periods of complacency and despondency.  A few have 
also given up and would prefer if another trusted adult could take their children for their 
immunisation appointments, or if the immunisations could be undertaken at school.  These 
participants often have little or no family/whānau support. 

„The tears and screaming at the top of their lungs, the hurt look in their eyes that 
says you lied and you wouldn‟t hurt me.  Then you take them for the next injection 
and they play up and refuse to see the doctor.‟ (Māori, Counties Manukau) 

„I think it‟s about being nervous  I‟m holding my baby in position and because my 
eldest was so tiny, I didn‟t cope well.‟ (Māori, Auckland) 
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7. Role of Providers/Others 

The attitude and encouragement of providers, the services they provide and the advice they 
give are key drivers to parent/caregiver behaviour and decisions on child immunisation. 
Family/whānau, and to a lesser extent partners and peers, play important roles in providing 
knowledge and shaping views.      

7.1 Role of providers 

Attitude/encouragement of providers 

Midwives  Plunket Nurses, GPs and Practice Nurses play a critical role in informing 
participants about immunisation. While Plunket Nurses, GPs, Practice Nurses and most 
midwives are considered to be very „pro‟ immunisation, there is mention of some midwives 
being „anti‟ immunisation or having a neutral stance.  In some cases, providers through their 
pro stance are considered to have prevented parents/caregivers from further discussing 
immunisation.  In other cases, participants feel that GPs and Practice Nurses with whom 
they have good relationships are able to maintain their clinical views while respecting their 
clients‟ views.  The latter contributed in a few cases to participants entering into verbal 
contracts with their GPs to revisit immunisation choices in 6 to 12 months when their 
children are older, thus keeping the „door open‟.  

Most Māori participants are not favourably connected with the health system and feel 
frustrated with the services they receive and the negative attitudes towards them by health 
providers.   

„We are made to feel guilty for not immunising our kids.‟ (Māori, Auckland) 

Follow-up and outreach services 

Pacific and Pākehā participants in particular comment on their Practice Nurse follow-up 
reminding them that their children are due for their vaccines.  Some Māori participants also 
spoke positively about having their children‟s immunisations undertaken in their home.   

„Yesterday my son got his immunisation and they came to me. They came to my 
home.  They rang me 5 times. My kids got sick and they won‟t do it if your kids 
are sick. They are all close in age to have their shots done.  You can have a 
coffee. The nurse waits with you for that period.  It‟s more convenient. It makes a 
huge difference.‟  (Māori Capital and Coast) 

However, proactive reminders and follow-up is not always well received, with one Pākehā 
participant being „outraged‟ that she was visited at home by her Practice Nurse to say her 
child‟s vaccines are not up to date.  This participant considered this strategy an invasion of 
her family‟s privacy, has not made a follow-up appointment and is considering switching 
providers. 

Uncertainty when to immunise an unwell child 

Some Māori and Pacific and a few Pākehā participants say that, while they would have 
liked to immunise their children, they were advised from doing so by their GP, Practice 
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Nurse, paediatrician or surgeon, due to their child‟s chronic or acute condition or because 
their child was awaiting or recovering from surgery.  Other participants had made an 
appointment and turned up at their practice to be told it was not a good time to immunise 
their children as they had a cough, cold or other mild illness.  Participants are generally 
unsure when it is considered safe to immunise their children following an illness.  While 
most intend to immunise their children when they are well, few have made appointments to 
immunise their children, due to this uncertainty. 

„I was told by the doctor that they would rather he was breathing than being 
immunised.‟ (Māori, Counties Manukau) 

7.2 Role of others 

Family/whānau 

Family/whānau play an important role in forming and shaping immunisation attitudes, 
beliefs, knowledge and behaviours across all ethnic groups. 

Most participants have been immunised as children and had no adverse reactions or long-
term health issues associated with immunisation.  A few participants who had adverse 
reactions as children and may have been prevented by their parents from having further 
immunisations hold more negative views.  

Most Pākehā mention that they have sought information and/or discussed immunisation 
with members of their immediate families   These discussions have been in the form of 
confided conversations between sisters or sisters-in-law, rather than intergenerational 
discussions.  Pākehā consider that older generations (i.e. parents) are likely to be less open 
and disapprove of any decisions not to immunise their children.  

„I have one sister who immunises and one who doesn‟t and is part of a newsletter 
group.  I spoke to both of them about their views on immunisation before deciding not 
to immunise.‟ (Pākehā, Northland)  

For nearly all Māori, whānau (particularly mothers/“nannies”) have a key role in influencing 
parenting behaviour in relation to the healthcare of their children, including whether or not to 
immunise their children.  In some cases whānau make the appointments for their 
mokopuna and take them for their immunisations. 

„Whatever Mum (grandmother of child) says goes, sort of thing.  You know Mum 
knows best for her moko.‟ (Māori, Northland) 

„My daughter hasn‟t immunised any of her kids.  But I am thinking of doing their 
immunisations since my moko are now in my care.‟ (Māori, Counties Manukau) 

Pacific participants say their families and the wider Pacific community are very positive 
about immunisation, which reinforces to participants that immunisation is a good thing to do 
for their children.  Pacific participants also mention that family members also help with 
transporting them to and from immunisation appointments. 
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Partners 

Around half of all Pākehā and Māori women who were interviewed are sole parents or had 
„on and off again‟ relationships with their children‟s fathers.  Pacific women however tend to 
have fairly stable partner relationships. 

Men appear to play a lesser role in forming their partners‟ attitudes and beliefs about 
immunisation and decisions on immunisation than wider family/whānau.  They do however 
play a role in endorsing or delaying decisions and facilitating access to immunisation.   

Pākehā women with partners say they generally try to discuss and involve their partners as 
much as possible in decisions around immunisation.  They comment that most often their 
partners say „you feel more strongly about this than I do, so you can decide‟.  However, in 
other cases discussions and decisions on immunisation have caused conflict within a 
partner relationship if the partner is more „pro‟ immunisation than ambivalent.  In these 
cases couples may put off or delay decisions around immunisation until the children are 
older.  

„Once she turns two, I feel her body will be able to handle the jabs, if her father feels 
strongly about doing it.  When she was young this caused real tension.‟ 
(Pākehā, Northland) 

Māori and Pacific women also tend to play a greater role in making the appointments, being 
with their children during the immunisations and nursing them after the immunisations.  
Their partners play more of a support role, by driving them to appointments and sitting in 
the waiting room or in the car. 

Peers 

For most, peers play a minimal role in forming attitudes and beliefs on immunisation and 
decision-making. 

While Pākehā participants tend to socialise with other mothers through „coffee mornings‟ 
and „play groups‟, most don‟t feel comfortable talking about immunisation, due to the stigma 
associated with non-immunisation.  Māori and Pacific participants on the other hand have 
low participation in these informal peer networks.  

„I tried a coffee group once at McDonalds once… I didn‟t go again.‟ (Māori, Auckland) 

A few Pākehā participants who hold more negative views about immunisation gain 
knowledge and support from other parents/caregivers who don‟t immunise through support 
groups and chat rooms.  They may also consider themselves confidants to other 
parents/caregivers wishing to explore non-immunisation for their children.  

Alternative and complementary providers 

Some Pākehā participants use naturopaths, homeopaths, osteopaths, chiropractors or 
natural healers.  A few are also studying towards qualifications in these approaches.  
Participants say that these providers had a large influence in their decisions not to 
immunise.  A few participants also mention being advised on how to build up their children‟s 
immunity through more natural means (e.g. by taking probiotics or natural immunity drops). 
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8. Environmental Factors 

Environmental factors (i.e. location, availability and cost of accessing immunisation 
services, experience with different schedules and the media) appear to be less of a factor in 
immunisation behaviour and decisions. There is still stigma associated with non-
immunisation, which drives positive compliance.  

8.1 Stigma associated with non-immunisation  

Immunisation is an emotive topic and most participants do not feel comfortable discussing 
or disclosing information about their children‟s immunisation status.  Pākehā believe that 
most health providers and parents/caregivers consider their motives and actions selfish and 
Māori believe that health providers perceive them to be „bad mothers‟ for not immunising 
their children.   

Some participants also consider their children may be discriminated against for not being 
immunised: 
 Pākehā participants fear  if their child‟s immunisation status is known, other parents 

and caregivers may not welcome their child into play groups or educational settings, 
for fear that their child may harbour diseases.  

 Māori and Pacific participants believe that their child will be prevented from enrolling 
in early childhood education and school. 

There is however a general feeling amongst a few Pākehā participants that deciding not to 
immunise is becoming more acceptable, as more parents and caregivers feel confident and 
skilled to make decisions around immunisation. 

8.2 Availability and cost of immunisation 

The cost of petrol and bus fares and availability of transport to get to immunisation 
appointments have been identified by a few Māori participants as a barrier to immunising 
their children.  Sometimes these factors make them late or miss their children‟s 
appointments, and this often means health providers treat parents and caregivers unkindly 
or make them feel bad. 

„The kids are sick, petrol costs, nurses “rolling their eyes”, no transport, long waiting 
times.‟ (Māori, Counties Manukau) 

A few Māori participants mention that their perception of free immunisation means that the 
service is somehow substandard or poor.  

The cost of going to a GP or Practice Nurse for low-income Pākehā living in low deprivation 
areas may have contributed to a few Pākehā participants not getting their children 
immunised.  However, these participants have low confidence and little family or partner 
support, which are likely to be greater barriers to access. 
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Some Pacific participants mention that it is often hard getting to their GP or Practice Nurse 
for their children‟s immunisation appointments when both parents are working and where 
there is no other family member available to take children for their appointments.   

8.3 Experience of different schedules 

A few Pākehā and Pacific participants have experience with immunising older children in 
other countries (United Kingdom, Australia and Samoa), and found it difficult adjusting to 
New Zealand‟s schedule.  These participants comment that providers often assume that 
parents/caregivers who have immunised in different countries have experience in 
immunisation and don‟t need the same service as new parents coming to grips with 
immunisation decisions for the first time. 

8.4 The media 

There is mention amongst Pākehā of the media helping shape their decisions.  Some 
mention viewing a „60 minutes‟ episode linking the MMR vaccine with autism.  Viewing this 
episode tended to strengthen or confirm already held attitudes on the risks of immunisation. 
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9. Message and Concept Testing 

A number of ideas for facilitating access to uptake of immunisation services were presented 
and „tested‟ amongst participants12.  Messages and concepts that speak directly to 
parents/caregivers and family/whānau have greater relevance than those that speak at a 
societal level.  Of the messages and concepts tested, financial incentives and immunisation 
in the home and before discharge from hospital appear more likely to encourage 
immunisation uptake amongst parents/caregivers who do not fully immunise their children. 

9.1 Messages and concepts presented  

1. Financial incentives for child immunisation 

Concept: In Australia parents receive a financial payment if their child is fully immunised.  
Parents receive a payment of A$123 if their child is fully immunised at two years and 
another A$123 if their child is fully immunised at five years.  Conscientious objectors who 
make a formal declaration declining immunisation and those with medical reasons for not 
immunising also receive payments.  Another option is to link immunisation uptake to free 
childcare. 

Reaction to concept: 
 Key message – parents/caregivers get paid for each child immunised    
 Relevance – mainly speaks to Pacific and Māori parents/caregivers on benefits or 

low income, also speaks to Pākehā sitting on the fence 
 Tone – fair, as it incentivises all parents and caregivers, regardless of whether they 

immunise or choose not to immunise or where there is an underlying health issue 
preventing immunisation.  Strong reaction amongst some Māori that this amounted to 
bribery or coercian.   

 Persuasion – likely to encourage uptake amongst parents/caregivers who are 
undecided to unmotivated.  Some concern that parents would respond out of 
financial circumstance but would be no better informed as a result of this 
intervention.  Responses suggest that cash incentives are more likely to drive uptake 
than free childcare option, as incentive more immediate.  For Pacific participants, 
children tend to be looked after at home or by other family members  

„I think a lot more people would be willing to immunise their child… When the 
Government is giving away money who wouldn‟t take it?  I know I would!‟ 
(Pacific,Capital and Coast) 

„In a way it forces you to make a decision and to take responsibility, rather than 
sitting on the fence.‟ (Pākehā, Capital and Coast) 

                                                
12 Refer Appendix 5. 
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2. Immunise your child at home 

Concept: Some parents/caregivers find it challenging getting to their doctor or nurse to 
immunise their children, prefer not to visit their local clinic or don‟t have a local doctor.  One 
idea to help these parents/caregivers exercise their choice to immunise their 0–5 year olds 
is for a nurse to visit the family home to do the immunisation.  There would be no charge 
for this service. 

Reaction to concept: 
 Key message – children can be immunised in a supportive home environment.     
 Relevance – speaks mainly to Māori parents/caregivers who are not opposed to 

immunisation, but don‟t feel comfortable visiting their GP or face transport barriers.  
Offers an opportunity for manaaki („to have a cup of tea and get to know the nurses‟). 
Some “hard to reach” participants have experienced this approach and consider it to 
be a positive and empowering intervention. 

  While Pākehā and Pacific participants comment that it could mean the child is more 
settled as they are in a comfortable environment, some Pacific participants are 
concerned about having a stranger in their home for a reasonably long time and not 
being in a clinical environment, in the event of adverse reactions. 

 Tone – supportive and empowering for parents/caregivers.  
 Persuasion – likely to enhance uptake. 

„I‟ve had them come to my own home. Because I put it off too long. Two nurses 
came. I think it was to distract me while the other was doing my baby. I asked this 
woman how old she was.  She looked pretty old, 25 years experience she had. This 
one was very thorough. They had to ring me.‟ (Māori, Capital and Coast) 

 

3. Child immunisations are safer 

Concept: Vaccines are much safer than they were in the past   Vaccines undergo stringent 
clinical trials before 0–5 year olds are vaccinated.  Where possible, vaccines are combined 
into a single injection.  The immune system is designed to be able to deal with a very large 
number of different antigens.  Early vaccines contained up to 3000 antigens – today‟s 
vaccines contain just a handful.  All children come into contact with many viruses, bacteria 
and other agents which the immune system responds to every day.  There is no proven 
link between certain vaccinations and serious disease and illness (e.g. autism)  

Reaction to concept: 
 Understanding – vaccines are safer than in the past; vaccines undergo stringent 

clinical trials; children are able to deal with antigens.    
 Relevance – speaks to parents/caregivers who are concerned about the ability of a 

child‟s body to deal with antigens, doesn‟t speak to parents/caregivers who are 
worried about adverse reactions or long-term effects of vaccines.   

 Tone – factual and informative.  
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 Persuasion – likely to reassure some parents/caregivers with some concerns about 
vaccines. 

„Liked it, gives parents peace of mind regarding what their children were getting.‟ 
(Pākehā, Capital and Coast) 

4. Immunise your child before leaving hospital 

Concept: Some 0–5 year olds experience poor health (e.g. asthma, respiratory illness, 
allergies or other illnesses).  Often their doctors, paediatricians and/or surgeons suggest to 
their parents/caregivers to postpone immunisation while the child is unwell.  For some 
parents/caregivers this is confusing, as they are unsure when it is OK to start or continue 
immunisations.  Some DHBs are actively encouraging immunisation by offering 
immunisation before children leave hospital.  These DHBs believe if an infant or young 
child is well enough to be discharged from hospital they should be well enough to be 
immunised. 

Reaction to concep : 
 Key message – hospitals are a safe and convenient place to vaccinate children 

(rather than „children when discharged are well enough to be vaccinated‟).    
 Relevance – speaks mainly to parents/caregivers who have children who have acute 

or chronic conditions and spent time in hospitals.  Has particularly strong resonance 
amongst Pacific participants.  

 Tone – relatively neutral.  
 Persuasion – mixed, as may tip some parents/caregivers to immunise as they 

believe environment is safer to deal with any adverse reactions, while others may 
defer until children are well or just want to get home as quickly as possible. 

„I‟d still wait.  Your child has already been through a lot.‟ (Māori, Capital and Coast) 

„I‟m kind of like well if anything goes wrong, you are in the right place.‟  
(Māori, Capital and Coast) 

 

5. ‘Super-nan’ on hand to support 

Concept: Having experienced non-clinical people (super-nans) on hand to support 
parents/caregivers when they immunise their children.  Super-nans could answer non-
clinical questions, be with the parent/caregiver and child when the child is immunised, and 
help take care of other children.  Super-nans may be parents or grandparents themselves, 
but importantly will have a lot of parenting experience. 

Reaction to concept: 
 Key message – parents/caregivers don‟t have to immunise children on their own.   
 Relevance – speaks to parents/caregivers who are open to immunisation and are 

sole parents, and/or with limited family/whānau support, and/or who find the 
immunisation process distressing.  Super-nans would need to be mature in outlook, 
sensitive and supportive.     
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 Tone – friendly, warm and supportive.  
 Persuasion – may not go far enough for some parents/caregivers who do not want to 

be present when the child is vaccinated. 

„I think the parents need more support than the children.  It would depend on their 
personality and their character.  It wouldn‟t work if they were not very sensitive to 
mothers and babies.‟ (Māori, Capital and Coast) 

„An older supportive person who could help me out would be great.  Sometimes 
parents put their fear onto the kids.  It would be great if someone could go in with the 
kids.‟ (Pākehā, Capital and Coast) 

 

6. It’s never too late to immunise your child 

Concept: Some parents/caregivers decide not to immunise their infants, or prefer to wait 
until their children are older or soon starting school before immunising.  The decision to 
delay could be for a variety of reasons.  Vaccine-preventable diseases are serious 
diseases and occur in New Zealand every day. It is never too late to vaccinate children to 
protect them from disease  

Reaction to concept: 
 Key message – better late than never.    
 Relevance – speaks mainly to parents/caregivers who have delayed decisions 

around immunisation or haven‟t got around to it, and to Pacific and Māori participants 
who had low awareness that it is possible to catch up with vaccines. 

 Tone – empowering; gives parents/caregivers ownership for decisions.  
 Persuasion – low, as doesn‟t say act now. 

„It‟s a good message and allows for parents to change their minds.  It shows they 
understand, although it does let us off the hook as well.‟ (Pākehā, Capital and Coast) 

 

7. Other outreach services 

Concept: Some parents/caregivers find it difficult making an appointment with their GP or 
Practice Nurse to immunise their children during the day, as they are working or don‟t have 
transport.  One idea is to have after-hours immunisation walk-in clinics at local health 
centres in evenings or weekends.  Another idea is to have nurses available in local 
shopping malls or at sports or community events to provide immunisations.  Appointments 
wouldn‟t be necessary. 

Reaction to concept: 
 Key message – immunisation is quick, convenient and hassle-free.  Some concern 

that nurses will not know child‟s medical history, and for Pacific participants over the 
non-clinical setting (e.g. clean, sterile)    
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 Relevance – would speak mainly to working parents who can‟t make GP 
appointments during working hours (most participants are stay-at-home mums and 
therefore it doesn‟t speak to them).   

 Tone – mainly neutral.  
 Persuasion – low, may appeal to opportunistic working parents/caregivers.  Pacific 

participants in particular would find it embarrassing if children cry and it could ruin the 
family day out.  However, Pacific participants did consider shopping malls and 
community events to be an ideal place to learn about immunisation (pamphlets and 
booths). 

„I think it‟s a good idea for working mothers, if they can‟t get down to the doctor 
during the day… It wouldn‟t convince me to immunise.‟ (Māori, Capital and Coast) 

 

8. Children are at-risk of preventable disease 

Concept: Vaccine-preventable diseases are serious diseases, particularly in infants.  
Vaccine-preventable diseases occur in New Zealand every day, regardless of ethnicity, 
income or family background. Good diet, breastfeeding and hygiene, while good for 0–5 
year olds, are insufficient to fully protect them against diseases.  It is better to immunise 
than not to immunise so you can rest knowing your children are protected. 

Reaction to concept: 
 Key message – children not vaccinated catch diseases regardless of protective 

actions (but highly disputed).    
 Relevance – speaks to past communi ies, not today‟s parents/caregivers. 
 Tone – paternalistic, scaremongering.  
 Persuasion – low. 

„Where is the proof and the stats that diet and breastfeeding is insufficient?… Highly 
emotive.‟ (Pākehā, Capital and Coast) 

„Very 50s statements appealing to a community level, not a 21st century statement 
which is all about individualism.‟ (Pākehā, Capital and Coast)  

 

9. Immunisation is a positive choice 

Concept: Deciding to immunise your child aged 0–5 years is a positive thing to do   Like 
breastfeeding, good diet, warm houses and good hygiene, immunisation is good for infants 
and children. 

Reaction to concept: 
 Key message – immunisation is a good thing to do (but lacks rationale and 

considered unrealistic for many Māori who can‟t afford warm homes, etc).  The 
message is confusing and generally not understood.    
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 Relevance – speaks more to parents/caregivers who breastfeed, have warm homes 
and feed their children good diets. 

 Tone – mainly neutral.  
 Persuasion – low. 

„Immunisation is not always positive.  In my opinion they are dressing it up by putting 
it up there with breastfeeding and warm houses.‟ (Māori, Capital and Coast) 

„Seems a really good idea, and a good way to fully protect children… I would still like 
more information and statistics.‟ (Pacific, Capital and Coast) 

 

10. He d immunity protects everyone 

Concept: Immunisation is one of the most cost-effective of all interventions.  Immunisation 
not only protects 0–5 year olds but benefits the whole community through „herd immunity‟.  
When a high proportion of the population is immunised, the herd immunity situation comes 
into effect but immunisation programmes must sustain rates of between 85% and 95% if 
epidemics are to be prevented.  Currently immunisation rates are low in a lot of areas 
around New Zealand so there is no herd immunity.  

Reaction to concept: 
 Understanding – informs parents/caregivers that immunisation rates are low in a lot 

of areas around New Zealand, and therefore children may not be as well protected 
as they think. No prior awareness of „herd immunity‟.  

 Relevance – speaks to communities about social responsibility and has little 
relevance at the family/whānau level. 

 Tone – seen as scaremongering; cost-effective angle is jarring.  
 Persuasion – low. 

„With knowledge that herd immunity may be low makes the chance of your child 
catching a disease more likely.  Being cost effective is not my concern.‟  
(Pākehā, Capital and Coast) 

9.2 Ideas raised by participants 

The following ideas have been raised by participants as ways to enhance immunisation 
uptake amongst parents/caregivers: 
 One of the Māori focus groups in Counties Manukau mentioned having a supportive 

face-to-face forum with parents/caregivers to share and discuss immunisation and 
other parenting health issues. 

 The Pacific focus group in Capital and Coast suggested being able to collect stamps 
each time they get their child immunised, and when they reach a certain level, being 
able to redeem a gift in exchange for stamps (e.g. a voucher for a meal at a Denny‟s 
restaurant). 
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 A few Pākehā participants suggest having other people take their children for 
vaccinations or having the vaccines performed at school, so they don‟t have to 
experience the pain and distress.  

 A few Pākehā participants mention being able to request that vaccines combined in a 
single injection are split at no charge to them.  

„This discussion is good, this small group of mothers, if the information could be 
given to me in this kind of forum.‟ (Māori, Counties Manukau) 
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10. Typologies 

When all factors are analysed holistically and in combination, for each individual parent 
and caregiver, five typologies are evident. These typologies are useful for categorising 
parents and caregivers who do not fully immunise their children according to a set of 
criteria and characteristics. All participants fall into one main typology. The matrix below 
provides a summary of the differences between the typolog ies, along two key dimensions: 

1. parent/caregiver"s opemess to immunisation 

2 the nature of the parent/caregiver"s en"1ronment - i.e. whether they have an 
enabling environment or a disabling environment. 

Figure 1: Typology matrix 
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The following discusses each of these typologies. 
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10.1 „Rejecters‟ 
Summary of typology 
Parents/caregivers choose not to immunise their children aged 0–5 years against all or most 
diseases.  They consider themselves well informed about immunisation, are confident with 
their decisions and are unlikely to change their minds.  Pākehā mostly align with this 
typology.  The two Māori who shared similar views and experiences have high levels of 
eduation and literacy.   

„I chose not to immunise any of my kids.  There are too many in the one syringe, a lot 
goes in the blood stream and it all adds up.  It is not how we naturally come across 
bugs in the environment.  Adults can cope with this assault on their immune system 
while babies‟ brains and bodies are still developing.‟ (Pākehā, Auckland) 

 

Demographics of 
parents/caregivers 

Characteristics Mechanism for change 

 
 Aged 20–40 years 
 Mainly Pākehā 

and very small 
number of Māori 

 Low–high income 

 

Attitudes & beliefs: 
 Vaccines are toxic, contain 

lead/mercury 
 Too many vaccines in the 

schedule and in the one syringe 
 Negative impact on child‟s immune 

system and organs  
 Insufficient research confirming 

vaccines are safe  
 MMR link with autism 
 Distrust motives of pharmaceutical 

companies 
 DHBs/GPs motivated by targets 

Knowledge & understanding: 
 Views formed before/during 

pregnancy 
 Consider themselves well informed 
 Closed to different viewpoints 
 High Internet users (chat rooms) 

Skills & confidence: 
 Made an informed decision 
 Opted off register 

Role of others: 
 Discuss immunisation with: 

- other parents/caregivers who 
choose not to immunise their 
children 

- providers of alternative or 
complementary health 

Environmental factors: 
 None evident 

Opportunities for 
engagement: 
 Starting early childhood 

education/school 
 Family going overseas 
 Disease outbreaks 
 Child receives injury 

Potential messages: 
 Children not immunised 

are at risk 
 Vaccines are well 

researched and safer  
S stems: 
 Provider keeps door open 

Incentives: 
 None 
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10.2 „Nurturers‟ 

Summary of typology 
This typology of parents/caregivers (who are mainly Pākehā) supports immunisation, but due 
to where they live and the way they parent believe their children are at low risk of disease.  
They gain comfort knowing that the wider population is immunised.  They also adopt a range 
of protective factors. Mechanisms for change would include messages that convey the risk of 
not immunising.     

„I believe in the intelligence of immunisation but don‟t think we fit into the criteria.  If we 
went to a third world country or were dropped into South Auckland, I would feel very 
nervous about not immunising.  We will look at immunisation when he goes to school… 
My kids don‟t eat processed or packet foods – we don‟t eat „butter chicken tonight‟.  
When the kids are sick we go to the doctors and don‟t let things drag.  We do it to make 
up for the fact we haven‟t immunised.‟ (Pākehā, Northland) 

 

Demographics of 
parents/caregivers 

Characteristics Mechanisms for change 

 
 Aged 30–40 

years 
 Mainly Pākehā 
 Stable partner 

relationships 
 Stay-at-home 

mums/partner 
working 

 Low–middle 
income 

 

Attitudes & beliefs: 
 Support immunisation and gain 

comfo t that wider population is 
immunised (but personally closed) 

 Children are not at risk as live in 
low/moderate deprivation areas 

 Engage protective factors: 
breastfeeding, proactive about GP 
visits, low contact with other 
children, good diet, warm/clean 
homes to further minimise risk 

Knowledge & understanding: 
 Start thinking about immunisation 

during pregnancy 
 Consider themselves reasonably 

well informed 
 Open to different viewpoints 
 High Internet users  

Skills & confidence: 
 Made an informed choice not to fully 

immunise, or to delay 
 Worry whether done the right thing 

Role of others: 
 Seek advice from family/whānau 
 Seek advice from „Rejecters‟ 
 Partner may not support decision  

Environmental factors: 
 None evident 

Opportunities for 
engagement: 
 Starting early childhood 

education/school 
 Family going overseas 
 Disease outbreaks 
 Child receives injury 

Potential messages: 
 Children not immunised 

are at risk 
 Vaccines are well 

researched and safer  
Systems: 

 Provider keeps door open 
Incentives: 
 Financial (but may be 

viewed as a bribe) 
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10.3 „Fearfuls‟ 

Summary of typology 
This typology is made up of parents/caregivers who find the immunisation experience 
emotionally distressing.  The experience of a number of Pākehā and Māori align with this 
typology. 

„She is just too little, and it puts so much stress on a child.  I just want to be able to hold 
and protect her when they are jabbing her with everything.  At six weeks they are so 
tiny and vulnerable.  I would never forgive myself if something happened to her after 
she was vaccinated. (Pākehā, Auckland) 

 

Demographics of 
parents/caregivers 

Characteristics Mechanism for change 

 
 Aged 20–40 years 
 Mainly Pākehā and Māori 
 Low income/beneficiaries 
 Mainly sole parents 

Attitudes & beliefs: 
 Babies are too fragile to 

be immunised 
 Don‟t like „sticking 

needles‟ into little babies 
 Don‟t like babies/children 

crying and screaming 
 Worry over side-effects 

(fever, rash) and parents‟ 
ability to cope 

Knowledge & understanding: 
 Started thinking about 

immunisation after baby 
born 

 Low knowledge & 
understanding 

 Low use of information 
sources 

Skills & confidence: 
 Start thinking about 

immunisation when baby 
born 

 „Bury head in sand‟ 
 „Patchy‟ immunisation 

patterns 
 Behind in schedule 

Role of others: 
 Low/no advice or support  

from family/whānau or 
partners 

 Environmental factors: 
 None evident 

Opportunities for 
engagement: 
 Discharge from hospital 
 Post natal 
 GP visits 
 Starting early childhood 

education/school 
Potential messages: 
 Immunisation protects 

children from disease 
 Better late than never 

Systems: 
 Provider deals with mother 

and child 
 Support person welcome 
 Alternative vaccines 

available (e.g. oral) 
 Catch-up immunisation in 

school 
Incentives: 
 Financial 

 

Released under the Official Information Act 1982



 
 

3 3  
 

10.4 „Unwell‟ 

Summary of typology 
This typology is made up of parents/caregivers (mainly Māori and Pacific) with children who 
have chronic or acute underlying health conditions, or are frequently unwell.   They are open 
to immunisation, but are unsure when it is safe to immunise their children, as they don‟t want 
to compromise their children‟s health further. Mechanisms for change include immunisation 
before being discharged from hospital and reassurance about side-effects.  

„She ended up in hospital and they said wait and she has been off and on since then 
so I haven‟t done it.  The doctors, nurses and paediatrician said not to immunise until 
after the surgery (for cleft palate).  I got first daughter done because she was 
normal.‟ (Māori, Counties Manukau) 

 

Demographics of 
parents/caregivers 

Characteristics Mechanism for change 

 
 Aged 20–40 years 
 Mainly Māori and Pacific 
 Low/moderate household 

income 

 

Attitudes & beliefs: 
 Open to immunisation 
 Vaccines may make 

unwell child‟s health 
worse  

 Vaccines cause adverse 
reactions (including 
serious injury/death) 

Knowledge & understanding: 
 Low/some knowledge & 

understanding of 
immunisation 

Skills & confidence: 
 Low/some skills & 

confidence in decision 
making 

Role of others: 
 Support from partners/ 

family/whānau 

 Environmental factors: 
 Providers advise to delay 

Opportunities for 
engagement: 
 Discharge from hospital 
 Post natal 
 GP visits 
 Starting early childhood 

education/school 
Potential messages: 
 If a child is well enough to 

leave hospital they are well 
enough to be immunised 

 Hospitals are safe and 
convenient places to 
vaccinate 

 Immunisations are 
safe/have few side-effects 

 Immunisation protects 
children from disease 

Systems: 
 Immunisation before 

discharge from hospital 
 Continuum of ca e 
 Proactive provider follow-

up 
Incentives: 
 Financial 
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10.5 „Vulnerables‟ 

Summary of typology 
This typology encapsulates mainly the Māori parents/caregivers who are not opposed to 
immunisation, but lack the required skills and confidence to engage in immunisation services, 
and face significant environmental barriers to access.  They also receive low support from 
family/whānau and partners. Mechanisms for change include promoting messages about the 
effectiveness and safety of immunisation, outreach services and financial incentives. 

It is transport.  I say yeah I‟m going to walk (1.5kms) and then it rains.  I am always  
2–4 weeks late.  The nurse doesn‟t help and say “why are you late” and I say “why 
don‟t you pick me up?” Stereotypes of Māori are really negative and so I say “see you 
later, I m out of here”.‟ (Māori, Counties Manukau) 

 

Demographics of 
parents/caregivers 

Characteristics Mechanism for change 

 
 Aged 20–30 years 
 Mainly Māori 
 Low household 

income/ 
beneficiaries 

 Large families 
(4+ children) 

Attitudes & beliefs: 
 Not closed to immunisation 
 Vaccines don‟t work 
 Vaccines are unsafe 

Knowledge & understanding: 
 Started thinking about 

immunisation when baby born 
 Low knowledge & understanding 

of immunisation 
Skills & confidence: 
 Consider immunisation 

compulsory or lack skills & 
confidence to make informed 
choice 

 Compliant (do as told)/ vaccinate 
so people don‟t think they are 
„bad mothers‟ 

 Made attempts to immunise 
(missed appointments) 

 Behind in schedule 
Role of others: 
 Some support from 

family/whānau 
Environmental factors: 
 Disengaged from health system 

(frustrated with services, negative 
attitudes of providers) 

 Availability and cost of 
transport/visits 

Opportunities for 
engagement: 
 Post natal 
 GP visits 
 Starting early childhood 

education/school 
Potential messages: 
 Vaccines do work 
 Immunisations are 

safe/have few side-effects 
 Immunisation protects 

children from disease 
Systems: 
 Outreach services, 

e.g. Whānau Ora 
 Responsive health 

services 
 Active recruitment/ 

follow-up 
Incentives: 
 Financial 
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11. Conclusions 

The immunisation audience research has confirmed that in most cases, parents/caregivers 
who do not fully immunise their children have not actively opted not to immunise.  Rather, for 
a variety of circumstances or reasons they have not fully immunised their child. 
Of the five typologies of parents/caregivers who have not fully immunised their child, 
providing services to the „Unwell‟ typology (who tend to be Māori and Pacific) may present an 
opportunity for achieving better immunisation outcomes in relation to the resources that 
would need to be invested.  This group is already „open‟ to immunisation and they are 
reasonably frequent users of the health system. 
Strategies currently being implemented by DHBs, such as immunising children before leaving 
hospital, are positive initiatives, and resonated with research participants. Related strategies 
could include providing immunisation during out-patient services.  
The „Vulnerable‟ typology is not closed to immunisation and has often made unsuccessful 
attempts to immunise   Innovative services that target the concerns/issues faced by this 
group are likely to result in increased immunisation rates, e.g. outreach services in people‟s 
homes.  
Financial incentives are likely to encourage immunisation uptake from parents/caregivers 
across all ethnic groups who are unmotivated or undecided.  However, this is a significant 
policy shift and requires more thorough investigation than was in the terms of reference for 
this research. 
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Appendices 

1. INFORMATION SHEET 

Thank you for agreeing to take part in this project. This research will help the Ministry of Health 
develop information about keeping our children healthy. 

What is the purpose of the project? 
The purpose of the research is to find out what people think and understand about child health. 

What will I be asked to do? 
If you agree to participate in the research, you will be asked to take part in an interview lasting up to 
two and a half hours. This may be either as a group or individual interview. 

What types of questions will you ask me? 
We will be asking you questions about: 
 Your understanding about child health  
 Your opinions about how to keep children healthy. 
You do not have to answer any questions that you feel uncomfortable with. 

Why have I been asked to take part? 
We are interviewing a range of parents and caregivers of children under the age of 6. 

What are the potential benefits of participation for me? 
Your involvement with this research will help the Ministry of Health develop information about 
keeping our children healthy. You will be given koha as a thank you for your time and contribution. 

How will the researchers ensure that my pe sonal information is kept confidential? 
To assist with analysing what comes out of the research, the interview will be audio recorded and 
some notes will be taken. Your name and address and any other identifying information will not 
appear in any report. 
The data collected will be securely stored in a way that only the researchers will be able to gain 
access to it. At the end of the project any personal information w ll be destroyed, except any raw 
data on which the results of the project depend. This data may be retained in secure storage for 
three years, after which it will be destroyed. 

Can I change my mind and withdraw from the project? 
You may withdraw from participation in the interview at any time. You can also withdraw your 
information from the project at any time up until the analysis begins. Please note that you do not 
need to give a reason to withdraw and there will be no disadvantage to you of any kind. 

Who will be doing the research? 
The research is being conducted by Litmus, a research and evaluation company 
(www.litmus.co.nz), which has been contracted by the Ministry of Health for this project.  

What if I have any questions? 
If you have any questions about this project, please contact: 
Sally Duckworth, Litmus 
(04) 473-3883, sally@litmus.co.nz  
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2. CONSENT FORM 
 

I (insert name) ……………………………………………………………………… 
of (insert address) ……………..……………………………………………..agree to take part in the 
above research, as outlined in the information provided to me by Litmus.  
I understand that: 

 I do not have to take part in the research 

 I can withdraw from the research at any time up until reporting 

 If I withdraw, I can ask for any information collected from me to be returned or destroyed 

 Research notes or reports written by Litmus will not identify me 

 Information collected by Litmus during the research will be held securely at Litmus‟ office 

 This signed agreement will be held securely at Litmus‟ office. 
I have read this consent form, and have been given the opportunity to ask questions.  I give my 
consent to participate in this research. 
 
Participant‟s signature:  __________________________  
Date:  _________________ 
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3. DISCUSSION GUIDE: PHASE ONE 

This interview guide is indicative of the relevant subject matter to be covered. It is designed to allow 
freedom of any additional relevant topics, which may arise during the focus groups. Note: Times are 
indicative only to illustrate emphasis through group. 

Introductions (10 minutes) 
 Thanks for coming, up to 2.5 hours 
 Purpose: Exploring child health and wellbeing for under 6‟s 
 Toilets, fire exits, food, etc 
 Confidentiality/informed consent 
 Group work and individual exercises, no wrong answers 
 Ground rules – give it ago, respect each other, everyone contributes 
 Introductions. 

Immunisation in the context of child health and wellbeing – stickies (30 minutes) 

Let‟s come up with a list of things that are important to keep our children under 6 years of age 
healthy and well.  When you come up with an idea, write it on a stickie and stick it on the wall.  One 
idea per stickie.  No wrong answers. 

Now, let‟s sort the stickies into those that are most important to keeping our under 6‟s healthy and 
well to those that are least important. 
 (If immunisation mentioned) why did we put immunisation there?  What makes it more or less 

important than x,y,z? 
 (If immunisation not mentioned).  Is immunisation important to keep our under 6‟s healthy and 

well?  Why? Why not? Where would we place it?  Why did we place it there? 

Reaction to immunisation – bubble exercise (15 minutes) 

Imagine we are talking to a friend or family member about immunising our children at six weeks.  In 
the bubbles jot down what we are saying, what we are thinking and what we are feeling?  

Let‟s do the same thing again, but let‟s imagine we are talking to a friend or family member about 
immunising our children at four years old.  Again in the bubbles jot down what we are saying, what 
we are thinking and what we are feeling. 
Probe: 
 Thoughts, feelings and emotions for each child‟s range and key differences 

Immunisation imagery – collage (20 minutes) 

Working together let‟s make a collage about immunisation for under 6‟s.  Using these magazines rip 
out pictures, words, images, anything that reminds us of immunisation.  Once we have got an image 
stick it up.   
 Looking at the collage, what does it say about immunisation for under 6‟s? What else?  
 Probe positive imagery 
 Probe negative imagery 

Immunisation journey – personal stories (60 minutes) 

We are now going to each tell our story about immunisation for children under 6.  Before we tell our 
stories, please jot down some thoughts to the following four questions on this sheet of paper (hand 
out form A): 

Once participants complete form then invite each participant to share their story 
Knowledge, understanding, information channels 
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 What do we know about immunisation for under 6‟s? 
 When is it recommended that we immunise our under 6‟s? 
 What diseases and illnesses are we immunising them against? 
 How do we know this information?  Where did we learn it from – family/whanau, GP, Plunket, 

hospital, others? 
 What information would have been useful to have? 
 When did we first know about immunisation for under 6‟s? 
Motivations, barriers and behaviour 
 What are the reasons for immunising under 6‟s? 
 What worries or concerns do we/did we have about immunising under 6‟s?  
 What makes it/made it difficult, challenging or got in the way of immunising under 6‟s (explore 

knowledge, cost, transport, GP relationship, etc)? 
 Have we immunised any of our children under 6?  Why? Why not? 
 Did we start immunising and not complete the immunisation cycle? Why? Why not? 
Experiences of those who have partially immunised, or immunised other children 
 What has been our experience of immunisation? 
 What was good about it? Why? 
 What was poor about it? Why?   
 What could have been improved? 
 Has our experience made us think differently about immunising our children?  How? 

Future communications - Campaign team (15 minutes) 

Imagine that it is our job to encourage as many parents and caregivers of children under 6 as 
possible to fully immunise their children (i.e. start and complete the immunisation cycle).  What 
would we say to parents and caregivers?  How would we say it? 
Probe: 
 Target audience 
 Main message and other messages 
 Tone 

Acknowledge contribution, koha and close  
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4. DISCUSSION GUIDE: PHASE TWO 

This discussion guide is indicative of the relevant subject matter to be covered. It is designed to allow 
freedom of any additional relevant topics that may arise during the discussion.  

1.  Introductions and warm up (10 minutes) 

Objective: To explain process of focus group, participant introductions, build participant rapport  
 

 Thanks for coming, group to last approximately 2 hours. 
 Confidentiality/informed consent, audio-recording, observers. 
 Explain why we are here: 

o All have children, or care for children, aged between 0-5 years. 
o Research is being undertaken for a government organisation to gain parents/caregivers‟ 

feedback on messages, ideas, and services to encourage or help parents/caregivers in their 
decisions to immunise their children aged 0-5 years. 

 Explain process  group work and individual exercises, no wrong answers. 
 Ground rules - give it a go, respect each other, everyone contributes. 
 Toilets, fire exits, food, etc. 
 Participant to introduce themselves (e.g. first name, age, where they live, who they live with, 

age/gender of children aged 0-5). (Moderator to model introduction themselves) 
 Icebreakers (Moderator to use as appropriate, as time permits, and lead with own example) 

o What would you be doing today/this evening if you weren‟t here right now? 
o If you could invite a famous person home to dinner, who would you invite, and why?  
o Describe the last time you aughed out loud. What made you laugh?  

 

2. Immunisation decision making (30 minutes) 

Objective: To understand the context for parents/caregivers not immunising their children aged 0-5 
years to determine which typology participants fall into for concept testing.  

Note: this information was explored in Phase 1 in-depth – so light touch only 
 
Before we begin to look at some ideas for encouraging or helping parents/caregivers with their 
decisions around immunisation, it would be good to first get a sense of which of our children aged 0-
5 years, if any, are immunised and what were our decisions (if any) for not immunising our children.   
Probe: 

 Key barriers and any enablers 
 Whether some or all children are not immunised 
 Whether children are fully non immunised or partially immunised 
 Key influencers. 

 
3. Concept testing (1 hour) 

Objective: To test messages, ideas and services to enhance immunisation for 0-5 year olds  
 
For Pākehā test in-depth concepts  A, B, C, D, E and light test remaining concepts 
For Māori test in-depth concepts E, F, G, H, I, J, K, L and light test remaining concepts 
For Pacific test in-depth concepts D, E, F, G, I, J, K, L and light test remaining concepts 
(Moderator to note need for flexibility in concepts to be tested, based on typologies 
participants fall into)   
 
We are now going to share some messages, ideas and services that parents/caregivers of 0-5 year 
olds, the Ministry of Health, District Health Boards have raised to encourage and help 
parents/caregivers in their decisions to immunise their children.  Some of these services are also 
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happening in New Zealand and overseas.  We are going to consider each message, idea and 
service individually and then share our thoughts with the group.  Is everyone clear? (i.e. no 
comments from moderator, or from group participants.  Participants individually complete 
forms and then open up for discussion.) 
 
Knowledge/attitude based concepts: 

 How do we feel about this message? 
 What are the main things it is saying? Is there anything that doesn‟t make sense? 
 Who is this message aimed at? (family type, ethnicity, new/experienced parents/caregivers) 
 How would we describe the overall tone of this message? 
 Is it thought provoking?  Does it make us think differently?   
 Do we believe the message?  What don‟t we believe? 
 Who or what organisation would be bringing us this message?  
 What effect will this message have on parents/caregivers of 0-5 year olds?  Would it make them 

more or less likely to immunise their 0-5 year olds?  What effect would it have on us? 
 
Policy concepts: 

 How do we feel about this idea?   
 What are the main things it is saying/doing? Is there anything that doesn‟t make sense? 
 Who is this idea aimed at? (family type, ethnicity, new/experienced parents/caregivers) 
 How would we describe the overall tone of this idea?   
 Does it make sense?  What doesn‟t make sense? Should New Zealand consider introducing it? 
 Who or what organisation would be behind this idea?  
 What effect will this idea have on parents/caregivers of 0-5 year olds?  Would it make them more 

or less likely to immunise their 0-5 year olds?  What effect would it have on us? 
 
Service interface concepts: 

 How do we feel about this service/programme?   
 What are the main things it is saying/doing? Is there anything that doesn‟t make sense? 
 Who is this service/programme aimed at? (family type, ethnicity, new/experienced 

parents/caregivers) 
 How would we describe the overall tone of this service/programme?   
 Does it make sense? What doesn‟t make sense? Could it work?   
 Who or what organisation would be behind this service/programme?  
 What effect will this have on parents/caregivers of 0-5 year olds?  Would it make them more or 

less likely to immunise their 0-5 year olds?  Would we use it? 
 
Ranking: 

 Which of these messages, ideas, services/programmes would most encourage or help 
parents/caregivers with their decisions to immunise their children?   

 Which of these would have the least or no effect? 
 

4. Surfacing other enablers (20 minutes) 

Objective: To test other enablers to enhance immunisation for 0-5 year olds not surfaced previously 
 
We would like to spend the remaining time together exploring whether there are any other ideas we 
have to increase New Zealand‟s child immunisation rates. Let‟s imagine it is our job to develop 
messages or a programme to help or encourage parents/caregivers to immunise their children. Let‟s 
work in pairs to come up with ideas and then discuss with the wider group. (Moderator provides 
some context on NZ‟s child immunisation rates, different immunisation rates for different 
DHBs and ethnic groups etc, to start discussion). 
 
For each idea, probe: 

 Who is this idea aimed at? 
 Would it make them more or less likely to immunise their 0-5 year olds?   

 
Ranking: 
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 Thinking about our earlier ranking, where do our new ideas fit?  Are they more or less likely to 
encourage or help parents/caregivers with their decisions to immunise their children?   

THANKS AND CLOSE 
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5. CONCEPTS TESTED IN PHASE TWO 

A: Children are at risk of preventable disease 

Vaccine preventable diseases are serious diseases, particularly in infants. Vaccine 

preventable diseases occur in New Zealand every day, regardless of ethnicity, income or family 

background. Good diet, breastfeeding and hygiene, while good for 0-5 year olds, are 

insufficient to fully protect them against diseases. It is better to immunise than not to immunise 

so you can rest knowing your children are protected.  

B: Child immunisations are safer  

Vaccines are much safer than they were in the past. Vaccines undergo stringent clinical 

trials before 0-5 year olds are vaccinated. Where possible, vaccines are combined into a single 

injection. The immune system is designed to be able to deal with a very large number of 

different antigens (substanc s that cause the immune system to produce antibodies against it). 

Early vaccines contained up to 3000 antigens – today‟s vaccines contain just a handful. All 

children come into contact with many viruses, bacteria and other agents which the immune 

system responds to every day. There is no proven link between certain vaccinations and 

serious disease and illness (eg, autism).  

C: Herd immunity 

Immunisation is one of the most cost-effective of all health interventions. Immunisation not only 

protects 0-5 year olds but benefits the whole community through something called „herd 
immunity‟. When a high proportion of the population is immunised, the herd immunity situation 

comes into effect but immunisation programmes must sustain rates of between 85-95% if 

epidemics are to be prevented. Currently immunisation rates are low in a lot of areas around 

New Zealand so there is no herd immunity. 

D: It‟s never too late to immunise children 

Some parents/caregivers decide not to immunise their infants, or prefer to wait until their 

children are older or before starting school before immunising. The decision to delay could be 

for a variety of reasons. Vaccine preventable diseases are serious diseases and occur in New 

Zealand every day. It is never too late to vaccinate children to protect them from these 
diseases.  
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E: Immunisation is a positive choice 

Deciding to immunise your child aged 0-5 years is a positive thing to do. Like breastfeeding, 

good diet, warm houses, and good hygiene, immunisation is good for infants and young 
children.  

F: Financial incentive 

In Australia, parents receive a financial payment if their child is fully immunised. Parents 

receive A$123 if their child is fully immunised at 2 years old and another A$123 if they are fully 

immunised at 5 years old. Conscientious objectors who make a formal declaration declining 

immunisation and those with medical reasons for not immunising also receive payments. One 

option is to have something similar in New Zealand.  

G: Link to free childcare 

Another option is to have free 20 hours of Early Childhood Education funding available to 
people if their child is fully immunised. This would also be available to those who register as 

a conscientious objector and those with medical exemptions. 

H: “Super nan” on hand to support parents/caregivers during immunisation  

One idea being considered is to have experienced non-clinical people or “super nans” 
situated in health clinics to be on hand to support parents/caregivers when they immunise 

their infants and young children. This is because some parents find it distressing or worrying 

immunising their young children. “Super nans” could answer non clinical questions, be with the 

parent/caregiver and child when the child receives their immunisation  and help take care of 

older children.  These super nans may be parents or grandparents themselves, but more 

importantly will have a lot of parenting experience.    

I: Walk-in immunisation clinics 

Some parents/caregivers find it difficult making an appointment with their doctor or nurse to 

immunise their children during the day, as they are working, or don‟t have transport. One idea 

is to hold after hours immunisation walk-in clinics at the local health centre in the evenings 

and/or weekends. 

J: Immunisation at events 

Another idea is to have the local health nurses available in local shopping malls or at 
sports or community events who would provide immunisations. Families could turn up 
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without making an appointment. The parent/caregiver and child would be seen by the nurse in 

a private area. Other family members could entertain themselves at the shopping mall or be 

playing sport, while the parent/caregiver takes their child for their immunisation.   

K: Immunisation in the home 

Some parents/caregivers find it challenging getting to their doctor or nurse to immunise their 

children, prefer not to visit their local clinic, or don‟t have a local doctor. Another idea being 

considered to help these parents/caregivers exercise their choice to immunise their 0-5s is for a 
nurse to visit the family home to do the immunisation. There would be no charge for this 

service.  

L: More information about when to immunise an unwell child 

Some 0-5 year olds experience poor health (eg, asthma, respiratory illness, allergies, or other 

illnesses). Often their doctors  paediatricians and/or surgeons suggest to their 

parents/caregivers to postpone immunisation while the infant or young child is unwell.  For 

some parents/caregivers this is confusing, as they are unsure when it is OK to start or continue 

with immunisation.  

Some District Health Boards are actively encouraging immunisation by offering immunisation 
to the parents of 0-5 year olds before they are discharged from hospital.  These DHBs 

believe if an infant or young child is well enough to be discharged from hospital, they should be 

well enough to be immunised.   
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6. National Immunisation Schedule 
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OFFER information about delaying 
or declining immunisation 

.if£. IMMUNISATION 
·°'~ ADVISORY CENTRE 
THE UNIVERSITY OF AUCKLAND 

Te Whare Wananga o Tamaki Makaurau 

The decision to delay or decline immunisation is an important decision that needs to be considered carefully. When a 

parent or caregiver mentions delaying or decl ining, ensure you OFFER good information to make certain they have 

considered the risks and responsibilit ies that come w ith this decision. 

OFFER 

DISCUSSION 

FoLLOW-UP 

CONCERNS 

• Acknowledge their decision not to immunise 

• Explain you need to ensure they have all the information they need to decide 

• Explore and confirm the reasons or concerns for delay o r decline of immunisation 

• Further discussion with another health professional or immunisation co-ordinator may also be helpful 

Be familiar with the Vaccinator Standards- see current Immunisation Handbook 

• If they have declined immunisation before, it is never too late to start or review their decision 

• Provide and discuss evidence-based information and resources (Table 2) 

-._. ..... _•_A_g_o_o_d_re_s_o_~_c_e_is_c_h_a_p_te_r_3_o_f_th_e_H_a_n_d_b_o_o_k _"V_ac_c_in_a_t_io_n_ q_u_es_t_io_n_s_a_n_d_c_o_n_c_e_r_ns_"_(_T_a_b_le_3_) ___ _ 

FUTURE 

ACTION 

E NDORSE 

RESCHEDULE 

RECORD 

Discuss that if they decline or delay immunisation, the fami ly might be contacted and offered 

immunisation when: 

• There is an outbreak of a specific vaccine preventable disease in the area 

• The next scheduled immunisation v sit is due 

• A vaccine is added to the funded immunisation schedule 

Ensure parents understand the risks and responsibilit ies for their unimmunised child in t he event of (Table 4): 

• Travel 

• An injury 

• Outbreak of disease 

Remind parents that after their child turns 18 years of age some immunisations are no longer free. 

Some occupations require proof of certain immunisations; employers may not pay for the vaccines. 

Make a clear recommendation : 
"We strongly encourage and recommend you immunise your child and yourself" . 

Remind: "You can change you r m ind and catch up immunisations at any t ime" . 

Ask: " Is there any further information they would like from you?" 

If parents/caregivers are undecided : ~ 
• Record their reasons/ concerns for delaying/declining 1 /"'"\ 
• Encourage them to talk w ith the GP or Immunisation Coordinator '-? 
• DO NOT record as a "decline" until they have made an informed decision to do so 

If they have definitely declined: 

• Confirm the reasons for the decline (if possible) and enter as a "decline" for that event 

• If HPV vaccine is declined at 12yrs suggest the next contact at 14yrs of age 

Regardless of the outcome, offer them resources to take away. 

Help is just a call away 0800 IMMUNE (0800 466 863) 

On time immunisation offers the best protection 
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This resource is intended for use by health professionals as a guide to conversations relating to vaccination delay or decline. 
Reviewed May 2015 
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Table 4: What to expect: 

If an unimmunised child/individual is injured, and the 
wound is classified as “dirty” they will be offered tetanus 
immunoglobulin (a blood product), providing some 
protection temporarily.   

 You/your child will then be offered a tetanus course 
following this to ensure long term protection for future 
injuries 

During an outbreak, unimmunised children can be excluded 
from their early childhood centres, Kohanga Reo, school, 
sports event, work place or other organised activities  

 If this happens be prepared to keep your child home for 
several days and up to several weeks 

If travelling be aware some countries proof of certain 
immunisations are required, even if only staying for a short 
time e.g. sporting event.   
 

Table 1: Timeframes for immunisation events 

 At 4 wks of age book the 6 wk immunisation 
appt 

 At the 6 wk event, and each subsequent one, 
book the next appt before leaving the surgery 

 Send an appt reminder e.g. postcard, txt, email 

 If planning to offer a catching up plan for 
immunisations, a minimum of only 4 not 6 wks is 
needed between immunisation events 

Refer to Outreach Immunisation Service promptly  
The table below outlines the timeframe for 
General Practice to vaccinate their children at the 
practice, if left longer the event will become 
highlighted as overdue on the NIR. Prompt action 
and referral to OIS is essential when the delay of 
immunisation is as a result of you not being able 
to contact the family 

 

Immunisations 
Due 

Imms Pro ider 
Action Period 

Overdue 
on NIR  

6 weeks 2 weeks over 4 weeks over 
3 months 1 month over 6 weeks over 
5 months 1 month over 6 weeks over 

15 months 1 month over 6 weeks over 
4 years 1 month over 6 months over 

 

Table 2: Recommended websites 

 Immunisation Advisory Centre, NZ 

www.immune.org.nz  

 Kidshealth, NZ   

www.kidshealth.org.nz 

 Immunization Action Coalition, US 

www.immunize.org 

 Vaccine Information, US  

www.vaccineinformation.org 

 Vaccine Education Centre, US 

www.chop.edu/service/vaccine-education-

center/home.html 

 Immunise Australia Programme, Australia 

www.immunise.health.gov.au 

 National Centre for Immunisation Research and 

Surveillance of Vaccine Preventable Diseases, 

Australia 

www.ncirs.usyd.edu.au 

 The Department of Health, UK 

www.immunisation.nhs.uk 

Table 3: Common reasons for delaying or declining 

Illness: Concerns that the child is unwell 

 Minor illness or being in the recovery phase of an illness 
is not a reason to postpone immunisation 

 Babies and children with a significant acute illness and a 

temperature of >38C should be offered to have their 
immunisations re-scheduled until they are better 

Baby too young 

 Young infants are particularly at risk of serious 
complications from some diseases such as pertussis, 
pneumococcal disease and haemophilus influenzae   
type b 

 Starting immunisation at 6wks provides protection 
during the most vulnerable periods of childhood 

 Delaying or missing immunisations increases the risk of 
getting a disease and reduces the protection  

Vaccine ingredients: what are vaccines made of?  
 All vaccines contain a component (the antigen) which 

activates the immune system; without making you sick  

 Vaccines have other components to keep the vaccine 
stable or which help the immune response. In fact, we 
eat, drink and come in contact with these components in 
far greater quantities than the amount in a vaccine; e.g.: 
Aluminium is in our drinking water, food and food 
packaging. 

They don’t want their information on the National 
Immunisation Register (NIR): i.e. opt-off the NIR: 

 Vaccines are still funded and can be given  

 Whether the vaccine is declined or given this 
information on the NIR is very valuable 
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ABSTRACT 

The purpose of this systematic review is to identify, describe and assess the potential effectiveness of 
strategies to respond to issues of vaccine hesitancy that have been implemented and evaluated across 
diverse global contexts. 
Methods: A systematic review of peer reviewed (January 2007- 0ctober 2013) and grey literature (up 
to October 2013) was conducted using a broad search strategy, built to capture multiple dimensions of 
public t ust, confidence and hesitancy concerning vaccines. This search strategy was applied and adapted 
across sever I databases and organizational websites. Descriptive analyses were undertaken for 166 (peer 
reviewed) and 15 (grey literature) evaluation studies. In addition, the quality of evidence relating to a 
series of PICO (population, intervention, comparisonfcontrol, outcomes) questions defined by the SAGE 
Working Group on Vaccine Hesitancy(WG) was assessed using Grading of Recommendations Assessment, 
Development and Evaluati n (GRADE) criteria; data were analyzed using Review Manager. 
Results: Across the liter ture, few strategies to address vaccine hesitancy were found to have been eval
uated for impact on either vaccination uptake andfor changes in knowledge, awareness or attitude (only 
14% of peer reviewed and 25% of grey literature). The majority of evaluation studies were based in the 
Americas and primarily focused on influenza, human papillomavirus (HPV) and childhood vaccines. In 
low- and middle-income regions, t he focus was on diphtheria, tetanus and pertussis, and polio. Across 
all regions, most interventions were multi-component and the majority of strategies focused on raising 
knowledge and awareness. Thirteen relevant studies were used for the GRADE assessment that indicated 

of moderate quality for the use of social mobilization, mass media, communication tool-based 
evidence 
training for health-care workers, non-financial in entives and reminderfrecall-based interventions. 

Overall, our results showed that multicomponent and dialogue-based interventions were most effec
tive. However, given the complexity of vaccine hesitancy and the limited evidence available on how it 
can be addressed, identified strategies should be ca efully tailored according to the target population, 
their reasons for hesitancy, and the specific context. 
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ecommendations of the SAGE WG,  building on the previous review
f determinants of vaccine hesitancy [1].

. Methods

.1. Search strategy

For  the peer-reviewed literature, the following databases were
earched for the period of January 2007–October 2013: Medline,
mbase, PsychInfo, Cochrane, CINAHL Plus, Web  of Science, LILACS,
frica-Wide Information (for these, the search range was  2007 to

 October 2013); IBSS (2007 to 19th July 2013) and IMEMR  (2007 to
0 October 2013). The applied search strategy was  kept deliberately
road to try to capture the multiple facets of vaccine hesitancy and

ncorporated MeSH or equivalent terms [Appendix 1]. References
n relevant papers were searched for further relevant studies.

For  grey literature, an open-dated search ending, in October
013, was conducted across several databases and organiza-
ional websites, which included: OpenGrey, New York Academy
f Medicine, Global Health, National Institute for Health and
are Excellence (NICE), Department for International Development
DFID), the Communication Initiat ve Network and the Polio Com-

unication Initiative Network [see search terms in Appendix 2].
irect email requests were sent to individuals/organizations iden-

ified by the SAGE WG.

.2.  Study selection – Part A (Identification, scope of literature
nd  effect of evaluated interventions)

For peer-reviewed literature, studies were included against the
ollowing criteria: (i) contained research on vaccine hesitancy; (ii)
ncluded any of the keywords in the title or abstract: “strateg* ,
intervent*”, “campaign”, “evaluation”, “approach” or “program* ;
iii) described or evaluated an intervention addressing hesitancy
nd reported a measure of the primary outcome, i.e. indicating a
hange in vaccination uptake or the secondary outcome, i.e. indi-
ating a change in knowledge/awareness and/or attitudes; (iv)
ublished between January 2007 and October 2013; (v) pertaining
o any vaccines and vaccination programmes; (vi) published in any
f the six official UN languages (Arabic, Chinese, English, French,
ussian and Spanish).

Grey  literature was selected based on the following inclusion
riteria: (i) contained any of the keywords

“immunisation/immunization”, “vaccine”, “vaccination”, “strat-
egy”,  “intervention”, “evaluation”, “hesitancy”, “refusal”, “trust”,
“confidence”,  “acceptance”, “engagement”, “anxiety”, “con-
cern”,  “distrust”, “barrier”, “rejection”, “fear”; (ii) published
anytime up to October 2013; (iii) English only. Literature was
excluded  if it was: (i) about non-human vaccines or vaccines
not  currently available (e.g. HIV); (ii) related to research and
development of vaccines (e.g. efficacy trials) unless explicitly
about  public trust, confidence, concern or hesitancy.

The screening of titles and abstracts was shared between at
east two authors; a sample of studies was independently coded
y authors to ensure consistency.

.3. Data extraction

.3.1.  Part A

eased under the Offic
A  data extraction form was developed by the authors and
eviewed by the SAGE WG.  For evaluation studies, information
xtracted included details about the specific hesitancy issue; type
f intervention (dialogue-based, incentive-based, reminder–recall
 (2015) 4180–4190 4181

based  or multi-component), the type of participants, setting and
target vaccine; and the findings related to the outcomes of interest.

2.3.2. Part B (PICO & GRADE) – Study selection, risk of bias &
analysis

The  SAGE WG identified 15 PICO (Population, Intervention,
Comparator, Outcome) questions [2] [Appendix 3] a priori, to exam-
ine population features likely to influence the effect of different
interventions and to assess the quality of evidence for each PICO
question using GRADE (Grading of Recommendations, Assessment,
Development, and Evaluation) [3]. The primary outcome of inter-
est was  defined as the uptake of all vaccines included in routinely
recommended immunization.

The  15 PICO questions were developed under three intervention
themes: (1) Dialogue-based, (2) incentive-based (non-financial),
and (3) reminder–recall. Following an extensive discussion by the
WG at the December 2013 meeting, it was decided to focus on
the impact of single component approaches and exclude multi-
component approaches. However, data were included where a
multi-component intervention provided suitable data to assess the
effect of its individual component parts.

Theme categories for PICO questions:

i) Dialogue-based, including the involvement of religious or tra-
ditional  leaders, social mobilization, social media, mass media,
and  communication or information-based tools for health-care
workers  (HCW);

ii) Incentive-based (non-financial), including the provision of
food or other goods to encourage vaccination, and;

iii) Reminder/recall-based,  including telephone call/letter to
remind  the target population about vaccination.

Evaluated  primary studies identified earlier (Part A) were
included if they provided direct evidence relevant to one or more
PICO questions and reported data for comparison groups. Reasons
for excluding studies are presented in Characteristics of excluded
studies [4].

2.3.3.  Assessment of risk of bias
The Effective Public Health Practice Project (EPHPP) qual-

ity assessment tool for quantitative studies [5] was applied to
determine the risk of bias of all eligible studies. Two reviewers
independently conducted the risk of bias assessment and data
extraction; disagreements were settled through discussion.

2.3.4.  Data analysis
For  studies which included pre- and post-control and interven-

tion groups, only post-data were used to more accurately represent
the effect of the intervention. Outcomes reported varied between
studies, so available data were entered into Review Manager soft-
ware as individual studies. The fixed-effects model was used for
analysis and results reported as risk ratios between intervention
and control groups.

3.  Results

3.1. Part A – Identification, scope of literature and effect of
evaluated interventions

The  search of peer reviewed publications identified 33023 peer
reviewed articles. After removing duplicates and screening for
inclusion criteria, 1149 articles were included by full-text. Of these,

l Information Act 1982

166 [6–172] evaluated and 983 described, but did not evaluate, an
intervention. Among the evaluated studies included from the peer
reviewed literature, 115 related to Outcome 1, 37 to Outcome 2,
and 14 to both [Fig. 1].
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Fig. 1. Search process flow chart (pee

The grey literature search identified 4896 records. After remov-
ng duplicates and screening for inclusion criteria, 59 articles were
ncluded by full text. Of these, 15 evaluated [172–186] and 44 only
uggested an intervention. Among the evaluated studies included
rom the grey literature, nine reported on Outcome 1, three on
utcome 2, and three on both [Fig. 2].

There were a total of 181 articles that evaluated interventions
rom the peer reviewed and grey literature search, combined.

The  number of peer reviewed studies evaluating interventions
eaked in 2011 (at 32 studies) and has remained relatively stable
ince (28 in 2012 and 25 in 2013) [Fig. 3].

Very few evaluated interventions were identified in the grey lit-
rature with one or two articles annually at most from 1996 to 2012.
n 2013, eight relevant articles (47% of those identified through the
rey literature search) were found [Fig. 4].

Across all the literature reviewed (1208 articles), only five (0.4%)
sed the actual term ‘hesitancy’ or ‘hesitant’ with reference to

accines/vaccination [94,173–176]. These were all found in the
eer-reviewed literature and were all published in 2013. Only one
f these articles evaluated an intervention. This intervention was
arried out in AMR  and focused on childhood vaccines, targeting
ewed literature) – Vaccine hesitancy.

vaccine hesitant parents using a multi-component strategy that
focused on education techniques. More often articles used terms
such as “refusal”, “distrust” and “acceptance” to discuss vaccination
behaviour. This reflects the relative newness of the term “hesi-
tancy”.

The majority (58%) of evaluation studies in the peer reviewed
and grey literature were based in AMR7 (110/1898)  and primar-
ily focused on influenza, HPV and childhood vaccines. In low- and
middle-income regions, particularly SEAR and AFR, the focus was
on Diphtheria, Tetanus, Pertussis (DTP) and polio. All regions had

rmation Act 
(AFR),  WHO  Region of the Americas (AMR), WHO  South-East Asia Region (SEAR),
WHO  European Region (EUR), WHO  Eastern Mediterranean Region (EMR) and WHO
Western Pacific Region (WPR).

8 The total number of articles is more than (n = 166) (peer reviewed) and (n = 15)
(grey  literature) as some articles report on more than one WHO  region.
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Most interventions (primarily in AMR  and EUR) targeted par-
nts, health-care workers (HCWs) and the local community.
nterventions in the grey literature from AFR largely focused on
he local community and religious leaders.

When mapped against the SAGE WG model of determinants

f vaccine hesitancy [Appendix 4], interventions addressing indi-
idual and social group influences, particularly knowledge and
wareness raising, were most common in both the peer reviewed
nd grey literature (157/341, 46%). Vaccine delivery and the role

ig. 3. Evaluated peer reviewed strategies by publication year (2007–2013) and WHO  r
eport on more than one WHO  region.
 literature)  Vaccine hesitancy.

of  the HCWs were the primary focus of vaccine and vaccination-
specific interventions (123/3416, 36%). The engagement of religious
and other community leaders was most commonly used to address
contextual influences such as religion, culture and gender [Fig. 5].

In both the peer reviewed and grey literature, across all

l Inform

regions, most interventions (97/127, 76%) were multi-component.
Dialogue-based interventions were common in all regions except
EMR; reminder–recall approaches featured predominantly in
higher-income regions; and incentive-based interventions were

egion (n = 172)*. *Total number of articles is more than (n = 166) as some articles

ation Act 1982
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ig. 4. Evaluated grey literature strategies by publication year (1996–2013) and WH
n  more than one WHO  egion.

nly found in AMR  and AFR (single-component), and SEAR (part
f a multi-component approach).

.2. Which interventions have been most successful?

The most effective interventions employed multiple strategies.
he interventions with the largest observed increases (>25%) in

d under th

accine uptake (Outcome 1) were those that (not in order of impor-
ance): (1) directly targeted unvaccinated or under vaccinated
opulations [13]; (2) aimed to increase vaccination knowledge
nd awareness [20]; (3) improved convenience and access to

ig. 5. Evaluated peer reviewed and grey literature strategies by the SAGE WG model of d
ne  determinant of vaccine hesitancy.

e Offici
ion (n = 17)*. *Total number of articles is more than (n = 16) as some articles report

vaccination  [116]; (4) targeted specific populations (e.g. HCW)
[9]; (5) mandated vaccinations or sanction against non-vaccination
[46]; and (6) engaged religious or other influential leaders to
promote vaccination [177]. The greatest increases (>20%) in knowl-
edge, awareness or attitudes (Outcome 2) were observed with
education initiatives, particularly those embedding new knowl-
edge into routine processes (e.g. hospital procedures), which were

most successful at increasing knowledge and changing attitudes
[105]. For both outcomes, those that tailored interventions to spe-
cific populations and their specific concerns were most effective
[23,38].

eterminants of vaccine hesitancy (n = 344). *Interventions could address more than

al Information Act 1982
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.3. Which interventions have been least successful?

Interventions associated with a less than 10% increase in uptake
ncluded those that focused on quality improvement at clinics (e.g.
mproved data collection and monitoring, extended clinic hours
8,58], passive interventions (e.g. posters, websites [19,24,41] and
ncentive-based interventions using conditional or non-conditional
ash transfers. It must be noted that incentive-based interventions
sually targeted general preventive health and not just vaccination
96 98]. Lastly, reminder–recall interventions were associated with
ariable changes in uptake [57,75,88].

.4. Part B – PICO & GRADE

Of  129 studies available, only 13 studies met  the inclusion crite-
ia for GRADE evaluation. The methodological quality (risk of bias)
f each is set out in Appendix 5. Further study details are presented
n Appendix 6.

The  delivery of interventions varied as did the outcomes. Con-
equently only one outcome (two studies) for a single vaccine
as pooled; meta-analysis was not feasible for any other outcome

64,66]. Summary of relative risk atios (RR) and evidence quality
GRADE) for each question are presented in Appendix 3. Of the 15
ICO questions, only 10 could be addressed, often with only 1 study
ith evidence.

.  Dialogue-based interventions

Eleven  studies evaluated by PICO and GRADE deployed
ialogue-based interventions (explained below). There was appre
iable variability in the quality of evidence supporting the use of
hese interventions and their impact varied considerably, by type
f intervention, by vaccine and by setting.

For polio, the involvement of religious or traditional leaders
n populations with low baseline uptake indicated a large, posi-
ive effect (RR 4.12 [3.99, 4.26]) on vaccine uptake but the evidence
uality was assessed as very low [65] (Nigeria). The grey literature
lso reinforced that religious and traditional leader involvement
an have a positive impact [3,5,177,178] as in west and central
rancophone African countries, Afghanistan, India and Europe.

Four  studies using social mobilization among parents in low-
ncome settings found a positive effect on measles (RR 1.63 [1.39,
.91]) [78] (Pakistan), DTP3 (RR 2.17 [1.8, 2.61]) [78] (Pakistan),
TP1 (RR 1.54 [1.1, 2.15]) [106] (Nigeria), and polio (RR 1050.00

147.96, 7451.4]) [66] (Pakistan) [64] (India) vaccine uptake. The
uality of evidence for each outcome ranged from moderate
measles, DTP3), to low (polio) and very low (DTP1). Two  stud-
es targeting polio vaccination refusals reported large increases in
ptake. In the grey literature, inclusion of social mobilization as a
omponent appeared to have a positive, albeit varied effect and was
ot always quantified.

Two  studies evaluating social media interventions found a
ositive effect on uptake for MCV4/Tdap (RR 2.01 [1.39, 2.93])
102] (Australia) and seasonal influenza (RR 2.38 [1.23, 4.6]) [157]
Australia) although the evidence was assessed as low and very low
uality. In the grey literature, one study [178] in Slovenia reported
n the use of social media with other strategies for A(H1N1), how-
ver its effect was not independently measured, achieved low
tilization, and became a source of negative social media rumours.

A study on mass media to target parents with low awareness
f health services found an association with increased uptake of all

eased under the Offic
outinely recommended vaccines (RR 1.57 [1.4, 1.75]) [179] (India).
he quality of evidence was moderate. Three grey literature studies
eported on the use of mass media for A(H1N1) [178] (Europe), rou-
ine childhood immunization [177] (west and central francophone
 (2015) 4180–4190 4185

African  countries) and polio [3] (Afghanistan) but their impact was
not independently measured from other intervention components.

Communication tool-based training for health-care work-
ers had a positive impact on uptake of EPI vaccines (RR 3.09
[2.19, 4.36]) [92] and DTP3 (RR 1.54 [1.33, 1.79]) [79] in India and
Pakistan respectively, among rostered patients; evidence quality
was assessed as moderate and low respectively.

One study [10] (Turkey) assessed the impact of information-
based training for health-care workers on uptake for rostered
patients, with varying results. There was little or no increase in
uptake of DTP/OPV-1 (RR 0.99 [0.93, 1.06]), DTP/OPV-2 (RR 1.04
[0.97, 1.12]), BCG (RR 1.01 [0.95, 1.08]) and measles (RR 1.02 [0.96,
1.09]), a moderate increase in uptake of HepB-2 (RR 1.63 [1.49,
1.79]), HepB-3 (RR 1.89 [1.74, 2.04]) and DTP/OPV-3 (RR 1.42 [1.33,
1.51]), and a substantial increase in uptake of HepB-1 (RR 2.83 [2.6,
3.08]); but the evidence quality was  very low for all.

5.  Non-financial incentives

The  evidence for non-financial incentives for par-
ents/communities located in low-income settings (India) was
moderate for a large, positive effect on EPI vaccine uptake (RR 2.16
[1.68, 2.77]) [92].

6.  Reminder–recall interventions

Two  studies assessed the impact of reminder–recall interven-
tions in low-income and under-vaccinated populations. The impact
of reminder–recall interventions in low-income settings was  posi-
tive for DTP3 (RR 1.26 [1.13, 1.42]) [146] (Pakistan) with moderate
quality evidence. For settings with low baseline uptake, the effects
were large and positive for scheduled childhood vaccines (RR 3.22
[1.59, 6.53]) [86] (Switzerland) but the quality of evidence was  very
low.

7. Discussion

7.1. Part A – Identification, scope of literature and effect of
evaluated interventions

While  the e has been an increase in the number of articles
on the issue of vaccine hesitancy, of those that include a discus-
sion on interventions or strategies to address hesitancy, few go
as far as evaluating them. Furthermore, the specific term “vac-
cine hesitancy” has only recently been used and the only evaluated
intervention that explicitly addressed “hesitancy” comes from the
United States.

Overall, many of the intervent ons were not different from tradi-
tional strategies to increase vaccine acceptance, with the majority
focusing at individual and social group level and interventions
being largely on knowledge and awareness raising. While knowl-
edge and awareness raising strategies are mportant, they are
inadequate, as evidenced by the finding that the most effective
interventions used multi-component strategies. Furthermore the
most effective interventions were tailored to specific populations
and addressing specific concerns, pointing to the importance of
understanding the drivers of vaccine hesitancy to inform the inter-
ventions.

The increasingly recognized domain of vaccine hesitancy needs
new interventions to address new issues. In particular, the dearth of
interventions identified in low-income countries needs attention.

l Information Act 1982

7.2.  Part B – PICO & GRADE

Despite  the few studies available for GRADE and variability in
the quality of the evidence, several interventions showed some
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ositive impact on vaccination uptake, including: social mobiliza-
ion, mass media, communication tool-based training for HCW,
on-financial incentives, and reminder–recall activities. None of
hese interventions were without shortcomings, and given the vari-
bility in context, target population and outcome, the potential
pplication of these interventions must be cautiously considered
hen applying them in different circumstances.

 Dialogue-based interventions

The  impact of religious or traditional leader involvement
n populations with low baseline uptake merits further inves-
igation and evaluation. This type of intervention is important
s it addresses one of the more difficult determinants of vac-
ine hesitancy, namely  misconceptions and community distrust.
his intervention al gns itself with natural community processes –
eeking out community leaders, and encouraging dialogue across
ultiple levels to both i form and influence. The success of the

ntervention could be attributed to the efforts made to understand
he target audience, facilitate open dialogue, and integrate activities
ith familiar processes and systems

The success of social mobilization interventions for popula-
ions refusing polio vaccination could also be attributed to the tar-
eting of, and dialogue with, a clearly defined population. By com-
arison, the social mobilization interventions for measles and DTP
ere much less targeted; although positive outcomes appear to be
ue to meaningful dialogue at both the group and individual level.

Social media intervention studies suggest that this approach
ight work well for those who have already started their vacci-

ation schedule, or who are familiar with social media in other
spects of their lives. However, there is important evidence that
ocial media are also very open to exploitation if not managed well.
lso those who initiate vaccination are probably not the most hes-

tant of populations and those with access to social media are not
he most marginalized.

The  use of mass media to target populations with low aware-
ess of health services appears to be effective, however, the limited

mpact also suggests that there may  be other underlying issues
ffecting the impact that need investigation and more tailored sup-
orting interventions.

The  provision of communication tool-based training for HCW
enerally had a positive effect (for EPI vaccines, DTP3) but the size
f the effect and evidence quality varied. The observations about
his example and mass media suggest that interventions that adopt

 unidirectional (top down) approach to communication, may  be
uccessful among some individuals and groups, but not all; success
s dependent on the nature and degree of hesitancy.

The impact of information-based training for HCW on uptake
f several vaccines for rostered patients was generally poor. A
ossible explanation for these results is that there was no clear
nderstanding of the underlying reasons for the low vaccination
ptake and as such, the intervention was not appropriately tar-
eted. Nonetheless, the intervention did achieve good success with
epB (all doses) and DTP/OPV (dose 3); one possible reason for

his is that the HCW exhibited greater confidence but it is not clear
hether this was an issue prior to the intervention.

. Non-financial incentives

The  moderate to large effect of non-financial incentives for par-
nts/communities located in low-income settings on vaccination

leased under the Offic
ptake is promising. In this study the target group was very dis-
dvantaged and the food-based incentive, so closely linked with
asic survival, was readily received. Furthermore, the baseline
accination rates were very low (2%), and more likely to show
 (2015) 4180–4190

greater  outcome changes with an intervention. It is possible that
by addressing basic needs, this intervention simultaneously built
confidence and reduced vaccine hesitancy because the target pop-
ulation felt that their other critical needs were being addressed. This
approach could be particularly important for underserved groups.

10.  Reminder–recall interventions

Although positive, the relatively low observed effect of
reminder–recall interventions in low-income settings seems to
reflect the limitations of using this kind of intervention alone. In
this example, a complex set of issues was identified in the tar-
get population but the intervention only addressed one of them.
Reminder–recall on its own is not enough to tackle multiple causes
of hesitancy.

11. Limitations

This review may  be subject to publication bias, in that unsuc-
cessful interventions may  be less likely to be documented in either
the peer-reviewed or grey literature. Another reason for the paucity
of relevant studies is that the PICO questions emphasize spe-
cific, single component strategies, but many evaluated strategies
are neither designed nor presented in this way. Evaluated, multi-
component interventions were identified but only overall impact
data were presented. Therefore, outcome data for individual strate-
gies to address vaccine hesitancy were not separately available.

12.  Conclusion

Overall this review has found that, despite extensive litera-
ture searching, there are (1) few existing strategies that have been
explicitly designed to address vaccine hesitancy; and (2) even fewer
strategies that have quantified the impact of the intervention (14%
(166/1149) of peer reviewed; 25% (15/59) of the grey literature).
There is also an uneven geographical spread in the available litera-
ture, with most focusing on AMR  and EUR.

Efforts to address issues of hesitancy are disparate. While a
number of interventions did have a positive effect, wide variation
was observed in the effect size between studies, settings and tar-
get populations. In addition, the high level of heterogeneity across
study design and outcomes  coupled with few available studies,
further limited our ability to draw many general conclusions about
the effectiveness of different strategies.

Nonetheless, interventions to increase uptake that are multi-
component and/or have a focus on dialogue-based approaches tend
to perform better. Together, these interventions suggest that taking
a comprehensive approach that targets mult ple audiences and lay-
ers of social interaction are more likely to bring positive results. The
evidence for non-financial incentives and reminder–recall activ-
ities was  also of good quality, and carries the potential to bring
positive change by addressing the more practical aspects of vacci-
nation.

Vaccine hesitancy is a complex issue and no single strategy will
be able to address it. There are some promising examples using
uptake as a link, but many are incomplete and most are not directly
comparable. One of the greatest drawbacks of the interventions
identified is that many operate from an assumption-based rather
than an evidence-based approach; appropriate evaluation is also
lacking. On a more positive note, there is a growing body of research
on the determinants of vaccine hesitancy which can help inform

al Information Act 198

and refine currently used approaches that look promising but have
not yet been fully implemented or evaluated.

Lastly, there is a clear need for more attention to under-
standing and addressing hesitancy at the community and social
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etwork level – most interventions have historically focused on
ddressing individual level issues (e.g. knowledge, awareness) and
accine/vaccination specific concerns (e.g. mode of delivery, vac-
ine risks) despite the large body of literature on the many other
eterminants of vaccine hesitancy.
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practices from various countries and settings as well as the development, validation and implementation 
of new tools to address hesitancy. 
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ommunity, to WHO  and its partners, and to the WHO  member
tates [6].

The  final recommendations issued by SAGE can be grouped into
hree categories. The first category relates to the strong need to
ncrease understanding of vaccine hesitancy, its determinants and
he rapidly changing nature of the challenges that this hesitancy
ntails. The second focuses on the structures and organizational
apacity needed to decrease hesitancy and increase acceptance of
ac ines at global, national and local levels. The third relates to the
haring of lessons learnt and best practices based on experiences
rom various countries and settings as well as the development,
alidation, and implementation of new tools to address hesitancy.
astly, SAGE a so proposed a list of research subject categories for
his rapidly emerging field.

. Understanding of vaccine hesitancy should be increased
nd  disseminated

Vaccine hesitancy refers to delay in acceptance or refusal of vac-
ines despite availability of vaccination services. It is a complex,
ontext-specific, and rapidly changing global problem that varies
cross time, place and vaccines [7].

Due to the complex nature of vaccine hesitancy, there is no sin-
le intervention strategy that can address all instances of vaccine
esitancy [8,9]. Dealing with vaccine hesitancy within a country
nd/or a population subgroup requires at first an understanding of
he magnitude and setting of the problem and a diagnosis of its
oot causes. This is followed by the identification and tailoring of
vidence-based strategies to address the root causes, and a sub-
equent evaluation to determine the impact of the interventions
nd monitoring whether vaccine acceptance has improved. Finally
n ongoing surveillance should be maintained to watch for possi-
le recurrence of the problem [10,11]. To help understanding the
ature and roots of the hesitancy, the Working Group developed

 matrix which describes the many determinants of vaccine hesi-
ancy [7]. This information should be widely disseminated to help
he public health community, organizations and countries to deal
ith the hesitancy challenge.

From a practical standpoint, it is important to understand that
accine hesitancy can be linked to several co-existing factors. For
nstance, when vaccine uptake is sub-optimal, concerns about vac-
ine safety may  be one discouraging factor in a setting where there
s also a problem of access to the available services; in such a sit-
ation the first priority of the immunization programme would be
o improve access to vaccination services [7].

. Capacity to address hesitancy should be built up at
lobal,  regional and country level

SAGE felt that WHO  should develop core capabilities at its head-
uarters and the regional level for gaining behavioural insights
hat could be applied to hesitancy [10,11]. This would require
he integrated skills and knowledge of sociologists, behavioural
sychologists, anthropologists, experts in social marketing and
ommunication as well as specific disease experts. Addressing the
ecessary behaviour change to overcome vaccine hesitancy is sim-

lar to the behaviour change needed to address other complex
ommunicable and noncommunicable disease problems such as
oor population compliance with the diagnosis and management
f chronic diseases such as hypertension, diabetes, and sexually
ransmitted infections. Cross-linkages between specific WHO  pro-

leased under the Offic
rammes should be strengthened as hesitancy is a cross-cutting
oncept which concerns various immunization-related fields.

WHO  should also engage partners, including civil society orga-
izations, at the global, regional and country levels, to mobilize
 (2015) 4215–4217

in  support of immunization and to combat vaccine hesitancy. The
landscape of organizations active in the field of vaccine hesitancy,
delineated by the Working Group, needs to be maintained and
updated as a resource to facilitate collaboration in global networks
of researchers and stakeholders working on vaccine hesitancy [12].

Given its vast experience in the field of polio with exper-
tise in civil society organization, communications and behavioural
change, UNICEF is encouraged to continue the work with mem-
ber states and strengthen competencies in the field of vaccine
hesitancy. Experiences from low income countries receive most
attention, but the lessons learnt that apply to vaccine hesitancy
more broadly need to be shared with high and middle income
countries. A notable example is the experience gained in a tackling
hesitancy in relation to polio vaccination [11,12].

Creation of an organizational structure, by both WHO  and
UNICEF, to address and coordinate vaccine hesitancy and demand
issues at their headquarters level, would facilitate a coordinated
cross-cutting approach to counteracting vaccine hesitancy glob-
ally, by building regional capacity to support countries in dealing
with vaccine hesitancy. Regional and country immunization advi-
sory committees should give consideration to vaccine hesitancy
issues and assist with dissemination of the products developed by
the Working Group [12].

WHO  member states are encouraged to incorporate a plan to
measure [13] and address vaccine hesitancy into their country’s
immunization programme as part of good programme practices.
Health-care workers should be educated and trained to deal with
vaccine hesitancy in patients and parents. Negative attitudes of
health-care workers towards vaccination strongly influence their
patients and potential vaccine recipients, and vaccine hesitant
behaviours among health-care workers need to be addressed. It
is also important to ensure education on vaccines and immu-
nization in general, and concerning vaccine-hesitant individuals
in particular, by inclusion of appropriate training in the curricula
of nursing, medical and other health-care students. The Working
Group also noted that ensuring education of younger individuals
about vaccines provides good opportunities to shape their beliefs
and behaviour in the future [11].

4. Sharing best practices and implementing new tools to
deal  with vaccine hesitancy

Vaccine  hesitancy is an emerging phenomenon, and many tools
to deal effectively with it are sti l in the development phase. Only
a few programmes and measures have been shown to be effec-
tive in decreasing vaccine hesitancy in specific populations where
hesitancy has been found [8–11]. Ident fying the determinants in
the hesitant subgroup and then tailoring he intervention to fit
the subgroup, setting and local resources is essential, as outcomes
are affected by many local factors related to he given contexts,
vaccines and populations. From acknowledging this basic princi-
ple, it becomes evident that regular updating and dissemination of
best practices and lessons learnt should be facilitated. This includes
regular synthesis, review and sharing of best practices for vaccine
hesitancy monitoring, intervention, and prevention, as well as pro-
moting training and making research findings available globally
and regionally.

SAGE encouraged the public health community to work together
to develop, validate and promote the use of tools to address
vaccine hesitancy, including tools for monitoring, diagnosis, inter-
vention, evaluation of impact, cost, and community acceptability.

al Information Act 198

This should be done in different settings and subpopulations in
high, middle, and low income countries, by creating or using oppor-
tunities for community input into vaccine hesitancy strategies to
ensure that they are acceptable to the local population [12].
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One potentially useful tool to address vaccine hesitancy is the
ailoring Immunization Programmes (TIP) model, developed by
HO/EURO [10], which should be validated in different popu-

ation groups and regions, and subsequently adapted to be used
lobally. Necessary support for training the trainers should be pro-
ided. Countries should be supported in using TIP, and sharing their
xperiences of its effectiveness with monitoring and evaluation of
utcomes, especially in low and middle income countries.

The  review of intervention strategies [9] highlighted a num-
er of effective measures for improving vaccine uptake, including
easures to counteract hesitancy. Although more work is needed,

mmunization programmes should move ahead with incorporat-
ng the measures that fit their setting and resources in order to

aintain or increase vaccination rates.
Integration of health prevention and intervention services with

ther health and non-health related initiatives has met  with consid-
rable success and needs to be applied more widely [6]. Vaccination
t both the individual and community levels should be included in
uch integrated services  which would help in overcoming hesi-
ancy due to complacency and convenience factors.

.  Encourage and support research on vaccine hesitancy

As  an emerging, complex, and evolving public health problem,
urther research is needed on vaccine hesitancy  including its preva-
ence, determinants, effective intervention strategies, prevention,
ecrudescence and early intervention, especially in low and middle
ncome countries, but also in high income countries. Furthermore,
esearch needs to be expanded to study factors at the individual
evel, but also at the community, contextual, and organizational
evels.

One of the main difficulties identified by the Working Group
as the lack of validated and standardized tools to assess and
easure vaccine hesitancy rates and underlying hesitancy deter-
inants across settings and between population groups, and for
onitoring trends over time [13]. A list of general hesitancy sur-

ey questions was developed by the Working Group but these
eed to be validated in different countries, as well as tested in
ifferent health-care systems, socio-cultural contexts, and vaccine
rogrammes, at the national, sub-national and local subgroup level.
owever, responses to these survey questions would need to be

nterpreted with caution.
Another  difficulty identified was the lack of data on vaccine

esitancy levels in the populations where the interventions were
ested. Special attention needs to be paid to differences and sim-
larities between routine immunization programmes and mass
accination campaigns in different settings and contexts [6].

A  third challenge identified concerns the evaluation of inter-
entions. Thus far most studies have not defined vaccine hesitancy
n the study population and have only measured change in vac-
ine uptake, without assessing whether the intervention had any
mpact on hesitancy [9]. To avoid such a paucity of information,

oving forward whenever strategies to address vaccine hesitancy
re implemented, the population should be fully described, and

 rigorous evaluation should be conducted of the impact of the
ntervention and its components on vaccine hesitancy as well as
n vaccine acceptance.

It  can be expected, as vaccine hesitancy evolves and new insights
nd information become available, that further research ques-
ions will continue to arise. The research portfolio therefore needs
o be expanded to encompass the multiple facets of this phe-

eased under the Offic
omenon at individual, community, and contextual levels in a
ulti-disciplinary effort to reduce vaccine hesitancy and ensure

hat satisfactory levels of vaccine uptake are achieved and sustained
n the future.

[
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Health communication is an evolving field. There is evidence that communication can be an effective 
tool, if utilized in a carefully planned and integrated strategy, to influence the behaviours of populations 
on a number of health issues, including vaccine hesitancy. Experience has shown that key points to 
take into account in devising and implementing a communication plan include: (i) it is necessary to 
ncy 
nication 
unication 

be proactive (ii) communication is a two-way process; (iii) knowledge is important but not enough to 
change behaviour; and (iv) communication tools are available and can be selected and used creatively 
to promote vaccine uptake. A communication strategy, incorporating an appropriate selection of the 
available communica ion tools, should be an integral part of every immunization programme, addressing 
the specific factors that influence hesitancy in the target populations. 
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ithin the Programme, communication is the poor cousin of vaccine
elivery, undeservedly receiving far less focus. Communications exper-
ise is sparse throughout and needs to be strengthened” [11]. Thus,
egardless of the setting, poor communication to promote vacci-
ation needs to be addressed generally, in addition to developing
uality targeted communication to specifically address hesitancy
nd improve vaccine uptake. The WG also noted that commu-
ity engagement and social mobilization have an important role

n encouraging and fostering trust in vaccines and vaccination
nd that communication is an essential tool in accomplishing this.
here and who the messages come from is significant when lack

f trust is a driver of hesitancy.
In  the past two decades, a number of lessons learnt about effec-

ive health communication from other fields, as well as a few
rom immun zation, have highlighted cautionary points that need
o be considered as communication plans concerning vaccination
nd vaccine hesitancy are formulated. These points are elaborated
elow.

Firstly, it is necessary to be proactive. A communication strategy
hould be integrated into the planning of any immunization pro-
ramme  from its inception. Last minute communication planning
ompromises the quality of the communication, the immuniza-
ion intervention and its impact. Lack of communication at the
utset can lead to serious problems with implementation of the
rogramme, and leaves open the space for communication by peo-
le and organizations with vested anti-vaccine interests or religious
onvictions.

The  need for a methodical and proactive communication
strategy to respond to misinformation and anti-immunization
activities was recognized in the European region [12]

Secondly, communication is a two-way process. It is in equal
easure a process of listening and telling. Understanding the

erspectives of the people for whom immunization services are
ntended, and their engagement with the issue, is as important
s the information that experts want to communicate. Formative
esearch is therefore an essential component of communication
lanning. This creates opportunities to engage people in discussion
nd debate and provides opportunities for listening and learning.
ormative research can also involve consulting existing epidemio-
ogical and social data about the specific population being targeted.

obilizing populations through their religious and community
eaders has proven to be an effective communication tool to pro-

ote polio eradication efforts in endemic countries [11].
Thirdly,  knowledge is important but is not sufficient to bring

bout changes in health behaviours or to ensure their adoption
13,14]. Different change models have been developed and vali-
ated, and may  be appropriate in different contexts [15,16]. While
he merits of each model can be debated, the importance of under-
inning a communication strategy on one or a combination of
alidated models cannot be overestimated. Communication is more
ffective when it is based on theory.

Fourthly, many communication tools are available. They include
ass electronic media, digital media, print media, social mobiliza-

ion, mobile technology, and service-based communication. These
ools can be selected and used creatively together to engage tar-
et groups in dialogue. The appropriate mix  of mediums and tools
hould be determined based on a thorough analysis of media pat-
erns. All tools need to be used thoughtfully, monitored for their
mpact, constantly honed and refined, and discarded if they are not
chieving their objectives. The use of social and other new media
eeds to be embarked upon with care and monitored for impact in

eased under the Offic
iew of the complexities of these media, as well as those of vaccine
esitancy. The role social media plays in individual and community
accine decision-making is still not fully understood. The con-
ent of social media needs to be better monitored with respect to
3 (2015) 4212–4214 4213

attitudes to vaccines and the influence of online social networks,
both for adults and children and within different social networks.
Mass communication campaigns – both online and offline – may
be more effective in building support for vaccination programmes
or maintaining revaccination social norms. They may  also prove
counterproductive with subgroups which are ardently opposed to
vaccination [7]. For any communication approach to be successful,
it is critical that it be grounded not only in theory, but also in social
data that informs accurate targeting of subgroups.

A concern about communication on vaccine hesitancy raised
by some in the immunization community is that public discus-
sion of hesitancy may, by drawing attention to it, “legitimize” it
through familiarity so that it becomes a self-fulfilling prophecy,
thus aggravating the situation. In addressing this, the WG stressed
the importance of reinforcing public perception of immunization as
a  social norm. They also reviewed data from UNICEF and the Global
Polio Eradication Initiative on community and individual concerns
raised about polio immunization in Nigeria and India. Noteworthy
findings were that by 2014, only 1.2% of unvaccinated children in
Nigeria were not vaccinated because of refusal, and the refusal rates
were highest where insecurity and social strife were highest. Many
of the unvaccinated children had been missed, i.e. not at home when
called, rather than having refused the vaccine (although in some
settings this was  interpreted as a “silent refusal”). When organized
resistance to polio immunization was present, it was typically cor-
related with political opposition to the government or an outside
group seen to be supporting immunization, and the resistance usu-
ally had a dynamic leader at the centre of the movement. Grievances
were often linked to lack of other services and amenities (i.e. immu-
nization provided a bargaining chip to leverage access to other
services or demands for political actions of government or interna-
tional players such as “stopping the drones”). Addressing vaccine
hesitancy, especially through building the trust of the local lead-
ers and community communication did lead to increases in polio
vaccine acceptance in communities and reduce vaccine hesitancy.
Thus, the evidence from the Global Polio Eradication Initiative does
not support the hypothesis that discussing/addressing hesitancy
makes the situation worse.

In  conclusion, there is evidence that communication can be an
effective tool, if utilized in a planned and integrated strategy, to
make a significant difference to the behaviours of individuals and
populations on a number of health issues including acceptance of
vaccination. Despite the complexity of vaccine hesitancy and the
broad range of its determinants, a carefully devised communica-
tion strategy should be an integral component of any immunization
programme, addressing the specific factors that influence vac-
cine uptake in the targeted population. The incorporation and
implementation of a well thought-th ough immunization commu-
nication plan should be a regular – and inextricable – part of good
immunization programme practice. Given their vast experience in
the field of polio and expertise in civil society organization, in com-
munications and in behavioural change, UNICEF is encouraged to
continue its work with WHO  and member states to ensure compe-
tencies in the field of vaccine hesitancy worldwide. Communication
strategies can and should be harnessed for vaccination, as  means
of counteracting vaccine hesitancy and promoting optimal vaccine
uptake.
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Sent by: Rachel 
Webber/MOH

20/07/2018 10:40 a.m.

To: "Simon Everitt" <Simon.Everitt@bopdhb.govt.nz>, 
cc: Stasha Mason/MOH@MOH, Jane Chambers/MOH@MOH, Pat 

Tuohy/MOH@MOH, "Connie Hui" <Connie.Hui@bopdhb.govt.nz>, "Tim Slow" 
<Tim.Slow@bopdhb.govt.nz>, Bonnie Jones/MOH@MOH, Tricia Keelan 

bcc:

Subject: Further comms support for immunisation declines

Hello Simon

Following up fu ther to your email on declines, it is useful to get this feedback on the need for more 
communication resources.

This financial year there will be a television campaign to support immunisation. We also have a 
continuous presence on social media. GSK did a very interesting analysis of mentions of immunisation on 
social media last year. I  showed that with the Vaxxed movie, there was a huge increase in the discussion 
of immunisation on social media. The vast majority of it was positive, but the amount of "noise" 
overwhelmed people's decision making about immunisation even when most of the information was 
positive, We are looking at ways to address this.     

We have prepared a media toolkit that is in the link below. This includes videos and ads that you can 
embed in your own webpages etc.  

https://www.hpa.org.nz/sites/default/files/images/4 1%20IM057%20Immunisation%20Week%202018%20
Toolkit_med%20Res.pdf

Kind regards

Rachel Webber
Senior Advisor Immunisation
System Outcomes
Service Commissioning
Ministry of Health
DDI: 04 816 2664
Mobile:  (not available Tuesdays and Thursday mornings) 

http://www.moh.govt.nz
mailto:Rachel_Webber@moh.govt.nz

Please note that I work four days per week and am not usually available on Tuesdays

s 9(2)(a)

Released under the Official Information Act 1982



Sent by: Rachel 
Webber/MOH

26/09/2018 12:29 p.m.

To: Alison Bourn <Alison.Bourn@omwwl.maori.nz>, 
cc:

bcc:

Subject: RE: Research into barriers to immunisation for Māori children

Hello Alison

I am still bringing together all the available evidence. 

Your local NIR administrator can provide you with immunisation data for the Canterbury region.

Every quarter immunisation coverage by DHB by ethnicity is published on our webpage  
https://www.health.govt nz/our-work/preventative-health-wellness/immunisation/immunisation-coverage/n
ational-and-dhb-immunisation-data. 

I've attached the latest results.

Immunisation Tier 1 Stats 3 month period_11Jul2018 final.xlsxImmunisation Tier 1 Stats 3 month period_11Jul2018 final.xlsx

Kind regards

Rachel Webber
Senior Advisor Immunisation
System Outcomes
Service Commissioning
Ministry of Health
DDI: 04 816 2664
Mobile:  (not available Tuesdays and Thursday mornings) 

http://www.moh.govt.nz
mailto:Rachel_Webber@moh.govt.nz

Please note that I work four days per week and am not usually available on Tuesdays

Alison Bourn 18/09/2018 12:34:29 p.m.Kia ora Rachel, It would be interesting...

From: Alison Bourn <Alison.Bourn@omwwl.maori.nz>
To: "Rachel_Webber@MOH.govt.nz" <Rachel_Webber@MOH.govt.nz>, 
Date: 18/09/2018 12:34 p.m.
Subject: RE: Research into barriers to immunisation for Māori children

s 9(2)(a)
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Kia ora Rachel,
It would be interesting to note what research you already have on this topic. Also, in what areas of the 
country is there a current drop in Maori infant immunisation? As the Tamariki Ora provider for 
Canterbury it is important for us to know whether this has happened here.
Thanks 
Nga mihi nui
 
Alison Bourn
General Manager
 
From: Rachel_Webber@MOH.govt.nz <Rachel_Webber@MOH.govt.nz> 
Sent: Monday, 17 September 2018 1:22 PM
To: Alison Bourn <Alison.Bourn@omwwl.maori.nz>; Andrew.Goodger@nmdhb.govt.nz; 
Andrew.Lindsay@nmdhb.govt.nz; betty.gilsenan@westcoastdhb.org.nz; 
Barb.Bradnock@midcentraldhb.govt.nz; Bevan Clayton‐Smith [TDHB] 
<Bevan.Clayton‐Smith@tdhb.org.nz>; Bridget.Lester@cdhb.health.nz; carliza@nmo.org.nz; 
Cilla.Wyllie‐Schmidt@waikatodhb.health.nz; Claudelle.Pillay@middlemore.co.nz; Connie Hui 
<Connie.Hui@bopdhb.govt.nz>; dcoxshall@scdhb.health.nz; Delwynne.Sheppard@northlanddhb.org.nz; 
Elizabeth.Grinlinton@huttvalleydhb org.nz; Fiona.Jackson@hawkesbaydhb.govt.nz; 
Georgina.Tucker@waitematadhb.govt.nz; immune@scdhb.health.nz; 
Ilona.Weekley@southerndhb.govt.nz; janet.hogan@westcoastdhb.health.nz; jonathanm@nhc.maori.nz; 
Janine.Brown@tdh.org.nz; Jeanette.Wedding@northlanddhb.org.nz; 
Jillian.Boniface@southerndhb.govt.nz; Jon.Buchan@wdhb.org.nz; Jonathan.Jarman@tdhb.org.nz; 
Kay.Lawrie@middlemore.co.nz; Kim.Winckel@lakesdhb.govt.nz; louise.lewis@compasshealth.org.nz; 
margaret.dalton@hawkesbaydhb.govt.nz; Melanie.Hurliman@tdhb.org.nz; 
Michelle.Vandenbroek@lakesdhb.govt.nz; Natalie.Desmond@waitematadhb.govt.nz; 
pip.king@lakesdhb.govt.nz; robyn.maxwell@tdhb.org.nz; rowena.kui@wdhb.org.nz; 
ruth.rhodes@waikatodhb.health.nz; Roimata.timutimu@bopdhb.govt.nz; 
sgreensmith@scdhb.health.nz; sharyn.kenning@westcoastdhb.health nz; simonr@nhc.maori.nz; 
Sandi.French@tdh.org.nz; Sue.Hina@wrpho.org.nz; tback@scdhb health.nz; teiringa@ngatitoa.iwi.nz; 
T.Knight@temanutoroa.org.nz; TePare.Meihana@ccdhb.org.nz; The ma.brown@southerndhb.govt.nz; 
Tim Slow <Tim.Slow@bopdhb.govt.nz>; Tina.Tyacke@compasshealth.org.nz; victoria@healthhb.co.nz
Subject: Research into barriers to immunisation for Māori children
 
Hello 

I am currently compiling research into barriers to immunisation for Māori children to help us under tand where we 
have gaps in our knowledge and how we can address the current drop in infant immunisation coverage for Māori  
children. 

I know that some of you have done some great work at the local level looking into what causes people to de line 
immunisation or other barriers and how they can be addressed,. If you would be willing to share this with me, that 
would be a great help. 

Please send any relevant information to me. 

Thanks very much. 

Kind regards 

Released under the Official Information Act 1982



Rachel Webber
Senior Advisor Immunisation
System Outcomes 
Service Commissioning
Ministry of Health
DDI: 04 816 2664 
Mobile:  (not available Tuesdays and Thursday mornings) 

http: /www moh.govt.nz
mailto:Rachel Webber@moh.govt.nz 

Please note that I work four days per week and am not usually available on Tuesdays 

*************************** ************************************************
Statement of confidentiality: This e‐mail message and any accompanying
attachments may contain information that is IN‐CONFIDENCE and subject to
legal privilege.
If you are not the intended recipient, do not read, use, disseminate,
distribute or copy this message or attachments.
If you have received this message in error, please notify the sender
immediately and delete this message.
**************************************************************************** 

This e‐mail message has been scanned for Viruses and Content and cleared by the Ministry of Health's 
Content and Virus Filtering Gateway 

s 9(2)(a)
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Nationa l 
Immunisation 

Prg 1ster 

NIR: Rtcordlng lmmuniHtl<ln history 

IMMUNISATION COVERAGE AT MILESTONE AGE (5 YEARS 0 1 
Reporting Period: Three-month period ending 30-Jun-2018 

Report run date: 11-Jul-2018 

The report measures the number of children who turned the milestone age of 5 years between 01-Apr-2018 a 
age appropriate immunisations by the time they turned the milestone age. 

Coverage 
IMMUNISATION COVERAGE BY PRIORITISED ETHNICITY 

'J I• DHB Area Total NZE Maori Pacific 

1-~ Fully Fully 
Fully 

Fully 
No. No. No. llrm .mis No. 

Eligible 
lrml.lnised % Eligible 

lrmiunised % Eligible edfor 
% Eligible 

lrml.lnise % 

~ 

for Age for Age 
Aoe 

d for Age 

Auckland - 1,409 1,193 84.7% 418 384 91.9% 150 110 73.3% 249 205 82.3% 

Bay of Plenty Jr 814 638 78.4% 375 310 82.7% 289 224 77.5% 17 14 82.4% 

Canterbury 1,577 1462 92.7% 936 902 96.4% 201 175 87.1% 70 63 900% 

Capital and Coast 925 848 91.7% 420 392 93.3% 151 133 88.1% 89 85 95.5% 

Counties Manukau 2,131 1,924 90.3% 390 353 90.5% 446 378 84.8% 702 643 91.6% 

Hawkes Bay 516 480 930% 217 206 94.9% 206 185 89.8% 33 30 90.9% 

Hutt Valley 516 472 91.5% 214 200 93.5% 107 100 93.5% 58 54 93.1% 

Lakes 362 297 820% 125 107 85.6% 189 153 81.0% 11 11 1000% 

MidCentral 528 487 92.2% 267 251 94.0% 167 153 91.6% 25 22 880% 

Nelson Marlborough 409 363 88.8% 273 244 89.4% 72 65 90.3% n/s n/s 83.3% 

Northland 586 492 84 0% 203 171 84.2% 314 263 83.8% 21 20 95.2% 

South Canterbury 167 154 92.2% 115 109 94.8% 23 22 95.7% n/s n/s 1000% 

Southern 919 854 92.9% 604 564 93.4% 134 124 92.5% 32 29 90.6% 

Tairawhiti 187 166 88.8% 60 57 95.0% 107 95 88.8% n/s n/s 1000% 

Taranaki 398 351 88.2% 236 217 91.9% 112 96 85.7% n/s n/s 1000% 

Waikato 1,455 1,231 84.6% 658 575 87.4% 467 386 82.7% 73 65 890% 

Wairarapa 122 115 94.3% 64 61 95.3% 43 42 97.7% n/s n/s 33.3% 

Waitemata 2,024 1,720 85.0% 777 673 866% 251 214 85.3% 231 189 81 .8% 

West Coast 89 72 80.9% 47 41 87 2% 23 20 87.0% n/s n/s 1000% 

Whanganui 196 171 87.2% 87 82 94.3% 83 69 83.1% n/s n/s 750% 

National 15,330 13,490 88.0% 6,486 5,899 90.9% 3,535 3,007 85.1 % 1,640 1,454 88.7% 

IMMUNISATION COVERAGE BY LEVEL OF DEPRIVATION 

DHB Area Dep 1-2 Dep 3-4 Dep 5-6 Dep 7-8 

Fully Fully 
Fully 

Fully 
No. No. No. lrml.lnis No 

Eligible 
lrml.lnised % Eligible 

lrmiunised % Eligible edfor 
% Eligibe 

lrml.lnise % 
for Age for Age 

Aoe 
d for Age 

Auckland 211 181 85.8% 247 219 88.7% 254 226 89.0% 241 203 84.2% 

Bay of Plenty 87 71 81.6% 129 107 82.9% 149 119 79.9% 141 100 70.9% 

Canterbury 399 361 90.5% 321 298 92.8% 273 253 92.7% 235 217 92.3% 

Capital and Coast 245 230 93.9% 177 158 89.3% 153 139 90.8% 106 97 9 .5% 

Counties Manukau 232 212 91.4% 248 234 94.4% 206 192 93.2% 337 309 91.7% 

Hawkes Bay 53 51 96.2% 68 65 95.6% 86 82 95.3% 102 94 92.2% 

Hutt Valley 104 93 89.4% 70 64 91.4% 100 94 940% 106 96 90.6% 

Lakes 37 31 83.8% 46 37 80.4% 43 36 83.7% 75 62 82.7% 

Mid Central 68 62 91.2% 85 80 94.1% 100 91 91 0% 108 100 92.6% 

Nelson Marlborough 63 59 93.7% 92 83 90.2% 88 73 830% 99 93 93.9% 

Northland 43 33 76.7% 67 53 79.1% 98 91 92.9% 128 105 820% 

South Canterbury 18 18 1000% 52 46 88.5% 33 30 90.9% 44 40 90.9% 

Southern 241 220 91.3% 207 194 93.7% 189 178 94.2% 146 138 94.5% 

Tairawhiti 17 14 82.4% 20 19 95.0% 24 23 95.8% 34 31 91.2% 

Taranaki 40 34 850% 80 72 90.0% 88 74 84.1% 94 84 89.4% 

Waikato 184 165 89.7% 226 190 84.1% 253 206 81.4% 247 214 86.6% 



Wairarapa 21 20 95.2% 20 19 95.0% 21 20 95.2% 38 35 92.1%
Waitemata 384 343 89.3% 400 340 85.0% 409 341 83.4% 321 267 83.2%
West Coast n/s n/s 88.9% 14 11 78.6% 15 12 80.0% 23 21 91.3%
Whanganui 14 11 78.6% 14 12 85.7% 37 32 86.5% 43 40 93.0%
National 2,470 2,217 89.8% 2,583 2,301 89.1% 2,619 2,312 88.3% 2,668 2,346 87.9%

KEY

Fully Immunised for 
Age

n/s Data not shown to protect privacy - less than 10 children in the group.

Other Children enrolled on the NIR of any ethnicity except Maori, Pacific, Asian or New Zealand European. Inc       
American/Hispanic.

The information contained in this report has been derived from the National Immunisation Register database. While the Ministry of Healt           
information contained in this report is accurate and complete, it accepts no liability or responsibility for the manner in which the informati       

Dep

National The total number of eligible children including the number of individuals where the address cannot be as           

Dep Unavailable Level of deprivation cannot be assigned as the individual's address has not been recognised.

Deprivation - the average socioeconomic deprivation of an area. An individual's address is matched to th            
lowest level of deprivation, Dep 9-10 the greatest level of deprivation. 

No. Eligible The number of children who turned the milestone age during reporting period.

The number of eligible children who had completed all of their age appropriate immunisations by the time     
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F AGE) 

• nd 30-Jun-2018 and who have completed their 

figures include Pneumococcal vaccine 

~I~ Asian Other 

No. 
Fully 

No. 
Fully 

Eligible 
111n1nise '!(, 

Eligible 
llllnlnised '!(, 

d lor Age for Age 

434 375 86.4% 158 119 75.3% 

58 45 77.6% 75 45 60.0% 

216 204 944% 154 118 76.6% 
134 125 93.3% 131 113 86.3% 

472 443 93.9% 121 107 88.4% 

31 30 96.8% 29 29 1000% 

83 74 89.2% 5 44 81.5% 

19 12 63.2% 18 14 77.8% 

36 34 94.4% 33 27 81.8% 

25 23 92.0% 33 26 78.8% 

22 18 81 .8% 26 20 76.9% 

12 10 83.3% 15 11 73.3% 

75 70 93.3% 74 67 90.5% 
n/s n/s 57.1% n/s n/s 66.7% 

20 17 85.0% 27 18 66.7% 

151 136 90.1% 106 69 65.1% 

n/s n/s 100.0% n/s n/s 87.5% 
499 454 91 .0% 266 190 71.4% 

n/s n/s 100.0% 10 n/s 20.0% 

n/s n/s 87.5% 10 n/s 700% 

2,312 2,091 90.4% 1,357 1,039 76.6% 

Dep 9-10 Dep Unavailable 

No. 
Fully 

No. 
Fully 

Eligible 
l111n1nise '!(, 

Eligible 
lrrmmised '!(, 

d for Age for Age 

344 261 75.9% 112 103 92.0% 

221 165 74.7% 87 76 87.4% 

150 138 92.0% 199 195 98.0% 

106 96 90.6% 138 128 92.8% 

859 757 88.1% 249 220 88.4% 

175 158 90.3% 32 30 93.8% 

112 101 90.2% 24 24 100.0% 
139 113 81 .3% 22 18 81.8% 

133 120 90.2% 34 34 100.0% 

28 23 82.1% 39 32 82.1% 

202 172 85.1% 48 38 79.2% 
18 18 100.0% n/s n/s 1000% 

101 93 92.1% 35 31 88.6% 

92 79 85.9% n/s n/s n/s 

66 61 92.4% 30 26 86.7% 

368 293 79.6% 177 163 92.1% 



22 21 95.5% n/s n/s n/s 

172 141 82.0% 338 288 85.2% 

23 15 65.2% n/s n/s 100.0% 

86 74 86.0% n/s n/s 100.0% 

3,417 2,899 84.8% 1,573 1,415 90.0% 

e they turned the milestone age. 

ie level of deprivation for that area. Dep 1-2 has the 

signed to a DHB as individual's address has not been 

ludes European African, Middle Eastern, Latin 

th has taken all reasonable steps to ensure that the 
on is used or subsequently relied on. 



Sent by: Rachel 
Webber/MOH

15/06/2018 04:32 p.m.

To: pip.king@lakesdhb.govt.nz, 
cc:

bcc:

Subject: Invitation for an immunisation progress conversation next week

Hi Pip

I hope th s email finds you well. 

As part of our commitment to supporting DHB childhood immunisation programmes, we would like to 
have a conversation set up for next week to follow up on progress throughout this quarter.

As part of your DHB response from last quarter, you mentioned a possibility of changing models of 
service delivery from general practice to other community providers. We would like to hear more about 
this, as well as how you are addressing barriers to on time immunisation of children. 

Can you please advise whether you would be available for a teleconference next week, and let us know a 
preferred date (except Tuesday). We will then send you an invite with the teleconference details. Please 
let us know who else it would be appropriate to include in the conversation.

Thank you 

Kind regards

Rachel Webber
Senior Advisor Immunisation
System Outcomes
Service Commissioning
Ministry of Health
DDI: 04 816 2664
Mobile:  (not available Tuesdays and Thursday mornings) 

http://www.moh.govt.nz
mailto:Rachel_Webber@moh.govt.nz

Please note that I work four days per week and am not usually available on Tuesdays

s 9(2)(a)
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Sent by: Rachel 
Webber/MOH

15/06/2018 04:30 p.m.

To: "Christine McKay (CMDHB)" <Christine.McKay@middlemore.co.nz>, "Carmel 
Ellis (CMDHB)" <Carmel.Ellis@middlemore.co.nz>, 

cc: Chris Millar/MOH@MOH, Lea Ketu'u/MOH@MOH, 
bcc:

Subject: Invitation for an immunisation progress conversation next week

Hello Christine and Carmel,

I hope this email finds you well. 

As part of our commitment to supporting DHB childhood immunisation programmes, we would like to 
have a conversation set up for next week to follow up on progress throughout this quarter.
We would like to hear from you on your progress particularly, Mâori and Pasifika immunisation coverage. 

Can you please advise whether you would be available for a teleconference next week, and let us know a 
preferred date (except Tuesday). We will then send you an invite with the teleconference details. Please 
let us know who else it would be appropriate to include in the conversation.

Thank you 

Kind regards

Rachel Webber
Senior Advisor Immunisation
System Outcomes
Service Commissioning
Ministry of Health
DDI: 04 816 2664
Mobile: 021 220 9792 (not available Tuesdays and Thursday mornings) 

http://www.moh.govt.nz
mailto:Rachel_Webber@moh.govt.nz

Please note that I work four days per week and am not usually available on Tuesdays
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Sent by: Rachel 
Webber/MOH

15/06/2018 04:36 p.m.

To: Delwynne.Sheppard@northlanddhb.org.nz, 
cc: Chris Millar/MOH@MOH, Lea Ketu'u/MOH@MOH, 

bcc:

Subject: Invitation for an immunisation progress conversation next week

Hi Delwynne

I hope this email finds you well, and that you are seeing more sun than we are!

As part of our commitment to supporting DHB childhood immunisation programmes, we would like to 
have a conversation set up for next week to follow up on progress throughout this quarter.

Over the last quarter, in your DHB response, it was clear that you have engaged in a multitude of 
initiatives to address the decrease in coverage rates for infant immunisation. How are these initiatives 
going and is there anything you would like support with from us? 

Can you please advise whethe  you would be available for a teleconference next week, and let us know a 
preferred date (except Tuesdays). We will then send you an invite with the teleconference details. Please 
let us know who else it would be appropriate to include in the conversation.

Thank you 

Cheers
Rachel

Rachel Webber
Senior Advisor Immunisation
System Outcomes
Service Commissioning
Ministry of Health
DDI: 04 816 2664
Mobile: (not available Tuesdays and Thursday mornings) 

http://www.moh.govt.nz
mailto:Rachel_Webber@moh.govt.nz

Please note that I work four days per week and am not usually available on Tuesdays

s 9(2)(a)
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Sent by: Rachel 
Webber/MOH

06/07/2018 04:18 p.m.

To: Sandi.French@tdh.org.nz, Janine.Brown@tdh.org.nz, 
cc: Chris Millar/MOH@MOH, Lea Ketu'u/MOH@MOH, 

bcc:

Subject: Follow-up to our imms conversation 

Hello Sandi and Janine

It was great to catch up with you recently. 

I wanted to follow-up on the discussion that we had around championing immunisation in the 
hospital/ED/paediatric wards/outpatients in Tairawhiti. Do you think it would be useful for Pat Tuohy to 
write to hospital management expressing the importance of support for this? If so, I am happy to facilitate 
that. Let us know if there is a different way that we can support you. 

Cheers
Rachel

Rachel Webber
Senior Advisor Immunisation
System Outcomes
Service Commissioning
Ministry of Health
DDI: 04 816 2664
Mobile:  (not available Tuesdays and Thursday mornings) 

http://www.moh.govt.nz
mailto:Rachel_Webber@moh.govt.nz

Please note that I work four days per week and am not usually available on Tuesdays

s 9(2)(a)
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Sent by: Rachel 
Webber/MOH

15/06/2018 04:40 p.m.

To: "Nicholette Pomana" <Nicholette.Pomana@tdh.org.nz>, 
Margot.McLean@tdh.org.nz, 

cc: Chris Millar/MOH@MOH, Lea Ketu'u/MOH@MOH, 
bcc:

Subject: Invitation for an immunisation progress conversation next week

Hello Nicholette and Margot

I hope this email finds you well. 

As part of our commitment to supporting DHB childhood immunisation programmes, we would like to 
have a conversation set up for next week to follow up on progress throughout this quarter.

We were encouraged to see the solutions and initiatives you had in place to address barriers to childhood 
immunisation from your DHB response from last quarter. We would be interested in being updated on the 
progress of these initiatives. We are particularly interested in the initiatives that are working for Tairawhiti 
and meets the needs of the whanau and pepe of Tairawhiti.

Can you please advise whether you would be available for a teleconference next week, and let us know a 
preferred date (except Tuesday). We will then send you an invite with the teleconference details. Please 
let us know who else it would be appropriate to include in the conversation.

Thank you

Kind regards

Rachel Webber
Senior Advisor Immunisation
System Outcomes
Service Commissioning
Ministry of Health
DDI: 04 816 2664
Mobile: 021 220 9792 (not available Tuesdays and Thursday mornings) 

http://www.moh.govt.nz
mailto:Rachel_Webber@moh.govt.nz

Please note that I work four days per week and am not usually available on Tuesdays
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Sent by: Rachel 
Webber/MOH

15/06/2018 04:42 p.m.

To: "Bevan Clayton-Smith [TDHB]" <Bevan.Clayton-Smith@tdhb.org.nz>, 
cc: Chris Millar/MOH@MOH, Lea Ketu'u/MOH@MOH, 

bcc:

Subject: Invitation for an immunisation progress conversation next week

Hello Bevan

I hope th s email finds you well. 

As part of our commitment to supporting DHB childhood immunisation programmes, we would like to 
have a conversation set up for next week to follow up on progress throughout this quarter.

We would like to talk to you about the HEAT recommendations and support you to create an action plan 
that prioritises immediate actions to increase coverage for your Mâori population. It would also be useful if 
we can discuss NCHIP to identify how the usefulness of this tool can be maximised, as we know that 
other DHBs have also had challenges in this area.

Can you please advise whether you would be available for a teleconference next week, and let us know a 
preferred date (except Tuesday). We will then send you an invite with the teleconference details. Please 
let us know who else it would be appropriate to include in the conversation.

Thank you

Kind regards

Rachel Webber
Senior Advisor Immunisation
System Outcomes
Service Commissioning
Ministry of Health
DDI: 04 816 2664
Mobile: (not available Tuesdays and Thursday mornings) 

http://www.moh.govt.nz
mailto:Rachel_Webber@moh.govt.nz

Please note that I work four days per week and am not usually available on Tuesdays

s 9(2)(a)
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Sent by: 
n.turner@auckland.ac.nz

18/05/2018 04:55 p.m.

To: "Rachel_Webber@MOH.govt.nz" <Rachel_Webber@MOH.govt.nz>, 
"Chris_Millar@moh.govt.nz" <Chris_Millar@moh.govt.nz>, 

cc: "Jane_Chambers@moh.govt.nz" <Jane_Chambers@moh.govt.nz>, 
bcc:

Subject: FW: HEAT Reccomendations Final Report : Taranaki DHB

H  Rachel and Chris
You may well have already seen this report – nothing new I know,  but it does quite nicely describe some 
of the key issues we are seeing that are part of our problem with low Maori coverage – particularly 
around enrolment and access and so I think is quite useful to refer to 
 
 
Warm regards
Nikki
 
 
 
 
From: Bevan Clayton‐Smith [TDHB] <Bevan.Clayton‐Smith@tdhb.org.nz> 
Sent: Tuesday, 8 May 2018 11:08 AM
To: Nikki Turner <n.turner@auckland.ac.nz>
Cc: Trish Wells‐Morris <imactaranaki@ihug.co.nz>
Subject: HEAT Reccomendations Final Report 
 

 
Morena Nicky and the IMAC Team
 
Please find attached a copy of the report from the TDHB Public Health Unit on the Taranaki 
childhood immunisation service utilising a Health Equity Assessment Tool (HEAT) framework 
and approach. Thank you for your participation in this health equity assessment process.
 
The DHB supports the document and are working through the recommendations in conjunction 
with other identified priorities within the overall Immunisation System within the Taranaki 
region. The Taranaki Immunisation Advisory Group (TIAG) on behalf of the DHB are establishing 
a formal work plan and activities that lead to positive and effective change over the next three 
years and take the 11 HEAT recommendations into account. The DHB also acknowledge the 
wider recommendations influencing immunisation that extend beyond the scope and direct 
influence of TIAG.
 
We look forward to your utilisation of the report that improves  equitable immunisation across 
the whenua.
 
Regards
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Bevan Clayton-Smith
Manager Public Health
Taranaki District Health Board
Private Bag 2016 New Plymouth 4342 New Zealand 
Phone 06 753 6139 Ext 7485  Mobile    
bevan.clayton-smith@tdhb.org.nz
 
Taranaki Together, a Healthy Community - Taranaki Whānui, He Rohe Oranga
 
 
Taranaki DHB has a policy on acceptable use of email. If the content of this
message is inappropriate or breaches your organisation's policy, please
contact the IT Service Desk to register a complaint.
 
Email: it.servicedesk@tdhb.org.nz
 
This email has been scrubbed for your protection by SMX. For more information visit smxemail.com

Summary Report Health Equity Assessment Childhood Immunisation in Taranaki.pdfSummary Report Health Equity Assessment Childhood Immunisation in Taranaki.pdf

s 9(2)(a)

Released under the Official Information Act 1982



 

 

 

 

 

 

 

 

  

 

Released under the Official Information Act 1982



 

  Released under the Official Information Act 1982



Table of Contents 

EXECUTIVE SUMMARY ..................................................................................................................... 1 

BACKGROUND ................................................................................................................................. 4 

HEALTH EQUITY ASSESSMENT ............................................................................................................... 4 

Promoting equity in health ................................................................................................................ 4 

Figure Four – The main determinants of health (Dahlgren and Whitehead, 1991). ......................... 4 

Health Equity Assessment Tool ......................................................................................................... 5 

Access and equity .............................................................................................................................. 5 

Figure Five – A conceptual framework of access to health care, Levesque et al (2013) ................... 5 

TARANAKI PROFILE ................................................................................................................................. 6 

Figure One  – Deprivation in Taranaki, NZ Deprivation Index, 2013 ................................................. 6 

Figure Two - Map of Deprivation for Taranaki region ....................................................................... 7 

Figure Three – Employment in Taranaki, by occupation, 2013 ......................................................... 8 

CHILDHOOD IMMUNISATION .. ........................................................................................................... 9 

TARANAKI CHILDHOOD IMMUNISATION SERVICE ............................................................................... 10 

INEQUITY IN IMMUNISATION IN TARANAKI ........................................................................................ 11 

Immunisation Coverage ......................... .. . ................................................................................ 11 

Figure Six - Taranaki Childhood Immunisation Coverage Jan-Dec 2016 at all Milestones Ages, by 

Ethnicity ......................................................... .. .. ......................................................................... 11 

Figure Seven – Taranaki Childhood Immunisation Coverage Jan-Dec 2016 at Six Month 

Milestone, by Deprivation ............................................. ... ............................................................ 13 

Figure Eight – Taranaki Childhood Immunisation Coverage Jan-Dec 2016 at Eight Month 

Milestone, by Deprivation ....................................................... ..... ................................................. 14 

Figure Nine – Taranaki Childhood Immunisation Coverage Jan-Dec 2016 at Twelve Month 

Milestone, by Deprivation ................................................................. .... ....................................... 14 

Figure Ten – Taranaki Childhood Immunisation Coverage Jan-Dec 2016 at Eighteen Month 

Milestone, by Deprivation ............................................................................ . .. ......................... 15 

Figure Eleven – Taranaki Childhood Immunisation Coverage Jan-Dec 2016 at Twenty-Four 

Month Milestone, by Deprivation ............................................................................ ..................... 15 

Figure Twelve – Taranaki Childhood Immunisation Coverage Jan-Dec 2016 at Five Year 

Milestone, by Deprivation .................................................................................................... ........ . 16 

Outreach Immunisation Service ...................................................................................................... 16 

Figure Thirteen – North Taranaki Outreach Immunisation Service, Rates of Children Under Five 

Years Old, by Geographic Location .................................................................................................. 17 

Figure Fourteen – South Taranaki Outreach Immunisation Service, Rates of Children Under Five 

Years Old, by Geographic Location .................................................................................................. 18 

 

 

Released under the Official Information Act 1982



METHODOLOGY ............................................................................................................................ 19 

Figure Fifteen – Data sources utilised to inform Taranaki DHB Health Equity Assessment 

process, 2017. .................................................................................................................................. 20 

Workshop ........................................................................................................................................ 20 

Key Informant Interviews ................................................................................................................ 21 

Consumer Voice ............................................................................................................................... 21 

RESULTS ........................................................................................................................................ 22 

1. LITERATURE REVIEW ........................................................................................................................ 22 

2. APPLICATION OF HEAT – WORKSHOP & KEY INFORMANTS ............................................................ 29 

3. CONSUMER FOCUS GROUP .............................................................................................................. 44 

4. CONSUMER TELEPHONE INTERVIEWS ............................................................................................. 50 

DISCUSSION ....... .. .. .. ................................................................................................................ 54 

RECOMMENDATIONS . . .. ............................................................................................................. 60 

CONCLUSION .......................... . .................................................................................................... 62 

APPENDIX ONE – Taranaki District Health Board Health Equity Assessment Process, 2017. .............. 63 

APPENDIX TWO  – Workshop Agenda ................................................................................................. 64 

APPENDIX THREE – Workshop Powerpoint Presentation .................................................................... 65 

APPENDIX FOUR  – Workshop HEAT Tool Worksheets ........................................................................ 71 

APPENDIX FIVE  - Workshop Participant Feedback Form .................................................................... 74 

APPENDIX SIX  - Consumer Telephone Interview Guide ... ................................................................. 75 

APPENDIX SEVEN –  Focus Group Interview Guide .............. ............................................................... 77 

APPENDIX EIGHT – Literature Review Search Outline ............. .. . ................................................... 78 

APPENDIX NINE - Key Informant Interview Submission .............. .... .................................................. 79 

APPENDIX TEN - Participant Feedback on Workshop .......................... .... ......................................... 82 

REFERENCES ........................................................................................... ...... ............................... 84 

 

 

 

 

 

 

Acknowledgements 

 

This report was prepared in 2017 by Eloise Pollard (Public Health Advisor) and Maree Young 

(Research Analyst) for Taranaki District Health Board.  

 

The authors are grateful for the comments received by external peer reviewers Associate Professor 

Nikki Turner,  Associate Professor Bridget Robson and Professor Louise Signal. 

 

Released under the Official Information Act 1982



Summary Report Health Equity Assessment: Childhood Immunisation in Taranaki   Page 1 

EXECUTIVE SUMMARY  
 

In 2017 the Taranaki District Health Board (Taranaki DHB) Public Health Unit led a Health Equity 

Assessment (HEA) process of the Taranaki childhood immunisation service. It sought to understand 

the existing inequities in childhood immunisation coverage in Taranaki and identify service 

improvement opportunities that can be driven by Taranaki DHB to address existing inequities. 

 

The Ministry of Health 2008 Health Equity Assessment Tool (HEAT)1 was applied using a participatory 

approach at a stakeholder workshop and in key informant interviews. Consumer voice input was 

collected at a caregiver focus group and through telephone interviews with immunisation service 

users. A literature review examined published research on effective interventions that address 

inequities in immunisation. This literature review provided an evidence base for the HEA. 

 

All Taranaki children should benefit from immunisation, regardless of where they live and who they 

are. As part of the human right to health, inequities in accessing the benefits of immunisation should 

be considered unfair and avoidable, and as such warrant an active response to their elimination2. 

This HEA highlighted existing geographical, ethnic and socio-economic inequities in achieving timely 

immunisation coverage of children in Taranaki. It found that tamariki Māori experience notable 

inequity at a number of key milestones and are over-represented on the Outreach Immunisation 

Service (OIS). Socio-economic and geographic inequities were also evident, with areas of higher 

deprivation having highest rates of infants on the OIS list, including the areas of Waitara, Marfell and 

Manaia.  

 

Significant barriers were identified for families living in Waitara to accessing wider general practice 

services. It was found that more than two thirds of infants on the OIS list who live in Waitara are 

either not enrolled at a general practice or are enrolled in one outside of the Waitara area, 

highlighting access to general practice as a key determinant of immunisation inequities for this 

population. While this is likely due to a range of system factors, it is noted that the local general 

practice in Waitara was not enrolling new patients at the time of this assessment. As childhood 

immunisation is a good indicator of equity in child health, this report also highlighted the broader 

issue of inequity in access to primary health care in Taranaki.   

 

Key themes to emerge from this assessment include primary health care access barriers including 

enrolment, communication and transport; the importance of community partnerships and 

representation in immunisation service governance; health literacy and service enhancements for 

Māori in general practice; practice level equity coverage monitoring; encouraging re-engagement 

into primary health care by OIS; antenatal focus on immunisation with whānau members; and the 

value of Māori consumer input into service planning. 

 

This assessment highlighted a wide range of opportunities to strengthen the equity focus of the 

service. It also highlighted that a number of strategies are required at multiple levels to tackle 

persisting inequities and meet national immunisation targets. It is suggested that the collection of 

strategies are prioritised with resources targeted towards actions that will have the greatest long-
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term impact on reducing existing disparities and seek to address the underlying causes of inequities. 

As a result of this HEA, the following recommendations are made to Taranaki DHB Planning, Funding 

and Population Health for the Taranaki Childhood Immunisation Service: 

 

1. Regularly review immunisation service by obtaining consumer feedback, with a focus on 

Māori consumer voice, to inform ongoing service planning. 

 

2. Taranaki Immunisation Steering Group undergoes a self-review process to ensure equity-

focussed member representation and review terms of reference to ensure effectiveness and 

increase equity. 

 

3. Introduce quarterly equity data reporting of immunisation coverage at a general practice 

level and monitor coverage.  

 

4. Work with PHO to identify opportunities to enhance health literacy and delivery of culturally 

appropriate services to improve timely immunisation uptake rates (for example, a health 

literacy review at a practice level). This could utilize practice level equity data reports to 

identify underperforming practices to target with customised actions plans. 

 

5. Work with the PHO to understand existing provider systems and their effectiveness, 

including SMS precalls and identify opportunities to support general practices to introduce 

system changes to improve timeliness of immunisation events. 

 

6. Develop a communications media plan to promote accurate immunisation messages, 

including social media, with a strong health equity focus and community input. 

 

7. Actively work with LMC and antenatal education services to disseminate accurate 

immunisation information positively and encourage early enrolment in primary care, 

including development of Hapu Wananga (kaupapa Māori antenatal education programme). 

 

8. Work with the PHO to encourage general practices in priority communities to accept un-

enrolled children for immunisation, with one-off immunisation benefit subsidy funding. 

 

9. Continue to offer childhood immunisation at future free annual winter flu vacc nation ‘pop-

up clinics’ held in key geographic locations and ensure they are planned with local 

community groups who are connected to whānau. 

 

10. Undertake an audit of the OIS to assess if the recommendations in the Ministry of Health 

National Review of OIS have been implemented. The audit will aim to increase opportunities 

to deliver a service that provides equity, efficiency and effectiveness, with a particular focus 

on strengthening the OIS efforts to engage families with primary care services. 

 

11. Continually collect and analyse outreach participant lists and monitor quarterly and annually 

to identify which population groups continue to be represented in OIS. 
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While the HEA focussed on the Childhood Immunisation Service, this assessment highlighted a 

number of wider opportunities to improve access to primary health services. The Taranaki DHB may 

like to consider the following suggestions: 

 

1. Work with the PHO to explore the need for a HEA of primary health enrolment for children 

under five years old. 

 

2. Continue efforts to address the shortage of general practitioners in Taranaki, particularly 

South Taranaki and Waitara. 

 

3. Planning, Funding and Population Health to work with Māori health providers to provide 

additional support (such as transport services) to link families to practices in high deprivation 

areas and with high proportion of Māori whanau, under the Te Kawau Mārō contract.  

 

4. Consider establishing a free 0800 phone number to Taranaki DHB to transfer telephone calls 

to general p actices to make appointments so contacting general practices is free from 

mobile phones in Taranaki.  
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BACKGROUND  

HEALTH EQUITY ASSESSMENT 
 

The goal of this HEA was to apply a health equity lens to the Taranaki Childhood Immunisation 

Service to: 

 

1. Understand the existing inequity in childhood immunisation rates in the Taranaki 

population. 

2. Assess the contribution of the current service to reducing inequity in childhood 

immunisation rates. 

3. Identify opportunities for the Taranaki Childhood Immunisation service to contribute to the 

elimination of inequity in immunisation rates in Taranaki. 

 

The HEA was facilitated by the Taranaki DHB Public Health Unit. The Public Health Unit is responsible 

for supporting and enabling the DHB to integrate the use of the HEAT into service planning, 

development and evaluation3. It should be noted that this report does not attempt to offer a full 

exploration of childhood immunisation as a health issue. This report provides a summary of the 

findings of the HEA process applied to childhood immunisation in Taranaki and therefore the explicit 

focus of this report is equity in childhood immunisation. 

Promoting equity in health 

Health equity is the absence of systematic disparities in health between groups with different levels 

of underlying social advantage and disadvantage4. Health inequities are avoidable, unnecessary and 

unjust differences in the health of groups of people. Inequities result from the unequal distribution 

of the determinants of health, including employment, income, housing, education and health care5. 

The health care sector is a vital determinant of health in itself and a key resource in improving health 

in an equitable manner6. As a sector, health has a responsibility to recognize and reverse its 

propensity to generate health inequities7 and to do this must consider the wider socio-economic, 

cultural and environmental conditions that consumers of health services live and work that impact 

on their ability to engage in available health services. 

Figure Four – The main determinants of health (Dahlgren and Whitehead, 1991)
8
. 
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Health Equity Assessment Tool 

Reducing health inequities is greatly assisted by tools that enable the assessment of interventions 

such as policies, programmes and services. Such tools examine the potential of these interventions to 

contribute to reducing health inequalities. From such an assessment, informed decisions can be 

made about how to build and strengthen policies, programmes and services. The 2008 Ministry of 

Health HEAT is one such tool that aims to promote equity in health in New Zealand9. It consists of a 

set of 10 questions that enable assessment of policy, programme or service interventions for their 

current or future impact on health inequalities. The questions cover four stages of policy, programme 

or service development: 

 

1. Understanding health inequalities 

2. Designing interventions to reduce inequalities 

3. Reviewing and refining interventions 

4. Evaluating the impacts and outcomes of interventions 

Access and equity 

Levesque et al’s (2013) interpretation of access to health care provides an ideal conceptual context 

for applying HEAT to health care services as it acknowledges the interaction of the wider 

determinants pertaining to the characteristics of individuals and of services. Access is conceptualised 

as the result of the interface between the characteristics of persons, households, social and physical 

environments with the characteristics of health systems, providers and organisations. The five 

dimensions of accessibility (approachabi ity  acceptability; availability and accommodation; 

affordability; appropriateness) and the five equivalent abilities of populations to access health 

services (ability to perceive; ability to seek; ability to reach; ability to pay; ability to engage) provide a 

useful context in which to consider equity in access to health services. 

 

Figure Five – A conceptual framework of access to health care, Levesque et al (2013) 

 

 

Released under the Official Information Act 1982



TARANAKI PROFILE 

Taranaki District Health Board serves a population of 118,9651 and covers a geographic area of 

723,610 hectares. It stretches from Mokau River in the north to Waitotara River in the south . 

Taranaki has a higher proportion of Maori in the population (19%) compared with 16% nationally, 

but a much lower percentage of Pacific Peoples (1%) and Asian (5%) than in the national population 

(7% Pacific Peoples and 12% Asian). The majority (75.1%) of the population is European or Other 

ethnicity (including New Zealander, which is similar to the national figure of 74%). 

Taranaki has an aging population. The median age (half are younger, and half older, than this age) 

is 39.9 years for people in the Taranaki region, compared to 38 years for New Zealand as a whole. 

16.2% of the Taranaki population is aged 65 years and older compared to 14.3% of the total New 

Zealand population. The median age of the Maori population is 23.5 years which is in-line with the 

national file of 23.9 years Slightly more 35.5% of the Maori population is aged under 15 years in 

the Taranaki Region, compared with 33.8% for all Maori in New Zealand. In the 2013 Census there 

were 7,872 children aged between 0-4 years in Taranaki. 2,274 (or 29%) of children aged 0-4 years 

identified as Maori. Due to the younger population base of the Maori population in Taranaki it is 

predicted that in 2036, Maori wi I comprise 26.8% of the Taranaki population and European or 

Other ethnic groups will comprise 63.6%. 

As shown in the graph below, 35% of the Taranaki population live in an area which is coded as 

quintile 3, meaning it is neither least deprived (quintile 1 and 2) or most deprived (quintile 4 and 5). 

Figure One - Deprivation in Taranaki, NZ Deprivation Index, 2013 

Deprivation for Taranaki Population 2013 census 
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1 3 
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1 Source: Resident Population Count - 2017 /18 projection based on 2013 Census 
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However the level of deprivation is not evenly distributed across the Taranaki region with Stratford 

and South Taranaki over-represented in areas that are the most deprived (quintile 4 and 5 or the 

darker blue on the map below) than in the New Plymouth District.  It is noted that South Taranaki 

also contains a higher proportion of Māori (24%) in the population, compared the New Plymouth 

District (16%), and Stratford District (12%). 

Figure Two - Map of Deprivation for Taranaki region 

 

 
 

 

Taranaki has a higher proportion of the population (28.2%) who has no formal qualification than the 

national population (20.9%).  Only 12.3% of the Taranaki population hold a bachelor’s degree or 

higher as their highest qualification, compared with 20% for New Zealand as a whole   This has 

resulted in a much lower level of the Taranaki population employed in professional occupations than 

in New Zealand as a whole.  ‘Managers’ is the most common occupation group for Taranaki, 

compared with ‘professional’ for New Zealand.  It is noted that small business owners and farmer 

owners would be coded as managers.  Taranaki has a greater proportion of the population employers 

as ‘Labourers ‘and ‘Trade Workers’ than the national population.   

 

There are marked inequalities in employment between Māori and Non-Māori in Taranaki.  The most 

common occupation for Non-Māori in Taranaki is ‘Managers’, e.g. farm owners, compared to 

‘Labourers’, e.g. farm workers for Māori. As farming region, it is important to explain that the 

‘Managers’ category includes farmers who own their farm while the ‘Labourers’ category includes 
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farm workers (who do not own the farm) . One explanation of these differences in occupation groups 

is the impact of the land confiscations 150 years ago for Maori in Taranaki. 

Figure Three - Employment in Taranaki, by occupation, 2013 

30% 

25% 

20% 

15% 

10% 

5% 

0% 

Occupation for employed people aged 15 years and over - Taranaki 
Region, 2013 Census 

11..Maori • Non-Maori 

• 
71.4% of households in Taranaki have access to the Internet, compared to 76.8% of households in 

New Zealand. 68% of households own their own house or t he house is held in a family trust. For 

New Zealand as a whole, 64.8% of households own their own house, or the house is held in a family 

trust. The median rent is Taranaki (as of 2013 Census) was $220, compared with $280 nationally. 

In 2016 it was reported that Taranaki had the lowest general practitioner to patient ratio in New 

Zealand10
. In South Taranaki there are 26.9 full-time equivalent general practitioners (based on a 40-

hour working week) per 100,000 population, 43.2 for Stratford District and 67.6 for New Plymouth 

District. The national average is 69.8. Adding to the problem is the number of practices who were not 

taking new patients - nearly half, 47 per cent, of practices in Taranaki, compared to 18 per cent 

nationwide. 
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CHILDHOOD IMMUNISATION 
 

Childhood immunisation is one of the most-cost-effective health care interventions11 and highly 

effective strategies for preventing a number of serious vaccine-preventable diseases including 

measles, mumps, rubella, polio, hepatitis B, diphtheria, chickenpox (also known as  varicella), 

whooping cough (also known as pertussis), rotavirus, and pneumococcal disease. All can have serious 

complications and may cause long-term harm12. 

 

High immunisation coverage is important to protect not only the health of individuals but to protect 

the wider community13. Immunisation coverage for many of the vaccines provides population-wide 

protection by reducing the incidence of vaccine-preventable diseases and preventing spread to 

vulnerable people14, including those who have not been vaccinated either by choice or because of 

medical reasons15 . 

 

Ensuring that all people gain access to immunization, regardless of who they are 

and where they live, remains a fundamental global challenge. 

 

World Health Organization, 201716. 

 

The World Health Organization states that promoting more equitable access to immunisation must 

remain a core goal17. Access to the benefits of immunisation is part of the human right to health. 

Therefore, any inequity in immunisation coverage should be considered unfair and avoidable, and 

justifies both a resourcing and political response to its elimination18. The vaccine inverse care law 

implies in that those most at risk of disease are least likely to receive the vaccine19. To be effective, 

timeliness of vaccination is also important to increase individual immunity20 as immunisation must be 

given as early as possible prior to when the person is most susceptible to the disease, particularly for 

the highly contagious pertussis disease. Timeliness is very important as it affects disease control and 

a delay in receiving the first immunisation is one of the strongest predictors of subsequent 

incomplete immunisation21. Immunisation timeliness is known to vary with socioeconomic 

deprivation; the higher the deprivation, the less likely that immunisations will be delivered on time22. 

 

… with better coverage and improved timeliness of immunisation, the gains could be 

higher. 

Dr Nicola Turner23
 (p32). 

 

Immunisation is one of the Government's six Health Targets.24
 New Zealand has nationally set targets 

and performance measures to ensure that high rates of immunisation coverage are achieved and 

maintained. In 2017/18, the national health target is 95 percent of children are fully immunised by 

eight months25. Performance measures also aim for 95 percent immunisation coverage at age 2 years 

and 5 years26. These targets demonstrate that New Zealand has achieved significant gains in 

childhood immunisation and the gaps between population groups have decreased over time. The 

1991/92 survey showed an immunisation coverage level of less than 60% for full immunisation at age 

two years, and lower coverage for both Māori and Pacific populations27.  
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Since 2005 the National Immunisation Register (NIR) contains all registered immunisation enrolments 

and events of children born since 2005. The NIR Collection is updated every week with a full load of 

data from the NIR, which is a register of all immunisation enrolments and events, including 

Meningococcal, Childhood Immunisation, and Tuberculosis vaccine (BCG)28.  DHBs are required to 

report to the Ministry on progress towards the immunisation coverage target every three months29 

TARANAKI CHILDHOOD IMMUNISATION SERVICE 
 

In New Zealand, most vaccines for children under five are provided at local medical practices, usually 

by a primary care nurse, and occasionally by a general practitioner. Patients do not necessarily have 

to be registered with the general practice to receive immunisation and many practices will provide 

immunisation to unenrolled patients (N Turner 2017, personal communication, 11 December). 

National Immunisation Schedule vaccines are publically funded and available for free to all children 

under 18 years of age; including catch up doses of vaccines they have missed 30.  In Taranaki there 

are 31 general practices offering immunisation services. 

 

To improve immunisation coverage and ensure that all families have access to immunisation 

services31, the Taranaki DHB contracts a provider to deliver the OIS. The key objective of this national 

initiative is to improve immunisation coverage rates for Māori and Pacific children and other priority 

groups with high rates of vaccine preventable disease and low immunisation coverage32. The service 

attempts to immunise those children who have been identified as having missed some or all of their 

scheduled childhood immunisations by delivering a more flexible immunisation service33. Nationally 

there are a range of models of OIS, including the provision of immunisation services in the home and 

in community settings. In Taranaki this service is currently delivered by two sub-contractors through 

home immunisation visits. This service also has a key objective to link families back into other 

primary health services, including those provided by outreach providers34 . 

 

Taranaki Base Hospital also provides immunisations for all children not fully immunised on admission 

or at time of appointment following status queries from NIR. Immunisation is provided in such 

scenarios upon admission to Ward2B (children’s ward), Neonatal unit and Paediatric Outpatients 

Department. 

 

Nationally, District Health Boards are required to maintain functioning immunisat on steering groups. 

The Taranaki Immunisation Strategy Group (TISG) meets quarterly in New Plymouth. The role of the 

group is to “drive the improvement of immunisation coverage rates for children in the region and to 

achieve National Immunisation Programme objectives” (p.1)35. Representation at this group currently 

includes Pinnacle Midlands Health Network (Primary Health Organisation), Immunisation Advisory 

Centre (IMAC), Tui Ora (Māori health provider), Ngati Ruanui (Māori health provider), Māori 

Women’s Welfare League, Plunket, Taranaki DHB Paediatrics, Taranaki DHB Planning, Funding and 

Population Health, Taranaki DHB Public Health, Taranaki DHB Communications, Taranaki DHB 

Maternity, Taranaki DHB Screening Unit and Taranaki DHB Women’s and Child Health.  

 

Released under the Official Information Act 1982



INEQUITY IN IMMUNISATION IN TARANAKI 

Immunisation Coverage 

The following data has been retrieved from the NIR Database, Ministry of Health and analysed by the 

Public Health Unit. It examines child immunisation coverage in Taranaki over a twelve month period 

from January 2016 to 31 December 2016. The immunisation coverage at milestone ages of six 

months, eight months, 12 months, 18 months, 24 months and five years have been examined from 

an equity perspective across ethnicity and socio-economic deprivation, using the NZ Deprivation 

Index. Immunisation coverage is the percentage of children who have received all of the target 

immunisations on the National Childhood Immunisation Schedule for their age.36 

In response to advice from the service, immunisation declines were not included in the scope of this 

assessment. It is also noted that in Taranaki declines account for around five per cent of all eligible 

children for immunisation. 

Tamariki Miiori 

Tamariki Maori experience inequity in immunisation coverage at the milestones of six months, eight 

months, 12 months, 18 months and five years, compared with New Zealand European children. At 24 

months, the inequality is reversed w ith Tamariki Maori having slightly better immunisation coverage 

than Non-Maori children. 

It is noted that there are very small overall population numbers for Pacific, Asian and Other ethnic 

groups within the Taranaki population.2 This means one child can equate to 5%, so these percentages 

can be misleading. The focus for this analysis is on New Zealand European and Tamariki Maori. 

Figure Six - Taranaki Childhood Immunisation Coverage Jan-Dec 2016 at all Milestones Ages, by 

Ethnicity 

Immunisation Coverage - Taranaki DHB - January 2016 to December 2016 
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2 Ethnicity - 'Other' - Children enrolled on the NI R of any et hnicity except Maori, Pacific, Asian or New Zealand European. 

Includes European, African, Middle Eastern, Lat in American/Hispanic. 
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Tamariki Māori in Taranaki experience inequity in immunisation coverage at the milestone of six 

months with 10.5% lower coverage than New Zealand European children. At the six month milestone 

the total immunisation coverage is 81.2%. The percentage of coverage for New Zealand European 

children is 85.2% while the percentage of coverage for tamariki Māori is 74.7%. The actual number of 

tamariki Māori who are not fully immunised at the six month milestone was 129 (for the 12 months 

period) or an average of 11 children per month. 

 

Tamariki Māori in Taranaki experience inequity in immunisation coverage at the milestone of eight 

months with 4.8% lower coverage than New Zealand European children. At the eight month 

milestone, the total immunisation coverage is 92.7%.The percentage of coverage for New Zealand 

European children is 95.4% while the percentage of coverage for Tamariki Māori is 90.6%. The actual 

number of tamariki Māori who are not fully immunised for their age at the eight month milestone 

was 47 (for the 12 months period) or an average of four children per month. 

 

At the 12 month milestone, the gap between Tamariki Māori and New Zealand European children 

continues to close further  however tamariki Māori still experience inequity with a 3.4% difference 

between the two groups. At this milestone, the total immunisation coverage is 93.6%, with coverage 

of 95.6% for New Zealand European children and 92.2% for tamariki Māori. The actual number of 

tamariki Māori who are not fully immunised for their age at the 12 month milestone was 39 (for the 

12 months period) or an average of three children per month. 

 

Tamariki Māori in Taranaki experience inequity in immunisation coverage at the milestone of 18 

months with 9.4% lower coverage than New Zealand European children. At the 18 month milestone 

the total immunisation coverage has decreased to 85.7%. The percentage of coverage for New 

Zealand European children is 88.8% with the percentage of coverage for Tamariki Māori lower at 

79.47%. The actual number of tamariki Māori who are not fully immunised for their age at the 18 

months milestone was 105 (for the 12 months period) or an ave age of nine children per month. 

 

At the 24 months milestone, the percentage of tamariki Māori in Taranaki who are fully immunised 

for their age is 2.8% higher than that of NZ European children  At this milestone the total 

immunisation coverage has increased to 92.8%. The percentage of coverage for Tamariki Māori is 

95.1% while the percentage of coverage for New Zealand European children is 92.3%. The actual 

number of tamariki Māori who are not fully immunised for their age at 24 months was 24 (for the 12 

months period) or an average of two children per month. 

 

At the five years of age milestone, Tamariki Māori in Taranaki again have lower coverage than New 

Zealand European children, a 3.2% difference. At this milestone, the total immunisation coverage has 

decreased to 88.8%. The percentage of coverage for New Zealand European children is 89.9% and 

86.7% for Tamariki Māori. The actual number of tamariki Māori who are not fully immunised for their 

age at the five year milestone was 64 (for the 12 months period) or an average of five children per 

month. 
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Socio-economic deprivation 

The Ministry of Health data also analyses the immunisation data by deprivation rating based on 

where the child lives.3 In Taranaki the number of children who live in Dep 1-2 is very sma ll (N= 139-

201). Those children (N=74-120) were the address is 'unknown' are not included in these graphs. 

Milestone Age - Six Months 

At the six month milestone, those living in areas in the middle of the deprivation rating scale (1 is the 

less deprived areas and 10 is the most deprived area) had the highest proportion of children who 

were immunised. 

Figure Seven - Taranaki Childhood Immunisation Coverage Jan-Dec 2016 at Six Month Milestone, 
by Depr vation 

Percentage of children aged 6 months who have completed their age 
appropriate immunisations - 01 Jan 2016 to 31 Dec 2016 - TDHB 

Dep 1-2 Dep 3-4 Dep 5-6 Dep 7-8 Dep 9-10 

NZ Dep 2013 Index 

Milestone Age - Eight Months 

At the eight month milestone, those living in areas Dep 5-6 on the deprivation rating scale (1 is the 

least deprived areas and 10 is the most deprived area) had the highest proportion (95%) of child ren 

who were fully immunised for their age, followed by those in Dep 3-4 at 94%. 

3 Deprivation - the average socioeconomic deprivation of an area. An individual's address is matched to the level of 
deprivation for that area. Dep 1-2 has the lowest level of deprivation, Dep 9-10 the greatest level of deprivation. 
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Figure Eight - Taranaki Childhood Immunisation Coverage Jan-Dec 2016 at Eight Month Milestone, 
by Deprivation 

Percentage of children aged 8 months who have completed their age 
appropriate immunisations - 01 Jan 2016-31 Dec 2016 - TDHB 

96.0% ......--------------------------------~ 

94.0% ---------------

92.0% 

90.0% 

88 0% 

86.0% 

Dep 1-2 

, 
Milestone Age -12 Months 

Dep 3-4 Dep 5-6 

NZ Dep 2013 Index 

Dep 7-8 Dep 9-10 

At the 12 month milestone, those living in areas in the middle of the deprivation rating scale (1 is the 

less deprived areas and 10 is the most deprived area) had the highest proportion of children who 

were fully immunised for their age 

Figure Nine-Taranaki Childhood Immunisation Coverage Jan-Dec 2016 at Twelve Month 
Milestone, by Deprivation 

96.0% 

95.0% 

94.0% 

93.0% 

92.0% 

91.0% 

90.0% 

89.0% 

88.0% 

Percentage of children aged 12 months who have completed 
their age appropriate immunisations - 01 Jan 2016-31 Dec 

2016-TDHB 

Dep 1-2 Dep 3-4 Dep 5-6 Dep 7-8 d 
,__ _____________ N_z_o_e_p_2_0_1_3_1n_d_e_x __________ _, 1'('.:\(" 

7& 
~ Milestone Age -18 Months 

At the 18 month milestone, those living in areas in areas (Dep 3-4) had the highest proportion of 

children who were fully immunised for their age. 

Summary Report Health Equity Assessment: Childhood Immunisation in Taranaki Page 14 



Figure Ten - Taranaki Childhood Immunisation Coverage Jan-Dec 2016 at Eighteen Month 
Milestone, by Deprivation 
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Milestone Age - 24 Months 

At t he 24 month milestone, those living in the highest deprivation areas (Dep 9-10) had the highest 

proportion of ch ildren who were fully immunised for their age. Not only has the pat tern reversed but 

there is an increased gap between higher and lower NZ Dep index population groups. 

Figure Eleven - Taranaki Childhood Immunisation Coverage Jan-Dec 2016 at Twenty-Four Month 
Milestone, by Deprivation 
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Milestone Age - Five Years 

At the five year of age milestone, those living in areas in areas Dep 3 - 4 had the highest proportion of 

children who were fully immunised for their age. 

Figure Twelve - Taranaki Childhood Immunisation Coverage Jan-Dec 2016 at Five Year Milestone, 
by Deprivation 

Percentage of children aged 5 years who have completed 
their age appropriate immunisation - 01 Jan 2016-31 Dec 

2016-TDHB 

Dep 1-2 Dep 3-4 Dep 5-6 Dep 7-8 Dep 9-10 

NZ Dep 2013 Index 

Outreach Immunisation Service 

Analysis of 015 lists - January - March 2017. 

The following data is from the TDHB contracted immunisation outreach service and has been 

provided by the Taranaki DHB Immunisation Service Coord inator. A snapshot of infants on the 

outreach lists is taken at the end of each month. The follow ing findings are taken from three 

months' worth of data from January 2017 to March 2017. There are two sub-contractors who 

provide outreach services in Taranaki, one responsible for infants in North Taranaki and Coastal 

Taranaki and another who is responsible for infants in Stratford and South Taranaki. 

Outreach Immunisation Service - North Taranaki 

Overall there were 244 infants in total on the OIS lists for North Taranaki for the three months period 

January to March 2017. The majority, 68.4% of the infants identified as Maori. There were slightly 

more males (59%) than females (41%). The majority (63.5%) were aged under two years of age, with 

43% being aged under 12 months. 

As shown in the graph below, areas of high deprivation, i.e Waitara (NZDep 2013, 9 and 10) and 

Martell (NZDep2013, 10) have the highest rate of infants on the outreach lists. It is noted that in 

September 2017 the health clinic in Waitara had 'closed it's books', and 69.8% of infants who live in 

Waitara are either not enrolled at a general practice (18%) or enrolled in a general practice outside of 

Waitara. This finding suggests there are significant barriers for parents in Waitara to access general 

practice services. 
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Figure Thirteen - North Taranaki Outreach Immunisation Service, Rates of Children Under Five 

Years Old, by Geographic Location 

Rate of infants on the outreach list for under 5 years immunisations, 
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The most common reason as to why they were referred to outreach was due to not being enrolled in 

a general practice, at 19%. The most common clinic that referred to outreach was Tui Ora Family 

Health at 15%, followed by Waitara Health Centre at 11.5%. 

Outreach Immunisation Service - South Taranaki 

Overall there were 43 infants on the outreach lists for South Taranaki for the three months period 

January to March 2017. The majority, 62.8% of the infants identified as Maori. There were slightly 

more males (53%) than females (47%). Three quarter (74.4%) of the infants were aged under two 

years of age, with 53.5% being aged under 12 months. 

As shown in the graph below, Manaia had the highest rate per 100,000. It is noted this was only a 

small number (six) of children . This finding may indicate that due to the closure of the general 

practice in Manaia in September 2016, this has created a barrier for parents for getting their children 

immunised. 
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Figure Fourteen - South Taranaki Outreach Immunisation Service, Rates of Children Under Five 
Years Old, by Geographic Location 

c 
0 

800.0 

~ 600.0 
:::J 

g. 400.0 
Q. 

g 200.0 
0 

g 0.0 

Rate of infants on the outreach list for under 5 years immunisation, per 
100,00 population for South Taranaki provider - all locations 

.-i ... 
QI 
Q. 

Eltham Hawera Kaponga Manaia Normanby Patea Waverley Stratford 

QI .... 
Ill 

domicle code of infant 

The most common reason as to why these infants/children were referred to outreach was due to not 

being enrolled at a general practice at 23%. The most common clinic that referred to outreach was 

Ruanui Health Centre at 41.9%. 

Primary Health Organisation {PHO) Enrolment 

There is an existing inequity in Taranaki for Maori enrolment in PHOs. PHO enrolment for the quarter 

October to December 2017 shows 96% of total population European/Other are enrolled with a PHO, 

compared with 85% of Maori. This is a gap of 11% The Ministry of Health target is for 100% 

enrolment with PHOs. 
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METHODOLOGY 
 

The process of applying the HEAT is as important as the outcome, because the process is an 

opportunity to involve stakeholders and allow them to take ownership of the analysis37. HEAT is best 

used by a group that includes people who can speak to the equity issues for their own communities38 

so the intentions were to plan a robust process that allowed the voices of a wide range of 

immunisation stakeholders, particularly Māori. Accordingly, to share ownership of the HEA process, 

active participation was sought from a range of immunisation stakeholders to plan this HEA. 

 

The facilitators of the HEA attended a Taranaki Strategy Immunisation Group (TSIG) meeting to 

explain the intentions of the exercise, suggest what the process may involve and request participants 

for a project planning group. A working group meeting was then held with attendance from the three 

Māori health providers, PHO, Public Health Unit and Planning, Funding and Population Health to gain 

their support for the proposed process and suggest individuals and organisations to invite to 

participate.  

 

It was agreed that the HEAT would be applied using four strands. The first strand was to hold an 

interactive, participatory workshop with a range of stakeholders. The second strand was to 

undertake a literature review on effective interventions for addressing inequities in immunisation. 

The third strand was to collect consumer voice by interviewing users of the immunisation service. 

The fourth strand was undertaking stakeholder interviews for those who could not attend the 

workshop. The final report and recommendations then underwent peer review by university 

academics and subject experts. 

 

The diagram below explains how Taranaki DHB approach HEA by utilising the HEAT and drawing on a 

range of data sources to inform the health equity lens analysis. See Appendix One for an explanation 

of the general HEA process adopted by the Taranaki DHB at the time of this report. 
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Figure Fifteen – Data sources utilised to inform Taranaki DHB Health Equity Assessment process, 

2017. 

 

Workshop  

The three hour workshop was held on 16 May 2017 at Taranaki Base Hospital, New Plymouth. See 

Appendix Two for a copy of the workshop agenda. The workshop was facilitated by a Public Health 

Advisor and Research Analyst who had not wo ked in the area of immunisation prior to this HEA. See 

Appendix Three for the workshop presentation. 

 

The workshop commenced with a focus on whakawhanaungatanga, where participants introduced 

themselves to the group and explained their role in immunisation in Taranaki. Workshop facilitators 

gave a brief explanation on the concept of health equity, the determinants of health and the HEAT to 

ensure that all participants were familiar with the language and concepts underpinning the health 

equity assessment process.  Local Taranaki immunisation data demonstrating inequity was presented 

followed by a brief presentation by the Taranaki DHB Immunisation Coord nator to summarise how 

immunisation services are currently delivered in Taranaki.  

 

The 10 original HEAT questions were used with only small wording changes for the workshop. The 

original HEAT worksheet appendix for question five was adapted to integrate Taranaki DHB’s 

adoption of Pae Ora39 (see Appendix Four for all workshop worksheets).The focus of the three hour 

workshop was on identifying service enhancements to the existing Taranaki Immunisation Service to 

increase its ability to eliminate inequities in immunisation.  

 

A combination of mixed group activities recording responses on worksheets and post-it note ‘sticky 

wall’ to group themes was applied in the workshop. Once a range of ‘interventions’ were identified 

based on wide ranging group discussions, worksheets were moved around groups to ensure each 

group had an opportunity to review and refine each intervention with consideration to their 

potential impact on inequity. Due to time constraints, as groups reviewed each worksheet they were 

requested to mark other groups’ responses that they agreed with. The recorded responses were then 

collated by the Public Health Unit and emailed out to all workshop participants for further input. 
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Finally the collated responses were grouped and a brief narrative summarising each question was 

written, as follows later in the Results section of this report. Participants completed a feedback form 

following the workshop, see Appendix Five. 

 

Key Informant Interviews 

Three key informant interviews were held to inform this assessment. Key informants were emailed a 

questionnaire based on the workshop questions and complimentary information including the 

workshop presentation and inequity data. All three participants opted to provide written responses. 

The key informant profiles and results of the interview responses are included alongside the 

workshop participant responses in the Results section, where the two data collection approaches 

applied common questions.  

 

Consumer Voice 

Consumer Telephone interviews 

Consumers were identified by the North Taranaki Outreach provider and Waitara Māori Women’s 

Welfare League who contacted the participants initially to gain their consent to participate in the 

interview. Contact details of six consumers were provided for this purpose. Telephone interviews 

were carried out by a member of the Public Health Unit who also attended the focus group. Written 

recordings were made during the interview. See Appendix Six to view the consumer telephone 

interview guide.   

Consumer Focus group 

The caregiver focus group was held in a rural South Taranaki area on Friday 14, July, 2017. The semi-

formal interview session was facilitated by two members of the Public Health Unit over a three hour 

session. An audio recording was made of the focus and notes were taken. See Appendix Seven to 

view the consumer focus group interview guide.   

 

  

Released unde  the Official Information Act 1982



Summary Report Health Equity Assessment: Childhood Immunisation in Taranaki   Page 22 

RESULTS 
 

The following section provides a summary of information collected to inform the assessment; 

literature review; application of HEAT at the stakeholder workshop and key informant interviews; 

consumer telephone interviews; and the consumer focus group. 

1. LITERATURE REVIEW 
 

To provide an evidence base to inform this HEA, a literature review was completed in June 2017 to 

identify effective interventions for improving equity in childhood immunisation rates and increasing 

immunisation rates for Māori.  

 

The literature review process involved the development of two focused questions: 

 

1)  Which interventions have been found to be effective in improving equity in childhood 

immunisation rates? 

2)  Which interventions have been found to be effective in increasing immunisation rates for 

Māori? 

 

The literature review examined New Zealand and international studies, mostly published in the past 

five years. See Appendix Eight for the search outline of the literature review. 

 

KEY FINDINGS 

 

This literature review set out to explore interventions which have been found to be effective in 

improving equity in childhood immunisations, and interventions that have been found to be effective 

in reducing inequity in immunisation for Māori. 

 

A number of key factors have been identified in the international and New Zealand literature as 

factors which resulted in higher immunisation coverage and/or timeliness: 

 

• National Immunisation Registers (NIR) are considered internationally to be effective tools in 

identifying disparities in immunisation coverage. The development of the New Zealand NIR 

supported strategies that have resulted in a decrease in the equity gap between children living 

in the lowest and the highest socioeconomic decile.  

 

• Obtaining the voices of those experiencing inequity is important in the development and/or 

reorientation of immunisation interventions to assist in identify and addressing barriers to 

immunisation40 41. Regular reviews are advised to track progress, adjust strategies and promote 

accountability.    

 

• Lead maternity carers (LMCs) are important credible sources of evidence-based information 

regarding immunisation during the antenatal period and to encourage enrolment of infants in 

primary care as early as possible. 
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• Adequate support and funding of primary care to deliver appropriate immunisation services to 

their communities and, particularly for Māori clients, to support improved health literacy, 

positive communications and manaakitanga. Small enhancements to improve Māori experiences 

in healthcare practice are likely to result in an increase in Māori immunisation rates. 

 

 

INTRODUCTION 

 

Childhood immunisation is one of the most-cost-effective health care interventions.42 Immunisation 

p otects individuals but can also protect the wider community through ‘herd immunity’. ‘Herd 

immunity’ occurs when the proportion of vaccinated people in the population is high, meaning an 

infectious case is unlikely to be able to spread and transmission stops. The proportion of the 

population required to be immune to prevent a disease spreading varies depending upon the disease 

itself and the nature of the vaccine. For example, highly infectious diseases, such as measles and 

pertussis, require a very high proportion of the community to be immune to prevent transmission43. 

 

Every country in the world has an immunisation programme, and these have a significant impact on 

the incidence of communicable diseases, particularly childhood diseases44. Access to the benefits of 

immunisation, as a proven cost effe tive intervention, is part of the human right to health. Therefore, 

any inequity in immunisation coverage should be considered unfair and avoidable, and justifies both 

a resourcing and political response to its elimination45. 

 

However, the vaccine inverse care law implies in that those most at risk of disease are least likely to 

receive the vaccine46. Mueller et. al. (2012) analysed the immunisation data for all children in the 

New Zealand (NZ) NIR who turned 12 months of age between 2007 and 2009. They found a negative 

social gradient for immunisation with immunisation rates of 89% for children living in the least 

deprived areas, compared with 81.8% for those living in the most deprived areas47. In Taranaki, at the 

8 month milestone, the total immunisation coverage sits at 92.6%, with coverage for New Zealand 

European children at 95.6 %, compared to 90.6% for Māori children  Inequity also exists for hospital 

admissions for infectious diseases in NZ48. 

 

To be effective, timeliness of vaccination (with evidence-based schedules) is also important to 

increase individual immunity, particularly for some disease, the most important being Pertussis49 50 
51. Immunisation timeliness varies with socioeconomic deprivation; the higher the deprivation, the 

less likely that immunisations will be delivered on time52. 

 

In New Zealand, immunisations are given at local medical practices, usually by a primary care nurse. 

National Immunisation Schedule vaccines are available for free to all children under 18 years of age; 

including catch up doses of vaccines they have missed53. 

 

OIS are provided to small numbers of children identified by general practice as being in priority 

groups and who may not receive immunisation in the practice setting. Funding for OIS is provided by 

the Ministry of Health to DHBs, who determine how services are delivered within their district.54 OIS 

have been found to improve immunisation coverage in communities and reduce inequity55. 
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Interventions that have been found to be effective in improving equity in immunisation rates 

 

Based on international evidence, there are three major areas that consistently create significant 

barriers to achieving and maintaining high immunisation coverage rates:  

i. issues related to poverty/socioeconomic factors 

ii. system and provider practices, and  

iii. family and child characteristics 56 57 58 59  

 

Socioeconomic issues and family and child characteristics will be considered as one area 

(determinants of health) in this paper.  

 

System and provider practices 

Effective immunisation coverage requires clear systems which provide a focus on immunisation, 

active monitoring and the provision of feedback. All steps are important – enrolment of the infant, 

engagement of the provider with parents, delivery of the immunisations and audits60. 

 

National Immunisation Register 

A NIR is an effective tool to identify disparities in immunisation coverage61 and therefore particular 

effort needs to be made to ensure data collection is accurate. A NIR allows accurate tracking of 

immunisation coverage, and assists in identifying individuals who are not immunised or under-

immunised. It also allows the identification of “pockets of low coverage where greater effort can be 

targeted” 62. A NIR was established in New Zealand in 2005. 

 

An analysis of the NIR from 2007 to 2009 demonstrated that identified at-risk groups for 

immunisation in New Zealand are Māori, ‘Other’ and Pacific, and recommended that strategies be 

devised which are relevant to these groups63. Within six years of the implementation of the NZ NIR, 

immunisation rates for those aged two years increased to more than 90%. A decrease in the equity 

gap was also observed - in 2007, there was a 9.5% coverage difference between children from the 

lowest socioeconomic decile and the highest decile. By June 2011, this had more than halved to 4%64. 

 

While the NIR is an effective tool, Goodyear-Smith et. al. (2012) identified a number of places where 

errors can occur in the data collection for the NIR and made recommenda ions for improvements in 

systems. Lennon et. al. (2012) also acknowledge the effectiveness of the NIR as an information tool, 

but note that analysis must be accompanied by the delivery of immunisation programmes and 

practices to those experiencing inequity65. 

 

Primary Care  

Research undertaken in New Zealand has identified a range of factors which resulted in higher 

immunisation coverage and/or timeliness in primary care. Most significant were: 

• Caregivers had not received discouraging information about immunisation during the 

antenatal period66 

• Age of enrolment of the infant - registration with a practice at a younger age increases the 

likelihood that immunisations will be provided on time and that the full schedule will be 

completed67 
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• Type of practice management system used - practices using the MedTech system, which 

facilitates the management of recalls, were more effective in delivering timely vaccinations 

that those using other systems68 

• A perception of parental apathy being a barrier to immunisation by nurses69 

• A stable practice with low staff turnover70 71 72 

• Support for healthcare professionals by the practice - staff who are confident in their roles 

and have dedicated time to provide immunisations are more effective, and are more likely to 

be confident in their ability to engage effectively with clients73. Having one staff member 

who is in charge of tracking inventory, staff training and developing protocols can improve 

the timeliness of vaccine delivery74. 

 

Outreach Services 

Community-based interventions tend to be more equitable than those delivered in clinical settings. 

OIS are an important tool for increasing childhood immunisation coverage. The services ensure that 

immunisation is available to children who are unable to access a general practice in a timely fashion 

for their immunisation events75. OIS are a time intensive and relatively expensive method of 

delivering immunisation76. IMAC completed a review of OIS on behalf of the Ministry of Health in 

2015, and provided a number of recommendations. Some of the key recommendations are very 

similar to those for primary care and include77: 

 

• OIS maintain strong relationships w th community-based health and social service providers 

who are trusted by children & their families requiring the service 

• Maintain service continuity with regular staff 

• Extend service hours to better meet the needs of families 

• Consider engaging with Well Child/Tamariki Ora providers to offer the service within their 

clinics. Incorporating immunisation into visits for other interventions for gains in both equity 

and efficiency78. 

 

A randomised control trial carried out with Auckland general practices found that infants who were 

not registered with a general practice were much less likely to be immunised and, if they were, their 

immunisations were much more likely to be delayed79. For these families, encouragement to enrol 

with a general practice should be provided, with outreach services targeted to those who remain 

unenrolled.  

 

Determinants of health 

Our health is affected by a broad number of influences, including socioeconomic factors and family 

characteristics. These determinants of health may be beyond the control of individuals, but their 

influence can be minimised by collective action, including by those funding and delivering health 

services, to improve the health of the community80 . 

 

Income and poverty 

Quantitative research with primary care practices in Auckland and Midland81 found that 

immunisation timeliness in practices reduced as socioeconomic deprivation increased. Programmes 

should be developed and/or reorientated by incorporating the perspectives of those who are 

Released under the Official Information Act 1982



Summary Report Health Equity Assessment: Childhood Immunisation in Taranaki   Page 26 

disadvantaged to identify and address barriers to immunisation82 83. Regular reviews are advised to 

track progress, adjust strategies and promote accountability.    

 

Education 

Parents tend to make decisions regarding whether to immunise their children during the antenatal 

period84. Therefore, providing evidence-based information and good decision-making tools in this 

period is critical as receiving misinformation has been shown to negatively impact on seeking 

immunisation85 86 87. Kaufman et. al. (2013) reviewed seven studies with a total of 2978 participants 

from both high- and low-income countries (noted to be both limited and of low quality). They found 

face to face interventions to inform or educate parents about childhood vaccinations may have little 

or no impact on immunisation status, or knowledge or understanding of vaccination, it was 

suggested that including communication about immunisations into other health visits may be 

beneficial 88. 

 

Interventions that have been found to be effective in improving equity in immunisation for Māori  

 

Despite health policy strategies designed to increase immunisation uptake by Māori, such as the NIR 

and population-based health care  disparities persist.89.  

 

Improving health literacy 

Qualitative research undertaken with Māori parents/caregivers who had not fully immunised one or 

more of their children aged 0-5 years found that knowledge of the immunisation process was very 

low, and they lacked confidence in navigating the immunisation system. Māori parents/caregivers 

involved in the study were far less likely to have considered the benefits and risks of immunisation.90 

Some whānau have also been noted as expressing higher suspicion of immunisation than other 

ethnicities91. 

 

The understanding parents/caregivers had around immunisation tended to have been shared by 

midwives and whānau, especially mother’s “nannies”. Some participants reported that it was actually 

the mother’s “nannies” who take the babies for their immunisations 92 There may be some success in 

increasing health literacy regarding immunisation amongst Māori by including immunisation 

information as part of antenatal education for pregnant women and their whānau. 

 

Reviewing service provision 

The attitude and encouragement of providers, the services they provide and the advice they give are 

key drivers to parent/caregiver behaviour and decisions on child immunisation. Participants in 

research by Litmus (2011)93 reported negative experience with the health system, including 

frustration with the services provided and negativity they perceived towards them by health 

providers, supporting the view that general practice is not providing services which are appropriate 

for Māori clients94. 

 

Some Māori parents/caregivers may be perceived by general practice as “hard to reach”, but Corbett 

(2013)95 suggests that this may be a consequence of “hard to reach general practices”. Such practices 

should consider reviewing a few key areas to improve the experience for their Māori clients: 

• Health literacy 

• Positive communications 
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• Providing a warm, welcoming reception. 

 

Family/whānau, and to a lesser extent partners and peers, play important roles in providing 

knowledge and shaping views. Small enhancements to improve Māori experiences in healthcare 

practice are likely to result in an increase in Māori immunisation rates96. 

 

Reflection on NZ’s MeNZB campaign97 identified that additional outreach services and a 

communication programme targeting Māori enhanced delivery to this population group. Delivery of 

a school-based MeNZB vaccination programme resulted in consent rates for Māori being close to 

those of other population groups (Māori 79%, Pacific 90% and Other 84%). Further school-based 

programmes have also been reported as improving equity in uptake by both deprivation and 

ethnicity, for school aged children98 99 . 

 

Poverty-related factors 

Mueller et. al. (2012)100 found a negative social gradient for immunisation and stated that “risk 

factors such as single-parent households and/or large household sizes are presenting as barriers for 

Māori to immunisation uptake, especially for those living in extreme deprivation. Māori 

parents/caregivers have been found to prefer delivery of immunisation services at their home, 

compared with others who were comfortable in a clinical setting. This may be due, in part, to 

transport costs and availability which have been identified as a barrier to accessing health services in 

a timely way101. 

 

Inadequate funding of health services where populations are predominantly Māori, Pacific and Other 

ethnicities has been identified as limiting the ability of general practice to provide the levels of 

reminder and recall services required. OIS referrals (fo  children who may not receive immunisation 

in the practice setting) have been found to be mostly for Māori clients, usually from high deprivation 

areas and with low health literacy. Characteristics of successful OIS providers have been identified as 

having motivated staff with good communication skills, local knowledge and links to their 

community102. While it would be ideal for every child to be enrolled and fully immunised in general 

practice to minimise costs and encourage long-term engagement with primary care103, actions also 

need to be taken to address the barriers for those clients who choose not to access primary care. 

 

CONCLUSION 

 

This literature review set out to explore interventions which have been found to be effective in 

improving equity in childhood immunisations, and interventions that have been found to be effective 

in reducing inequity in immunisation for Māori. 

 

NIR are considered internationally to be effective tools in identifying disparities in immunisation 

coverage104,  allowing tracking of coverage for both individuals and populations. The development of 

the New Zealand NIR was effective in supporting strategies to decrease the equity gap between 

children living in the lowest and the highest socioeconomic deciles. However, ensuring accurate data 

collection and entry is essential,   and analysis must be accompanied by the delivery of suitable 

immunisation programmes and practices to those experiencing inequity105. 
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Obtaining the voices of those experiencing inequity is important in the development and/or 

reorientation of immunisation interventions to assist in identify and addressing barriers to 

immunisation106 107. Regular reviews are advised to track progress, adjust strategies and promote 

accountability.    

 

Research undertaken in New Zealand has identified a range of factors which resulted in higher 

immunisation coverage and/or timeliness in primary care. Most significant were: 

 

• Caregivers had not received discouraging information about immunisation during the 

antenatal period108, and infants who were engaged early with a provider who demonstrates 

good client engagement and effective systems109 110. These factors emphasise the 

importance of LMCs as credible sources of evidence-based information regarding 

immunisation.  

 

• Adequate funding of primary care to deliver immunisation services which supports: 

o the implementation of practice management systems, such as MedTech, to facilitate   

     the management of recalls111, 

o well-trained, stable staff who have positive relationships with their patients, dedicated   

     time to provide immunisations, track inventory and develop protocols112, and  

o an OIS which connects with community-based health and social service providers who are 

trusted by children & their families, and can offer the service at a place and time which 

meets the needs of this priority patient group. 

 

Despite health policy strategies designed to increase immunisation uptake by Māori, such as the NIR 

and population-based health care, disparities persist113. Key interventions for improving 

immunisation uptake by Māori are likely to be improving health literacy114 and including whānau, 

especially mother’s “nannies”, when sharing immunisation information for pregnant women, 

mothers of young babies and their whānau.  

 

Most Māori participants in the Litmus (2011) research had not experienced positive connections with 

the health system and, conversely, some general practices reported some Māori parents/caregivers 

as “hard to reach”115. The attitude and encouragement of providers, the services they provide and 

the advice they give are key drivers to parent/caregiver behaviour and decisions on child 

immunisation. For Māori clients, it is recommended that general practices give attention to 

supporting improved health literacy, positive communications and manaakitanga. Small 

enhancements to improve Māori experiences in healthcare practice are likely to result in an increase 

in Māori immunisation rates116. 

 

Additional research 

Following the completion of the literature review for this HEA, new research was published on 

translating best practices by high performing general practices in New Zealand to improve 

immunisation coverage in low performing practices117. It found that developing customised action 

plans and providing support to providers was helpful. It also emphasised the importance of having a 

tool kit of strategies for providers to utilise as one strategy alone will not improve childhood 

immunisation rates118. 
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2. APPLICATION OF HEAT – WORKSHOP & KEY INFORMANTS 
 

Workshop Participants  

Twenty-four stakeholders participated in the workshop. Half of the workshop participants 

represented Taranaki DHB from a range of service areas; Planning, Funding and Population Health 

(2), Public Health Nurses (2), Paediatrics (1) Immunisation Co-ordination Service (1), Māori Health (1), 

Communications (1), Midwifery Nursing (1), Child and Adolescent Community Centre (1), Emergency 

Department (1) Maternity/Child Health Manager (1). External stakeholders made up the remaining 

12 participants and represented the following organisations; Māori Women’s Welfare League (1), Tui 

Ora Outreach Immunisation Service, Tamariki Ora Service and general practice (3); Ngati Ruanui 

Tamariki Ora Service and Outreach Immunisation Service (2); Plunket (1); Ngaruahine Rangi (1), 

Pinnacle Midlands Health Network PHO (3).  

 

Of the 20 participants who provided individual information about themselves, 19 were female. A 

third of participants (7 out of 20) identified as Māori, representing 35% of workshop contributors. 

The majority of participants identified as New Zealand Pakeha (14 out of 20), representing 70 % of 

participants and two participants identified as ‘other’. The majority of participants’ work was North 

Taranaki based, with 3 participants from South Taranaki, however the majority of participants’ roles 

required them to work actively across the Taranaki region. 

 

Key Informant Participants 

Three key informants participated in the HEA.  They were chosen as they are experienced health 

professionals who hold expert knowledge on mmunisation, including the Taranaki DHB Medical 

Officer of Health. All three key informants identified as NZ European/Pakeha. Two participants were 

female and one male. 

 

Understanding Health Inequalities: 

What inequalities exist? Who is the most advantaged and how? Why did this inequality occur? 

 

Ethnicity 

What inequalities exist?  

Workshop Participants 

All four workshop groups identified tamariki Māori as experiencing an inequity in Taranaki for 

childhood immunisation.  

Key Informants 

The two key informants who answered this question stated that Māori children and children whose 

ethnicity is categorized as ‘Other’ experience inequity in vaccination coverage and timeliness  

Who is the most advantaged and how?  

Workshop Participants 

Two workshop groups identified Non-Māori as being advantaged and two groups specified New 

Zealand European/Pākehā as an advantaged group. One group thought ‘worried well New 

Zealanders’ were in an advantaged position. 

 

Key Informants 

Released under the Official Information Act 1982



Summary Report Health Equity Assessment: Childhood Immunisation in Taranaki   Page 30 

It was agreed by two key informants that Non-Maori, including Asian and NZ European/Pākehā are 

advantaged across immunisation timeliness and coverage. One key informant suggested children 

who live in the least deprived areas are advantaged. 

The parents and caregivers of European children who live in well off areas are more likely 

to belong to supportive networks, are more easily able to access health care, have health 

providers that are also European, understand the health information that is presented to 

them, and feel more comfortable with the vaccination process.  Their children are less 

likely to be hospitalised with a vaccine preventable disease. 

One key informant stated that in Taranaki Pacific children have the best rate of immunisation 

timeliness and coverage; however it is noted that the population of Pacific children under five years 

old in Taranaki is very small. 

Why did this inequality occur? 

 

Workshop Participants 

Three groups identified a lack of cultural awareness and cultural appropriate delivery by providers as 

factors influencing engagement with Māori whanau. One group suggested a lack of trust in the 

health care system by Māori whanau was a contributing factor, while another group acknowledged 

inequity exists due to western-based systemic models of health. 

 

Three groups identified health literacy as a contributing factor for tamariki Māori experiencing 

inequity in childhood immunisation. 

 

One group stated the effects of colonisation on Māori are responsible for inequity for Māori and two 

other groups considered the wider context of Māori experiencing broader inequity across income, 

access, smoking, transport and early health outcomes. 

 

One group identified the under-resourcing of General Practitioners and nurses and a general lack of 

funding for general practices as contributing to inequity for Māori. 

 

Key Informants 

The four main themes identified by key informants were differential access to; health care, 

distribution of determinants of health, confidence in quality of care and motivation to immunise.  

All three key informants identified differential access to immunisation health care as responsible for 

this inequity. One key informant referenced three main pathways that contribute to ethnic 

inequalities in health, as identified by Camera Jones:119 

1. Differential access to the determinants of health or exposures leading to differences in 

disease incidence.  

2. Differential access to health care.  

3. Differences in the quality of care received.  

 

In their response, one key informant identified links across a range of other determinants of health: 
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The Litmus study120 identified those groups who are less likely to vaccinate - young 

mothers under the age of 25, single mothers, low income, low educational achievement 

and frequent moves of household (transient families). These may all apply to varying 

degrees to Maori and ‘other’ groups in Taranaki. 

Two key informants identified complacency and a lack of motivation to immunise as contributing 

factors. One of these key informants suggested that the three determinants for vaccine hesitancy 

likely to be a factor in Taranaki are: 

1. Complacency (perceived low risk of vaccine preventable disease, do not see need for vaccines)  

2  Confidence (lack of trust in vaccine delivery or policy makers) eg.  they are Pākehā with 

superior attitudes and do not engage positively 

3. Convenience (lack of physical access to immunisation services – availability, affordability, 

geographical) eg. No money to travel to practice 

 

One key informant provided the example of inequities nationally in hospitalisations for pertussis 

across ethnicity and socio-economic background and suggested the drivers for the inequities related 

to vaccine coverage and timeliness are the same for children who get sick from vaccine preventable 

diseases, noting poor housing, over rowding, health literacy and access to health services. 

One key informant offered the following explanation of the barriers for Māori whānau to engage in 

immunisation health services: 

 

Most Māori families in Taranaki attend general practices who may not engage well with 

them.  Māori (GP) practices (who employ Māori staff or provide regular education and 

expectation for their Pākehā staff to engage well with Māori families) do well in this 

endeavour but they may not be located where they can give access to the majority of 

Māori families – not located in Waitara, Stratford, Opunake or Patea 

One key informant referenced Corbett’s121 research on the barriers experienced by Māori to engage 

in immunisation health services at general practices.  

A collective approach is needed for the various ‘touch points’.  (Corbett) emphasised that 

Pākehā practices did not make families comfortable, might use the immunisation visit as 

an opportunity to follow up old debts, the efficiency of the practice might clash with the 

comfort of the young Māori mothers … (Corbett) asked practices to consider that ‘hard to 

reach’ users were really a result of ‘hard to use’ practices 

 

Socio-economic 

Workshop Participants 

All workshop groups acknowledged the socio-economic inequity across childhood immunisation 

coverage.  

 

Groups that were identified as more advantaged by the current childhood immunisation programme 

are families whom are educated, employed, resilient, less deprived, willing and engaged in health 
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services, have higher incomes, access to transport, good support networks and are located in 

wealthier areas close to general practices. 

 

A broad range of factors contributing to socio-economic inequity were identified by participants. Two 

groups each suggested transport issues and transiency as key contributors and two groups identified 

poverty as a causal factor. Other wider social determinants were considered by individual groups 

including poorer housing, limited mobile phone coverage, less jobs available in a low wage economy 

and difficulty taking time off work.  

 

Two groups identified the pressures on low income families who may be time poor and as a result of 

financial pressures and wider life stresses immunisation is not a higher priority. Two groups also 

identified that existing debts incurred at general practices would be a deterrent for low income 

families to engage for childhood immunisation.  

 

One group suggested hat general practices closing their patient lists and not taking new patients 

further disadvantages lower income families but also acknowledged the constraints for general 

practices with contracts and limited support resources. Another group stated that an incontinently of 

general practice staff is a contributing factor. 

 

One group each identified the following factors; worried well taking up appointments, service 

dependence and managing family dynamics. 

 

 

Geographical 

Workshop Participants 

All four groups identified a geographical inequity in childhood immunisation coverage in Taranaki. 

Groups identified those more transient populations and those living in rural, more deprived areas, 

particularly in South Taranaki and Waitara experience inequity. One group suggested Māori who live 

rurally experience inequity. All four groups agreed that families living in urban areas and in closer 

proximity to health providers are advantaged by the current childhood immunisation service. 

 

One group established a socio-economic link with geographical disadvantage by suggesting that 

affordable housing tends to be located more rurally.  

 

Two groups focused on those living in more rural and deprived areas having poorer access to 

immunisation services due to less general practices in higher deprived areas.  One group suggested 

the inflexibility of the health service model contributed to this inequity. One group identified the 

“anti-vaccinators’ being associated with the small rural town of Oakura. 

 

 

Intervening to reduce health inequalities: 

Question Four 

How could we intervene to tackle inequity in childhood immunisation in Taranaki?  
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Workshop Participants 

More than 30 comments were recorded in response to this question. For the purpose of this report 

they have been grouped under the intervention themes of service re-orientation; health literacy; and 

development of community partnerships and intersectoral approaches. Participant responses are 

listed below. 

 

Service re-orientation 

• Nurse-led clinics in community settings 

• Pop up clinics (high deprivation areas, events, rural areas, day cares, schools) 

• Innovation - explore alternative service delivery 

• After hours clinics (eg. weekends) 

• Mobile bus 

• More Māori GPs and health workers 

• More GPs required 

• Better continuity of practice hours 

• Allowing families to register even if general practices’ books are closed 

• Early recalls by PHOs 

• Models of service appropriateness 

• Earlier enrolment in health se vices 

• CNS lead clinics in GP practices 

• Midwife handover for 6 week check 

• Clear guidelines around OIS referrals 

• Attitude improvement (non-judgmental) by frontline staff 

• Offer food at the first visit 

• Address factors that impact on access (transport, poverty, time poor, cultural beliefs, access 

to care, engagement in health care) 

 

Health Literacy 

• Increase positive media messages on immunisation 

• Utilise social media for pro-immunisation messages (promote to families) 

• Consistent messages from providers 

• Face to face education 

• Education for pregnant women, how to access services, immunisation 

• Education on vaccination avoidable diseases 

• Give whanau the tools to make their own decisions 

• Education on importance of immunisation 

• Literacy – some whanau don’t understand the terminology 

• Education on a service model? 

 

Development of community partnerships and intersectoral approaches 

• Broader approaches with other sectors 

• Relationships with providers 

• Work closely with community groups 

• Make use of whanau connections 
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• Information sharing over the system 

• Ask the families about barriers and ideal immunisation services 

 

Key Informants 

One key informant, the Taranaki Medical Officer of Health, provided a comprehensive response to 

this question which has been included as Appendix Nine. The three key informants suggested 

focusing efforts on addressing barriers to accessing immunisation services through general practices. 

There was a strong sense by two key informants that by directing immunisation service resources 

outside of general practices it ignores a key underlying contributor to the inequity in immunisation - 

differential access to appropriate primary health care. 

 

In identifying access to immunisation as a key issue, one key informant stated: 

 

This should occur through primary health service. There is Ministry of Health funding to 

Primary Health Organisations for this. There are other well child checks that occur at this 

time so engagemen  with a primary health service is very important.  There are many other 

health services that these families should be able to access to promote health throughout 

life … Continue to promote engagement with primary health services. 

 

One key informant suggested that resourcing alternative immunisation services (such as pop-up 

clinics) is counter-productive to address ng inequity: 

 

Suggesting “band aid” solutions such as alternative vaccination services [that are] separate 

from general practice ignore the fundamental reasons for the inequities.  We have to be 

honest - our primary health services do not work as well for people who are Māori and who 

are poor.   

 

One other key informant shared these concerns about the long term impact on providing 

alternative immunisation services separate to general practice services and suggested they are 

viewed as a short-term solution only: 

 

Pop-up clinics in the interim may help to at least get immunisation information and 

delivery accomplished but I would be concerned if it was viewed as a permanent solution 

and run independently from the Primary Health Organisation or Outreach Immunisation 

services that we currently have. This could result in further disconnect from primary health 

and increased inequity in other areas [of child health]. 

 

The following eight recommendations summarise the strategies suggested by the three key 

informants to address inequity in immunisation: 

 

1. Partner with key community groups 

Two key informants acknowledged community partnerships with the local immunisation service 

governance group as essential for improving inequity in childhood immunisation coverage in 

Taranaki. One key informant advised that to be successful, any decision making on interventions to 
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address inequity in immunisation require participation of community groups and the Primary Health 

Organisation.  

 

One key informant suggested a practical “team approach” of partnering with community to engage 

families who are disengaged from immunisation services: 

 

There needs to be a determined group approach to finding and connecting these families.  

Within each three month birth cohort it only involves finding another 4- 5 children.   

The two key informants who valued the role of community partnerships to address inequity in 

immunisation agreed that influential community groups could assist in two fundamental ways, by 

promoting access to general practice immunisation services and encouraging motivation to 

immunise, these are explained below. 

 

One key informant provided the example of the Māori Women’s Welfare League as an ideal group to 

partner with to promote increased access to existing immunisation services, suggesting provision of 

transport services to families and support for families to engage in Primary Care. The key informant 

questioned if funding may be required for community groups such as Māori Women’s Welfare 

League to take up this role. Another key informant also suggested working with community groups to 

link families whose children remain most at risk of vaccine preventable diseases (lower immunisation 

timeliness and coverage) with improved access, including transport.  

 

One key informant emphasised that community connection is important for improving ‘motivation to 

immunise’ and that influential groups such as Māori Women’s Welfare League possess strong 

community ties and a deep understanding of their own community and these could be fostered to 

promote immunisation on a community level.  

 

Working with this group to develop ways to promote immunisation in their areas is 

valuable but needs to planned and regular. Information shared in informal settings seems 

to work best.  Perhaps regular morning tea sessions at various Māori Women’s Welfare 

League rooms.  

 

Ensure respected community members have immunisation information to share with their 

community 

 

In addition to strengthening the relationship with the Māori Women’s Welfare League, one key 

informant also highlighted the opportunities to partner with other key groups such as Te Wha e 

Punanga Korero by ensuring representation at any planning meetings.  

 

2. Focus efforts on a general practice level to improve immunisation 

One key informant provided a comprehensive response detailing how general practices can take 

steps to improve inequity in immunisation (see Appendix Nine). 

Ultimately strategies are also needed to tackle the drivers of inequity as identified 

by Camara Jones to reach that last 5-10% of people who find that mainstream 

health services are difficult to reach.  
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The key informant stated that general practices have made significant improvements in vaccination 

coverage by focusing on practice systems including early enrolment, stable practices (less turnover), 

general practitioner and practice nurse confidence and engagement, practice nurse time and 

resources, and practice systems (eg. use of pre-calls, flags, opportunistic). 

The key informant shared their experience of visiting a general practice outside of Taranaki in 2009 

that successfully improved immunisation coverage, explaining that this particular general practice 

exhibited the characteristics of a “health literate organisation”. Appendix Nine details nine actions 

strategies adopting by this practice to improve immunisation rates. 

There was leadership with a top down equity focus, there was strong community focus, 

the workforce was culturally competent, they worked closely with other agencies and 

were meeting the needs of their population, the practice was easy to access, and there 

was regular communication with their community.   

The key informant noted that this practice did not support vaccination in people’s homes via an OIS. 

They emphasised that efforts to address inequity in immunisation should focus on evidence-based 

approaches at a general practice systems level that aim to improve vaccination coverage and 

suggested using Dr Nikki Turner’s “Six Star Plan”122 to form a checklist to explore possible 

interventions. 

It is likely that effective interventions will involve innovative and flexible approaches, 

collaboration and ability to work ac oss agency boundaries, and the engagement of 

stakeholders, communities and people.   

3. Take broader action to improve general practice engagement  

All three key informants identified that wider improvements in primary health care service 

engagement could positively impact on inequity in immunisation. One key informant quoted Health 

Quality & Safety Commission (2015) 123  with the statement: 

 

Equity is a measure of quality in health care.  

 

The key informant viewed immunisation coverage as an indicator of child primary care engagement: 

 

Eliminating disparities in immunisation coverage is far more important that simply 

increasing the numbers of vaccinated children.  It is likely that practices that achieve high 

immunisation coverage in ethnically diverse and low socio-economic population groups 

also provide high quality health care in other ways for their population.   

Another key informant suggested there is a need for:  

 

a  significant project that would look, not only at addressing equity issues in 

immunisation, but also with a boarder view of how primary health can be made more 

accessible and attractive for this community.   Immunisation has the added advantage of 

being easily measured and would be a valuable indicator as to the overall impact of the 

project. 
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All three key informants suggested action is taken to improve primary health care services 

engagement with Māori.   

 

… our primary health services do not work as well for people who are Māori and who are 

poor … if you get it right for Māori then you will get it right for everyone.  

 

One key informant drew on a number of Corbett’s (2013)124 recommendations, suggesting that 

general practices are encouraged to increase the comfort of whanau in the immunisation journey. 

This included improved welcoming of families, the expectation that Māori names are pronounced 

correctly and provision of a guide to correct pronunciation of basic Maori phrases.  

Another key informant suggested that a pilot programme could be developed to partner the Primary 

Health Organisation with local community groups with the goal of improving the feel of general 

practices for engaging Māori. 

4. Advocate for an equity agenda 

Two key informants suggested measures are put in place to monitor equity in immunisation coverage 

at a practice level. One suggested that the DHB boldly establishes an expectation that all 

immunisation practices are responsive to Māori and other ethnicities and can provide evidence of 

this. Another key informant recommended that the DHB Screening Unit provides regular vaccination 

coverage data by ethnicity for all general practices. 

One key informant suggested a higher level approach is required by the DHB to advocating for health 

equity by recommending that eliminating children’s health inequity becomes a goal for all health 

providers in Taranaki.  It was proposed that the Taranaki DHB could demonstrate leadership by 

making children’s health equity a strategic goal and then working with the PHO and primary health 

providers to implement the recommendations of the below Institute of Healthcare Improvement 

2016 health equity guide6, the New Zealand Health Literacy Guide125, and the New Zealand Medical 

Association Health Equity Position Statement.126   

The Institute for Healthcare Improvement in 2016 reviewed organisations that achieved high levels 

of health equity and found a number of common features: 

(1) they made health equity a strategic priority;  

(2) they developed structure and processes to support health equity work;  

(3) they deployed specific strategies to address the multiple determinants of health on which 

health care organizations can have a direct impact;  

(4) they decreased institutional racism within the organization; and  

(5) they developed partnerships with community organisations to improve health and equity.127 

 

5. Promote equity through the health workforce 

Two key informants highlighted the health workforce as areas for promoting a stronger equity focus. 

One key informant suggested action to increase the Māori workforce in primary health and 

immunisation services.  
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Another key informant proposed lobbying the Taranaki DHB to take a more active role in working 

with the PHO and facilitating the employment of more doctors and nurse practitioners in areas in 

Taranaki where there is a shortage of general practitioners. 

The third key informant suggested investing funding into establishing more general practices clinics 

and offering subsidised primary health care services in particular areas.   

6. Regularly assess barriers to health care to promote child health equity 

One key informant recommended that as part of a DHB focus on children’s health equity, the 

organisation introduces processes to regularly assess the access barriers to health care services and 

then interventions to address these barriers are embedded in a “Learning and Improving” process 

using ‘Plan, Do, Study, Act’ (PDSA) cycles. 

Question Five 

How will you improve tamariki Māori health outcomes and reduce health inequalities experienced 

by tamariki Māori? 

 

An adapted version of the existing HEAT appendix for question five was utilised at the workshop to 

encourage participants to reflect specifically on inequity for tamariki Māori in childhood 

immunisation. The Pae Ora framework of Māori health was drawn on to guide the redeveloped 

questions and the principles of Te Tiriti o Waitangi, Partnership, Protection and Participation 

provided overarching principles for responding to the questions. Participants were requested to 

consider the ‘current situation’ and identify ‘opportunities’ for change. 

 

Pathway Tuatahi: Development of whānau, hapu, iwi and Māori communities 

Do Māori (particularly those unable to access the service) have a voice in the delivery of this health 

intervention?  Were they involved in defining the problem and developing the solution? 

 

Current Situation 

All four groups identified there is currently limited opportunities for Māori to have an influential 

voice in the delivery of immunisation services.  

Groups identified Māori sources of input as members of district health board who identify as Māori, 

Maori management and healthcare workers. Three groups suggested that Māori have a voice at a 

higher level but gaining Māori voice at a participant level “at the coalface” was limited. One group 

stated:  

Māori who are unable to access services don’t have a voice and are not involved in 

defining or solving the problem 

Another group stated: 

(There is) limited opportunity for high risk Māori whanau to input in developing strategies 

One group suggested that Māori providers are relied on for gaining a Māori voice.  
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Opportunities 

Three groups identified there is opportunity to engage Māori consumers to inform service delivery. 

The following are suggestions by two groups: 

Informal consumer feedback asking the questions “What are we doing well? What would 

you like us to do differently?”  

Ask the community – those without a ‘voice’ what will work?  

Other individual group suggestions included: 

• Better education – helpful resources that are easy to understand 

• Pre ent ‘do-not-attends’ by ensuring database for families is up to date 

• Family/whānau intervention 

• Increase Māori healthcare workers 

• Clearer expectations given to patients/whānau 

• Open communication building trust 

• A successful model of care from above will translate across other areas 

 

Pae Ora Pathway: Tuarua 

Māori participation in the health and disability sector 

 

What proportion of the workforce delivering this health intervention are Māori?  What proportion of 

the governance group for this health intervention are Māori? 

 

Current Situation 

One group stated that all Taranaki immunisation providers are invited to attend the TISG meetings, 

including Māori providers and support organisations.  

 

One group thought the percentage of Māori healthcare workers at Taranaki DHB was eight per cent 

while another group stated it was “minimal” and likely to be less than five per cent. 

Two groups stated that they did not know the answer to this question, including one group that 

stated that they suspected it was low.  

 

Opportunities  

Three groups responded that Māori workforce capacity needs to be increased. Two of these groups 

emphasised the need to encourage Māori youth to enter the health sector and suggested 

encouraging Māori youth to gain qualifications, improving educational access for Māori by offering 

scholarships and profiling Māori health care workers and promote them as role models to “inspire 

Māori into the workforce” 

One group suggested a broad range of cultures and groups should be represented in the health 

sector and suggested encouraging employment of a diverse workforce of passionate people.  

Other individual groups suggested the following opportunities for promoting Māori participation in 

the health and disability sector: 
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• Linking in with existing groups 

• Acknowledge and encourage all roles within this health intervention – kaiawhina, navigators, 

kuia. 

• Increase cultural competency 

 

Pae Ora Pathway Tuatoru: Effective health and disability services 

Is health equity an explicit outcomes-based goal which is reported on an annual basis? 

 

Current Situation 

Three of the four groups provided an answer to this question, with one group agreeing affirmatively. 

Another group implied that the intention is for health equity to be prioritised by stating: 

(it is a) regional and national expectation that inequity is addressed 

 

The third group was unsure how explicit the focus on inequity was in reporting: 

reports go to MoH which cover many aspects of patient flow and KPIs but how explicit it 

is regarding health equity is unknown 

 

Opportunities 

Only two of the four groups provided answered to this question. One group suggest that data 

collected is published and shared across services. 

 

Another group suggested that Taranaki DHB examine the strategies employed by the Hawkes Bay 

DHB as it has managed immunisation equity.  

 

Pae Ora Pathway Tuawhā: Working across sectors 

Is an intersectoral partnership approach used in develop ng and implementing this health 

intervention? 

Current Situation 

Two groups responded to this question by suggesting that current partnerships are very focussed 

within health and that organisation are open to working collaboratively. One group noted the 

determination to work together to address inequity for Māori requires strengthening.  

 

Opportunities 

Two groups agreed there was an opportunity for community collaboration, to bring different groups 

together and explore how they could work together. Statements included: 

Gather all organisations together on a regular basis to share and support 

Everybody needs to be on the same page 

Two groups referenced the opportunity to do things differently by “trialling new ideas (eg. pop-up 

clinics)” and “thinking outside of the box”. One group suggested there is a particular opportunity to 

partner with early childhood centres. 
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Reviewing and refining the intervention: 

 

Questions Six to Nine 

  

At the workshop the total of more than thirty suggested interventions identified by participants were 

grouped together as five different strategies for further examination by participants. These were: 

• Community partnerships and intersectoral approaches 

• Social Media 

• Nurse led clinics in community settings 

• Mobile services and pop-up clinics 

• Providing better health information to parents (including health literacy and whānau 

engagement) 

The workshop groups had an opportunity to answer the following questions for each strategy.  

6. How could this affect inequity in childhood immunisation in Taranaki? What are the 

predicted outcomes of this intervention for health inequalities? 

 

7. Who will benefit most? Who stands to benefit the most from this intervention? 

 

8. What might the unintended consequences be? Are there unintended consequences that can 

be foreseen? 

 

9. What will we do to make sure we do reduce inequalities in childhood immunisation in 

Taranaki? What needs to be done to ensure that the benefits accrue to the intended 

populations? 

 

The worksheets recording group responses for each of the respective strategies were circulated 

between the four workshop groups who were asked to add their own comments and record if they 

supported the other groups’ responses.  The following is a summary of questions six to nine for each 

of the five strategies. 

Community partnerships and intersectoral approaches 

Two groups each agreed this approach would improve communication; allow sharing of up-to-date 

information resulting in collective responsibility for immunisation which may increase catchment. 

One group noted it would require the PHO and general practices to challenge the current paradigm 

and partner with community non-government organisations. 

Two groups each agreed all groups would benefit from this approach and that more people would be 

talking and supporting. One group identified that Māori and high need populations, if prioritised, 

would benefit. 

Two negative unintended consequences were identified by participants. Two groups agreed that 

families could feel “ganged up on” if they are receiving immunisation messages from multiple 

sources and one group expressed concern that general practices may be reluctant to provide their 

service in lower income areas if there are already strong community support systems in place. A 
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positive consequence identified by one group is that more families and individuals could have health 

care plans. 

In order to guarantee this approach is successful two groups each agreed that it needs to be a 

“targeted initiative to targeted communities”. 

Social Media 

Three groups agreed that social media could raise the awareness of positive immunisation messages 

as well as invite community debate. One group suggested it could possibly benefit a younger 

audience. 

All groups agreed that a wide range of the Taranaki community stand to benefit from greater social 

media promoting immunisation and highlighted the family decision makers as benefiting. Two groups 

suggested families with low health literacy would benefit through the conveying of health messages 

using mediums such as videos and pictures. 

All groups agreed that there could be negative unintended consequences to using social media and 

one group suggested that comments on social media have the potential to stray from purpose and 

also cause confusion. All four groups agreed with the following cautionary statement: 

Incorrect and uneducated social media that has no validity can be shared for all to see 

To ensure the benefits of using social media accrued to the intended populations, three groups 

agreed that content would have to be clear, concise, relevant, credible and shared by trustworthy 

sources. Careful moderation would be required to manage extremist views and attention would need 

to be given to managing what can be a resource-intensive medium. 

Nurse-led clinics in community settings 

It was widely agreed by workshop participants that nurse led services in community settings would 

result in a range of positive outcomes for existing inequities. Two groups agreed it could “reduce 

inequalities and improve access”. All groups agreed this approach would increase accessibility for a 

broader population, improve relationships with providers and key personnel and offer a less 

daunting and friendlier service. Three groups agreed it could increase engagement with services and 

help develop trust which may also benefit other health services on offer.  

All workshop groups agreed this approach could potentially benefit families who are isolated, Māori, 

un-enrolled with PHOs and living rurally. Three groups thought it would benefit those in the 

community with ‘high needs’ and also by extending immunisation coverage it would benefit those 

who can’t be vaccinated. 

A number of potential unintended consequences were identified by participants. All four groups 

agreed with the concern that nurse led immunisation clinics could potentially disconnect families 

from general clinics and three groups agreed it could result in unrealistic expectations on the nurse 

led immunisation service, resulting in requests for other health services. One individual group 

commented that this initiative may result in increased upskilling of nurses to gain more clinical 

experience and the potential expansion of general practices to incorporate nurse-led clinics. 
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For nurse-led clinics to have a guaranteed positive effect on inequity in immunisation all groups 

agreed that partnerships across primary care with other providers will be important. All four 

workshop groups agreed with the suggestion that the nurse led clinics need to be located in and 

driven by Māori Iwi health. 

Mobile services and pop-up clinics 

All workshop groups were optimistic that mobile services and pop-up clinics could have a positive 

impact on inequities in immunisation. All four groups agreed this approach would result in improved 

access to the immunisation programme through a targeted approach to providing immunisation 

services. Two groups each agreed that it could result in opportunistic immunisations and also 

become a social experience that friends take their children along to together. Two groups agreed this 

approach could have a positive impact on inequity because of its flexibility to provide a delivery 

model to suit the respective community, rather than always requiring a general led approach. 

Three groups agreed groups who stand to benefit from mobile services and pop-up clinics are 

families who experience access barriers; are not registered with general practices and struggle with 

keeping appointment times  

When asked to consider unintended consequences of this initiative, all groups agreed that if it was 

well accessed then it could potentially result in general practice services becoming more freed up to 

deal with other health concerns. Individual group concerns included funding issues, the initiative not 

actually meeting the majority of the community’s need and being underutilized and preparedness for 

when whānau present with more serious health concerns that are outside of the scope of service. 

To ensure this initiative would benefit those it most needs to, individual groups suggested it is trialled 

and assessed initially, delivered outside of regular work hours to suit whānau and promoted 

collectively by schools, Early Childhood Education (ECE), well child providers, general practices and 

social media. 

Providing better information to parents (including health literacy and whānau engagement) 

Three groups agreed that by focusing on engaging whānau to provide better information about 

childhood immunisation there would be improved understanding of immun sation and to access it as 

well as increased trust in immunisation service providers. 

Three groups each agreed that Māori whānau stood to benefit from greater emphasis on this 

approach as well as the entire wider community. One group suggested that it could positively benefit 

those that are not immunised. 

One group suggested that greater understanding of immunisation would eventually benefit the 

workforce who would not have to spend as much time dispelling myths around immunisa ion. 

Individual groups also raised the risk of incorrect interpretation of information and the importance of 

circulating up to date information (removing circulation of outdated resources). 

Fundamental to ensuring this approach benefits the key populations to address inequities, three 

groups agreed that information needs to be shared with parents with the ‘right approach’, a non-

judgmental attitude, consistent messages, targeted and appropriate delivery, involvement with 

positive community groups and be subject to evaluation. Two groups agreed that in order for this 

approach to be effective, information has to be provided in a timely manner. One group highlighted 
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the need for Māori Iwi Heath and non-government organisations to support and lead whānau 

conversations as resources to share information. One group suggested using the health literacy 

review tool for the immunisation programme. 

 

Evaluating the impacts and outcomes the intervention: 

Question Ten 

How will we know if inequalities have been reduced? 

 

Workshop participants agreed that local immunisation coverage data is collected adequately because 

of the existing national database, the NIR and achieving equity in immunisation will be reflected in 

this data. 

 

It was agreed that f additional services, such as immunisation pop-up clinics, are to be introduced 

then participant demographic profile data should be collected to understand which population 

groups are utilising these services. Further examination and monitoring of the profile of families on 

the OIS list was also suggested. 

 

 

Workshop Feedback 

The majority of the participants felt being involved in the HEA workshop was useful. A key theme in 

the feedback from the workshop was that participants valued the collaborative nature of the session 

and the opportunity to discuss the inequities with a wide range of stakeholders. See Appendix Ten 

for a summary of the workshop participant feedback. 

 

3. CONSUMER FOCUS GROUP 
 

Consumer Focus Group Participants 

A total of six participants took part in the focus group. Four out of the six participants identified as 

New Zealand Māori. One participant identified as Cook Island Māori and one as New Zealand 

European. 

 

All participants were caregivers. Four of the six participants cared for two or more children  with a 

total of 13 children under the care of the six participants. Ages of children in their care ranged from 

17 months to 13 years old. Of the four participants who provided their own age, all were aged 

between 41 and 44 years old.  All but one of the participants were grandparents looking after their 

grandchildren or caregivers of whāngai children.   

Five of the six participants resided in Manaia, a town in South Taranaki twelve minutes drive (14.6 

kilometres) from Hawera. One participant lived in Normanby, a seven minute drive (six kilometres) 

from Hawera. 
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Question One. 

What were the main reasons you had someone come to your house to give your child their 

immunisations? 

 

All participants stated that they have taken children to a general practice to receive immunisations. 

None of the participants had had immunisations carried out at their house through the OIS.  One 

participant reported that the Tamariki Ora Nurse had come to her house to do a well child check, but 

she had taken the child to the general practice clinic for their immunisations.   

None of the participants were aware of the OIS. 

Question Two. 

In the past have you gone to your local GP clinic for your child/ren’s immunisation? 

 

All participants had taken their children to the local general practice clinic for their immunisations. 

Three participants commented that their experiences of visiting their local general practice clinic 

were positive. 

One participant shared a negative experience of taking their child to the general practice clinic for 

their immunisation.  

It was a nightmare for me, she screamed the doctors down, it took two people to hold her 

down, the first shot was horrible and the second shot was... and now she knows the 

hospital is horrible. It’s the bad place now   

Nearly all (5 out of 6) of the participants advised that they visit a general practice clinic in Hawera. 

The group all agreed that after their children received their immunisations they were advised they 

can leave the clinic immediately (without the recommended 20 minute wait) and return to the 

practice if the child experiences a reaction or take the child to the Emergency Department in Hawera 

hospital. 4 

The other thing was after baby got injections, they made you wait in the waiting room 

[Interviewer – You mean wait 20 minutes?] nah wasn’t even that, it was lucky to be a minute 

and she just said ‘oh if she has any reactions just bring her back in’ you just keep an eye out 

and watch her, any reactions just come back 

Another participant, who was a grandparent emphasised that this was not how it was when they 

had their own children.   

But with the older kids we had to wait 

Question Three. 

What are some of the barriers (if any) you have faced in getting your child/ren immunised at your 

local GP? 

 

                                                           
4
 Consumer feedback on post-immunisation observation period practice was shared with the Taranaki DHB Medical Officer 

of Health. The provider was contacted and underwent an audit which addressed this issue.  
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Difficulty getting an appointment:  

Three participants expressed difficulty accessing the general practice in Hawera due to low number 

of general practitioners and experienced difficulty getting an appointment with a two to three week 

wait time unless they used the walk-in clinic. Two participants explained as a result they often have 

to see nurses instead and also then wait three weeks to see a doctor. Participants noted the wider 

issue that doctors were unavailable in both Manaia and Patea.  

The participants identified Accident and Emergency (A&E) in Hawera Hospital as an option, but again 

the wait time can be long so travelling to New Plymouth A&E can be a quicker option. 

The wait was just too long and this time of year its quite hectic aye so something needs to 

be done about the medical system 

Another participant advised that she tried to get an appointment with a specific nurse for her older 

teenager and could not get an appointment for four months.  

The system is failing 

One participant highlighted that there are no reminders about appointments at their general practice 

which means if they forget about their appointment they have to make another. Another practice 

mentioned in South Taranaki provides a reminder message by mobile phone text, the day prior to the 

appointment. All participants felt getting a reminder text message would be helpful, especially as the 

general practice billed patients $5.00 for missing an appointment. 

Participants were asked if the wait time to get an appointment served as a barrier to having their 

child immunised at the clinic.  

Yeah that’s a barrier, you’re best to book well in advance. I used to book in a month 

advance otherwise you won’t get your child in 

Participants were asked if they experienced problems travelling to the health clinic for their child’s 

immunisation, a twelve minute drive away. 

Well it’s a way of life…. It’s a case of having to…… I think it’s really helpful that you’ve got 

this service {Iwi Health Service} because you can just ring up {staff member’s name} and 

they will take us to appointments 

One participant thought the idea of an Outreach service where the immunisation is carried out in 

their own home was a great idea and reflected on the difference it that approach could have made to 

another participant’s child’s experience of immunisation. 

With {child’s name} last year you had no transport, they could have come out here and 

got it done, at  least she would have been in her own home with her own toys, less stress, 

she can take off into her room. 

Lack of communication from health clinic 

Another participant shared their experience of trying to find out when the immunisation was due for 

a child in their care.  
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Yeah I’ve rang and still haven’t got any response, it took me about three weeks to get a 

hold of her because I had a message on my phone to contact {the practice}, gave the 

message to {the practice} for her to contact me, then I was ringing like three times a 

week, and then they rang me and said to me “well you keep ringing here what do you 

want?” That was {the receptionist, who they knew}, I said “excuse me?” She said “well 

you keep ringing here and leaving messages, what do you want?” I think ‘does anybody 

communicate there?’ I think they obviously don’t. I said I’m after a lady called {the 

person’s name}, I’ve never met her and she needs to come and do my health check with 

my moko, she said “oh righty I’ll get someone to contact you” and that’s the response, 

you don’t even feel like going back or ringing back. 

Generally poor communication was identified as an issue by other participants.  As one participant 

with older children (over 13 years) stated: 

 Even when you want results from tests you don’t get them back for the kids, you have to 

make another appointment and pay for it 

Participants also felt that they had no choice but to accept what they felt was a poor level of service. 

It’s alright saying to go to another service but there isn’t any, and you’re looking at a 

price, we’re rural. 

Question Four. 

How could some of the barriers to getting your child/ren immunised at your local GP be overcome? 

 

Consistency of staff 

One of the key barriers discussed by participants was a lack of consistency of care. It was important 

to participants that they had an ongoing relationship with their care provider so they could build 

rapport and trust. 

It’s also the meeting and greeting, you always get random nurses it’s not one person who 

you see the face all the time.  

You feel comfortable with the same, you build a rapport with the same person so the 

rapport between you and them and the child isn’t doing it. 

It’s just like doctors, you never get the same doctor. 

The relationship building is really important, really important for the children.  

My kids don’t want strangers to touch them. 

Transport  

All but one participant stated that assistance for transport was available through an Iwi Health 

Service. 

{Iwi Health Service staff} would take us, anything medical 
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Recently we held a workshop with key people who deliver the immunisation service to under 5s in 

Taranaki.  They had a few suggestions on how the service could be delivered. 

 

Question Five. 

Would you be interested in attending a ‘pop-up’ clinic in your community, like the one that was 

recently held in Waitara and hosted by the Maori Women’s Welfare League? Could be held at (Iwi 

Health Provider) perhaps? 

 

Al  participants except for the one who lives in Normanby agreed they would attend the pop up clinic 

if their child was due for their immunisation. One participant made the following statement around 

this option reducing their costs, which there was general agreement from the group on: 

 

It would save me going to Hawera, that’s ten bucks gas and I’ve got 5 children so I’m 

going back and forth all the time 

 

All participants shared hat their children were currently up-to-date with their immunisations 

 

Another participant commented that this option would not be easier than visiting the GP as they live 

in Normanby. 

 

Question Six. 

Would you be interested in attending a mobile clinic in your community (similar to other mobile 

clinics like dental or breast screening)? 

There was general agreement from participants that they would attend a mobile clinic. Responses to 

why they would be interested in this service included: 

 

You don’t have to travel. If it was on the right dates ... it would help the ones that need 

immunisation or the ones that don’t have cars, at least there’s an option there.  

 

The mobile bus would be able to get to all the rural areas around the motu, like here, 

Kaponga, Rahotu, Normanby 

 

Other ways of delivering the service 

 

Question Seven. 

Do you have any suggestions on how the childhood immunisation service could be delivered, that 

would better meet your needs? 

All participants emphasised the importance of have consistency of care with immunisation, i.e. that 

they would have the same nurse each time, so they would know the staff and build up trust and 

whanaungatanga. 

Having the same person, same nurse. Because the children build up a rapport with them 

and every time they see some one different it’s like… 
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It’s bad enough that they’ve gotta go for their needle and then having to see someone 

different all the time… 

Another key suggestion was getting a reminder to book children in for their immunisations and a 

follow-up reminder the day before the appointment.   

Getting notified in advance, someone flicking a text to say book in a month from now… 

I get one for cervical smear, reminder for that, but yeah it would be good for parents to 

have reminders, you’re baby’s immunisations are due in a month’s time, book in now… 

Call you the day before [do they call you if you miss it?] no you just have to remember … 

when the bill comes in that you’ve missed your appointment and you have to pay and 

extra $5… it makes people that haven’t got that extra $5, on top of, don’t want to go, 

…or if they don’t have credit of their phone, you can’t ring and tell them you can’t make 

the appointment.  

Another suggestion was to have a 0800 number to ring for immunisations for people who had not 

credit on their phone. 

As many of the participants were caregivers to the children, i.e. grandparents bringing up their 

mokopuna they also suggested being given a record of their immunisations as many did not have 

their Well Child or Plunket books.   

The other thing because she’s not with Plunket and people want to see the Plunket book, 

be good to have their own little record book for us… didn’t you get one?... nah…. [you 

need those things to enroll in daycare and things like that too?] yeah… 
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4. CONSUMER TELEPHONE INTERVIEWS 
 

Five immunisation service consumers participated in telephone interviews. Three were families on 

the North Taranaki OIS list and two consumers attended a recent Waitara flu vaccination pop up 

clinic, at which their child was immunised. 

All five participants were female. Three were aged between 25-29 years old and two between 30-39 

years old. All consumers who provided information on the ages of their children had more than one 

child. The number of children in their care ranged from two to five. The majority identified as Māori 

(6) and two participants identified as New Zealand European/Pakeha. Participants lived in Waitara, 

Bell Block, Inglewood, Westown and Marfell.  

Question One. 

What were the main reasons you went to the pop up clinic/or had someone come to your house to 

give your child their immunisations? 

All three participants who utilised the OIS mentioned the benefits of having the child’s immunisation 

carried out in their own home: 

Saves me time taking him out in the cold weather …I just like my kids getting 

immunised in their own home where they feel comfortable 

Just easier 

I loved how they came home, that made it mo e agreeable 

All three participants also made positive comments about the quality of care from the health 

provider, a typical response was: 

I really liked the ladies through (OIS provider) 

Two of the participants on the OIS advised their opinions on immunisation had changed since 

receiving the service and they are no longer vaccinating their children. 

For the two consumers who attended the pop up clinic in Waitara, one stated that the main reason 

they attended was that it was free. They explained that their family did not have their own transport 

so were transported from New Plymouth by a support worker. The Waitara based participant advised 

it was an opportunity to have the children vaccinated in Waitara.  

 

All the women at the pop up clinic were really lovely. Made it not as scary. Having 

friendly faces in there was a good thing 

 

Experience with the GP clinic: 

 

Question Two. 

In the past have you gone to your local GP clinic for your child/ren’s immunisation? 
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All participants had taken their children to a general practice at some stage. Three had now changed 

to the Outreach Service. 

 

Question Three. 

What are some of the barriers (if any) you have faced in getting your child/ren immunised at your 

local GP? 

Three participants mentioned a lack of access to their own vehicle. 

My doctor was really far away, that was my biggest barrier, and at the time I had no 

car 

One participant stated that they faced financial barriers as a solo parent on a benefit. They advised 

they had limited credit on their mobile phone to phone the general practice to make an appointment 

and texting the Outreach Service was easier. 

One participant advised the clinic is not very homely and they would just rather immunise in their 

own home. 

One participant stated that they didn’t experience any barriers. 

Question Four. 

How could some of the barriers to getting your child/ren immunised at your local GP be overcome? 

The majority of participants (3) identified provision of transport as a way of overcoming barriers to 

accessing immunisation in general practice. 

One parent suggested general practice staff listen to patients better and respect how they wish their 

immunisation to be given: 

I wanted to breastfeed my child while she was getting her jabs when we went to the GP 

and the nurse was really against it, she said the baby could choke and was really forceful. 

I ended up saying well I’m not getting it done unless you allow me to have it the way I 

want it to be. I suppose just be more open minded, you parent different anyway, so if a 

parent wants to do it this way, they’re the parent at the end of the day to know what’s 

right and wrong for their children anyway so, just need to allow things to be their 

{parents} way and not just the doctors and nurses way. 

One participant recommended that the free flu vaccination is made more readably available, 

including for young children. 

Only get it when you are pregnant – not going to get pregnant every year to get my 

free flu jab. Hard on a benefit, only get money for food, rent and power. No money to 

get a bus. That’s it pretty much. 

 

Other suggestions given around delivering the service: 

 

Recently we held a workshop with key people who deliver the immunisation service to under 5s in 

Taranaki.  They had a few suggestions on how the service could be delivered. 
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Question Five. 

Would you be interested in attending a ‘pop-up’ clinic in your community, like the one that was 

recently held in Waitara and hosted by the Maori Women’s Welfare League? 

 

The majority of participants (4) agreed they would attend this service. 

Definitely, but I wouldn’t give up the Outreach clinic for much … that would be super 

awesome if that was in my little suburb 

Good thing to have … anyone could go and it was free 

Would help me a lot – transport, not having a car. Hard for me and three kids to get 

around. 

One participant disagreed: 

To me that would be even more foreign than the doctors … it’s a whole different 

environment … it’s more about thinking about the children  

Question Six. 

Would you be interested in attending a mobile clinic in your community?  Similar to other mobile 

clinics like dental or breast screening? 

The majority of participants (4) were inte esting in this service however there was a strong 

preference for home visits over a mobile clinic, mainly around the comfort waiting 20 minutes 

following the vaccination. 

I prefer home visits 

At your home is easier for the 20 minute wait 

It would depend on the actual mobile itself … for the comfort of your children 

 

Other ways of delivering the service: 

 

Question Seven. 

Do you have any suggestions on how the childhood immunisation service could be delivered, that 

would better meet your needs? 

One participant suggested holding services in Marfell 

Lots of people who don’t have vehicles … most of us struggle in Cook Street so base one 

there 

The participant who lives in Inglewood suggested getting articles into the community newsletter and 

Facebook page and at the local general practice if these services were to become available. 
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Question Eight 

Do you have any additional comments? 

A general positive comment was made by one participant about the quality of service from a Māori 

Health provider. 

I think that all mothers should go there no matter what nationalities you are … reach 

out to them to come because they’re beautiful people 

One participant suggested developing an immunisation booklet that is more a children’s book and is 

easier to understand for younger parents. 

You would understand more … I think all that needs to be a little more like an easy 

guide book for younger mums. 
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DISCUSSION 
 

The data analysis undertaken for this HEA highlighted significant existing geographical, ethnic and 

socio-economic inequities in achieving timely immunisation coverage of children in Taranaki. 

Tamariki Māori experience notable inequity at the key early milestones of six and eight months, with 

an approximate difference of 5% when compared with New Zealand European children. While 

coverage at 12 months is similar for tamariki Māori and New Zealand European children, by the 18 

month milestone tamariki Māori in Taranaki have 12% lower coverage. This changes at the twenty-

four month milestone when Tamariki Māori achieve immunisation coverage 2.8% higher than that of 

New Zealand European children. At the five year milestone, tamariki Māori again have lower 

coverage than New Zealand European children. Tamariki Māori are over-represented on the OIS list, 

representing more than two thirds (68%) of families on the list, based on a 3 month sample across all 

of Taranaki. This data demonstrates that the key equity issue is around timeliness and emphasises 

the need for a focus on improving timely immunisation for tamariki Māori in Taranaki.   

 

Socio-economic and geographic inequities are also evident, with areas of higher deprivation having 

highest rates of infants on the OIS List. These include Waitara, Marfell and Manaia (which are also 

areas with high Maori populations)  This assessment highlighted significant barriers for families living 

in Waitara to accessing wider general practice services due to the local practice no longer enrolling 

new patients. It was found that 70% of infants on the OIS list who live in Waitara are either not 

enrolled at a general practice (29%) or are enro led in a general practice outside of the Waitara area 

(41%). Twenty-nine per cent of infants are enrolled at the local health centre. Manaia does not have 

a general practice situated in its area, meaning travel to Hawera is required to attend a general 

practice to access immunisations.  

 

When analysing immunisation coverage looking at socio economic status using New Zealand 

Deprivation Index, a bimodal pattern of coverage can be viewed for timeliness. Lower immunisation 

coverage is achieved for the least deprived (NZ Dep 1-2, of which it is noted that Taranaki has very 

low numbers) and most deprived (NZ Dep 9-10). However by twenty-four months this is reversed and 

the most deprived group (NZ Dep 9-10) has the highest coverage and the gap between NZ Dep 1-2 

and NZ Dep 9-10 has grown, a pattern that discontinues by the five year milestone, furthermore 

suggesting efforts to address inequities should be focussed on timely achievement of the early 

milestones. 

 

The literature review finding that a range of strategies are required at multiple levels to tackle 

persisting inequities in immunisation was supported by stakeholder feedback. Action should be 

focused at various system levels including general practice, OIS and DHB strategic level. In addition, 

strategies need to be applied that seek to address inequities both immediately and with the 

objective of sustaining long-term health equity in childhood immunisation in Taranaki.   

 

An unintended outcome of this assessment was addressing an issue of incorrect immunisation 

procedure by one of the general practices. This resulted from focus group participants who shared a 

common experience of reception staff at one practice giving inaccurate instructions about the post-

immunisation observation period and advising they could take their child home immediately. The 
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feedback was shared with the Taranaki Medical Officer of Health and Immunisation Coordinator who 

brought it to the attention of the practice through an audit. A quality improvement that resulted 

from this is the inclusion of reception staff in information sharing about the post-immunisation 

observation period to ensure best practice is followed. This further reinforces the value of regularly 

gaining feedback by health service users, as well as undertaking routine audits, to inform service 

improvements.  

 

A strength of this HEA process is the use of consumer voice and the value assigned to the views and 

experiences of service users as credible evidence to inform this assessment. While the collection of 

this data has been increased the range of perspectives considered, it is also a recognised limitation 

due to the low numbers of consumers participating in the focus group and telephone interviews. It is 

further noted that the views of the focus group reflect their experience of mostly one general 

practice and the telephone interviewees of a single OIS provider. 

 

Consumer voice 

A key theme to emerge from the literature review and the application of the HEAT was the 

importance of obtaining the voices of those who experience inequity in immunisation to inform 

service review and planning. This assessment identified that Māori have limited opportunity to input 

into immunisation service development at a whānau level. Opportunities exist for the Taranaki 

Immunisation Service to routinely collect information from targeted service users, particularly Māori 

whanau and families utilising the OIS, to continually identify and potentially address barriers to 

immunisation. Suggested action in this area is supported by Recommendation One. 

 

Partnerships and representation on TSIG 

The TSIG is the representative group responsible for driving the improvement of immunisation rates 

in Taranaki. The existing Terms of Reference for the group  confirmed in 2014, state that the group 

will review its membership annually. It is opportune for the TSIG to revisit these terms of agreement 

including considering other agencies and organisations not currently involved with the group who 

work with similar families/whānau (for example, Barnardos, Ministry of Social Development) and 

seek opportunities to partner with them to promote childhood immunisation. This is supported by 

Recommendation Two. 

 

It is noted that the National Child Health Information Programme (NCHIP) that was introduced to 

deliver integrated child care in 2016 was not well mentioned by participants in this HEA. This may 

suggest low awareness of NCHIP in regards to immunisation or that the potential use of NCHIP to 

support immunisation is not well utilised in Taranaki. 

 

Practice level equity reporting 

Fundamental to addressing inequities in health is the collective acknowledgement and ownership of 

the problem by multiple agents in the health system. For general practices to take action to eliminate 

inequities in childhood immunisation, the problem and their role in addressing it must firstly be 

visible to them. Introducing regular general practice equity data reporting on immunisation coverage 

would be an effective and low cost measure to profile inequities in immunisation to general practice 

and promote accountability in this area.  
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Equity reporting would ensure data is analysed by ethnicity to monitor the gap between Māori and 

non-Māori immunisation coverage. This type of reporting would provide valuable information for the 

Immunisation Service to identify underperforming practices for targeted action on immunisation. 

This finding is supported in Recommendation Three.  

Health Literacy  

Health literacy is defined by the Minnesota Health Literacy Partnership (2016) as our ability to read, 

understand and act on health information; a provider’s capacity to communicate clearly, educate 

about health and empower patients and a system’s capacity to be easily accessed, quickly navigated 

and understandable by all128. Health literacy was a common theme in the stakeholder interviews and 

workshop and was supported by the literature. Health literacy plays a significant role in sustaining 

inequities n immunisation and opportunities exist to improve immunisation health literacy, 

particularly with Māori whanau at a general practice level.  

 

A health literacy approach places service users in the interactive context of the health system they 

are engaging with, rather than putting the onus of responsibility solely on the service user; for 

example, while research undertaken with Māori families who have not immunised their children 

showed the group sampled had limited knowledge of the immunisation process, lacked confidence 

navigating the immunisation system and some had suspicion of immunisation as an intervention, 

research has also identified that significant barriers to accessing immunisation are created by ‘hard 

to reach’ general practices, who could make service enhancements to increase accessibility for Māori 

whānau. Research also shows the attitude and encouragement of providers, their services and the 

advice they give are key influences on parents’ engagement in general practice and decision making 

on immunisation.   

 

A wider theme identified by stakeholders and supported by the literature is that general practices do 

not necessarily provide services that are appropriate for Māori clients. Small enhancements to Māori 

experiences in healthcare practice are likely to result in an increase in Māori immunisation rates. On 

a practice level, there are a number of actions than can be taken to increase access for Māori to 

culturally appropriate services by focusing on health literacy and there is research that explores this. 

Action in this area is supported in Recommendation Four. 

 

Many general practices through out New Zealand utilise SMS to send precall messages prior to 

appointments. It is unknown how many practices use this communication system in Taranaki and 

which practices offer the service. It may be helpful to the immunisation service to understand 

existing provider systems and their effectiveness, including SMS precalls. There may be oppo tunities 

to offer targeted support to general practices to introduce system changes to improve timel ness of 

immunisation events. This is supported by Recommendation Five. 

 

Addressing health literacy could also be supported by efforts to develop a Taranaki DHB 

immunisation communications plan to promote immunisation, with a strong health equity focus and 

involvement of representative consumers in its development. Utilising social media was supported in 

the stakeholder workshop, however, this requires a planned approach utilising communications 

expertise and adequate financial support.  This is supported by Recommendation Six. 
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Antenatal period 

Research demonstrates the important role Lead Maternal Carers (LMC) play in influencing decision 

making by parents to immunise their child and encouraging early enrolment with primary health 

care. It is known that parents tend to make decisions regarding whether to immunise their children 

during the antenatal period. LMC are viewed by families as credible sources of evidence-based 

information and, therefore, it is important that their immunisation messages are delivered positively 

and accurately to families. In addition, the inclusion of whānau, especially mothers “nannies”, when 

sharing immunisation information for pregnant women, mothers of young babies and their whanau 

can enhance receptiveness to immunisation messages. Research suggests that there may be some 

success in increasing heath literacy regarding immunisation amongst Māori by including 

immunisation information as part of antenatal education for pregnant women and their whanau. 

This is supported by Recommendation Seven. 

 

Access to general practice 

This assessment highlighted significant access barriers to enrolling at and attending general practice, 

particularly for families living in Waitara and Manaia and demonstrates that primary health care is 

not always working equitably in Taranaki. Families who are new to the Waitara area are unable to 

enrol with their local general practice and must travel to New Plymouth for immediate access to 

primary health care services. While there are certainly wider system factors at play this may go some 

way to explain the overrepresentation of Waitara families on the North Taranaki OIS list while also 

highlighting a key barrier to access to primary health care services for Waitara children and their 

families. 

It is acknowledged that general practices operate within significant resource restraints and many are 

under pressure due to a shortage of general practitioners in Taranaki, affecting their ability to enrol 

new patients. However there are opportunities for general practices in areas with poorer child 

immunisation timeliness to offer nurse led immunisation for un-enrolled children, as an alternative 

to the OIS. This HEA has confirmed that immunisation providers are authorised to immunise children 

who are not enrolled with their practice and IMAC encourages them to do so when the child is not 

enrolled with a general practice (N Turner 2017, personal communication  11 December). Given that 

there are particular geographic populations over-represented on OIS lists this could be an important 

area for the immunisation service to take action in by working with the PHO to encourage and 

support particular practices to accept unenrolled children for immunisation. This is supported by 

Recommendation Eight. 

As suggested by one stakeholder, inequity in immunisation coverage is an indicator of engagement in 

other areas of child health, and raises the broader question “what other health services are the 

children not accessing?” There is an opportunity to explore more deeply these inequities relating to 

access to primary health care for children in Taranaki. This finding is wider than the scope of 

childhood immunisation and therefore is supported by a suggestion to Taranaki DHB to undertake a 

HEA of access to general practice enrolment for children under five in Taranaki.  

Pop-up clinics  

At the stakeholder workshops, nurse-led ‘pop-up’ clinics (held outside of clinical settings) were 

suggested as an alternative, community-based immunisation service to families. This concept was 

supported by the OIS service users we interviewed and has been found in the literature to be likely to 
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increase equity in uptake by both deprivation and ethnicity. This finding is thought to be especially 

relevant for Māori as the clinics would take place outside of the general practice setting.  However, 

an alternative view shared by two key stakeholders was that by directing immunisation services away 

from general practices, ‘pop up’ clinics would not address the fundamental issues in the primary 

immunisation service, including inequities in access to primary health care. 

 

While a recommendation to establish “pop-up” clinics is not being made from this assessment, the 

Immunisation Service may choose to revisit the evidence regarding such interventions in the future. 

To promote equity, key factors to consider are:    

• Engagement with local community groups with strong connections to whānau in planning 

• Delivery by Māori health providers in targeted settings (for example, Marfell, Manaia and 

Waitara) 

• Offer childhood immunisations alongside other clinics, such as community-based flu 

vaccination clinics (as in Recommendation Nine).  

 

Outreach Immunisation Service 

OIS are an important tool for increasing childhood immunisation coverage and reducing inequity. It is 

also noted that outreach services are time intensive and relatively expensive. Feedback from 

consumers of the North Taranaki OIS was highly positive about the staff delivering the service and 

emphasised the ease, convenience and comfort of having their children’s’ immunisations carried out 

in their own home. Consumers also viewed the service as helpful to overcoming barriers, such as a 

lack of transport and mobile phone credit to telephone general practices. With their positive 

experience of the OIS, there is a risk that families accessing OIS may come to view the in-home 

immunisation service as an optional choice, alongside the general practice approach. There are 

opportunities for OIS providers to increase efforts to reintegrate users back into general practice to 

access the wider benefits of primary health care, an objective of the OIS. In this HEA, consumers 

suggested that assistance with accessing transport would be the most helpful way of re-engaging 

them in general practice immunisation services.  

 

Data from the Outreach lists for the three months January to March 2017 is useful for guiding where 

the OIS could prioritise these efforts. Fifteen per cent of families on the North Taranaki outreach list 

were enrolled with Tui Ora Family Health and 11.5% with Waitara Health Centre, suggesting that 

supports, such as provision or funding of transport, could be targeted to these families to engage 

back them into the general practice setting. In South Taranaki, almost half (42%) of families on the 

Outreach list were enrolled with Ruanui Health Centre. It is suggested that the OIS providers 

prioritise efforts to re-engage OIS clients into the aforementioned general practices. 

 

An audit of the OIS could be undertaken with providers to identify opportunities to strengthen the 

equity, efficiency and effectiveness of the service, and to examine whether the recommendations 

made in the 2016 national review of OIS by IMAC (for the Ministry of Health) have been actioned. 

The audit could consider how current providers are assisting families to re-engage in primary health 

services. The Immunisation Service may also wish to consider contract incentives around reducing 

outreach lists or achieving high immunisation coverage in high needs populations (these were not 

explored in this assessment). This is supported by Recommendation Ten. In addition, it is suggested 

that continual monitoring of participation in OIS takes place through the continual collection of OIS 
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participant list data and this information is analysed on a regular basis (quarterly and annual) to 

identify which population groups are continually accessing the service. This is supported by 

Recommendation Eleven. 

 

Barriers to accessing immunisation 

Financial barriers, including access to transport, were identified as strong influences on the ability of 

low income families to engage with immunisation services in general practice settings. The provision 

of support to families to address transport barriers is an important step to reintegrating families into 

immunisation services in the general practice setting. It is noted that at the twenty-four months 

milestone tamariki Māori and families living in more deprived areas achieve improved immunisation 

coverage and this milestone coincides with the milestone age the Māori Women’s Welfare League is 

contracted to provide support, including transport services, to families. This may partly explain the 

reversal of inequity in coverage at this milestone and warrant further investigation into supporting 

families with transport services.   

 

In terms of existing suppo ts in place for families, the Te Kawau Mārō contract held by Māori health 

providers is an adaptation of the Whānau Ora model which allows the organisation to meet the 

needs of its clients and whānau to enable them to access their services. It is suggested that through 

this contract additional support could be provided to families, particularly in the key areas of 

Waitara, Marfell and Manaia, who experience transport barriers and may utilise the OIS. As this 

finding is wider than the scope of the childhood immunisation service it is supported by Suggestion 

Three to Taranaki DHB. 

 

Another barrier highlighted by OIS consumers was a lack of credit on their mobile phones to contact 

general practices. As a result, they were unable to telephone the general practices to make 

appointments and sent text messages to outreach instead. While there are multiple barriers for 

families engaging with general practices, a lack of mobile phone credit could be a genuine barrier for 

families who are disadvantaged due to a lack of financial resources. Beyond immunisation, there is a 

wider opportunity for the Taranaki DHB to consider provision of a free telephone call service to 

enable equitable access to communication with Taranaki health services; this is supported by 

Suggestion Four to Taranaki DHB. 

 

Advancing organisational equity agenda 

Taranaki DHB is taking pro-active steps to apply a critical health equity lens to a number of it’s 

services and programmes to promote health equity in Taranaki. This assessment identified a number 

of further actions that the Taranaki DHB could take to strengthen organisational commitment to 

health equity to support and enable health services to become more equity-focussed. Although this 

is outside of the scope of this health equity assessment, these are still useful findings to share with 

the DHB for consideration. 

 

Opportunities exist for the DHB to strengthen its leadership in promoting health equity by adopting a 

commitment to child health equity as a strategic focus of the organisation. It is suggested that the 

Taranaki DHB considers adopting child health equity as a strategic focus at a Board level, developing 

an organisational child health equity position statement and building in equity statements and 

measures into provider contracts. As an organisation committed to health equity, efforts focused on 
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strengthening the Taranaki DHB workforce capacity of Māori and building cultural competencies of 

all staff could be further amplified. As these findings fall outside of the scope of childhood 

immunisation, recommendations will be made by the Public Health Unit in a forum outside of this 

report. 

 

RECOMMENDATIONS 
 

As a esult of this HEA, the following recommendations are made to Taranaki DHB Planning, Funding 

and Population Health for the Taranaki Childhood Immunisation Service: 

 

1. Regularly review immunisation service by obtaining consumer feedback, with a focus on 

Māori consumer voice, to inform ongoing service planning. 

 

2. TSIG undergoes a self-review process to ensure equity focussed member representation and 

review terms of reference to ensure effectiveness and increase equity. 

 

3. Introduce quarterly equity data reporting of immunisation coverage at a general practice 

level and monitor coverage   

 

4. Work with the PHO to identify opportunities to enhance health literacy and delivery of 

culturally appropriate services to improve timely immunisation uptake rates (for example, a 

health literacy review at a practice level)  This could utilize practice level equity data reports 

to identify underperforming practices to target with customised actions plans. 

 

5. Work with the PHO to understand existing provider systems and their effectiveness, 

including SMS precalls and identify opportunities to support general practices to introduce 

system changes to improve timeliness of immunisation events  

 

6. Develop a communications media plan to promote accurate immunisation messages, 

including social media, with a strong health equity focus and community input. 

 

7. Actively work with LMC and antenatal education services to disseminate accurate 

immunisation information positively and encourage early enrolment in primary care, 

including development of Hapu Wananga (kaupapa Māori antenatal education programme). 

 

8. Work with the PHO to encourage general practices in priority communities to accept un-

enrolled children for immunisation, with one-off immunisation benefit subsidy funding. 

 

9. Continue to offer childhood immunisation at future free annual winter flu vaccination ‘pop-

up clinics’ held in key geographic locations and ensure they are planned with local 

community groups who are connected to whānau. 
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10. Undertake an audit of the OIS to assess if the recommendations in the Ministry of Health 

National Review of OIS have been implemented. The audit will aim to increase opportunities 

to deliver a service that provides equity, efficiency and effectiveness, with a particular focus 

on strengthening the OIS efforts to engage families with primary care services. 

 

11. Continually collect and analyse outreach participant lists and monitor quarterly and annually 

to identify which population groups continue to be represented in OIS. 

 

12. Establish a representative working group to hold quarterly monitoring meetings to review 

progress of implementation of Health Equity Assessment recommendations.  

Whi e the HEA focussed on the Childhood Immunisation Service, this assessment highlighted a 

number of wider opportunities to improve access to primary health services. The Taranaki DHB 

may like to consider the following suggestions: 

 

1. Work with the PHO to explore the need for a HEA of primary health enrolment for children 

under five years old. 

 

2. Continue efforts to address the shortage of general practitioners in Taranaki, particularly 

South Taranaki and Waitara. 

 

3. Planning, Funding and Population Health to work with Māori health providers to provide 

additional support (such as transport services) to link families to practices in high deprivation 

areas and with high proportion of Māori whanau, under the Te Kawau Mārō contract.  

 

4. Consider establishing a free 0800 phone number to Taranaki DHB to transfer telephone calls 

to general practices to make appointments so contacting general practices is free from 

mobile phones in Taranaki.  
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CONCLUSION 
 

A health equity approach to reviewing health services allows decision makers to examine a service in 

terms of its impact on addressing health inequalities. Using health equity tools such as HEAT offers 

an opportunity to inform decisions on future health service planning with equity lens and target 

resources towards actions that will have the greatest impact on reducing existing health disparities 

whilst increasing stakeholder and community engagement 

 

The application of the HEAT to the childhood immunisation service provided an opportunity for 

stakeholders to critically examine the existing immunisation service with a health equity lens. This 

assessment has highlighted that there are a range of opportunities to strengthen the equity focus of 

the service to increase its potential to address inequities in immunisation. Efforts are best focused on 

strategies that seek to make a long-term impact by addressing the wider determinants of inequities 

in immunisation in Taranaki. 
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APPENDIX ONE – Taranaki District Health Board Health Equity Assessment Process, 2017. 
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APPENDIX TWO - Workshop Agenda 

HEALTH EQUITY ASSESSMENT WORKSHOP 

Taranaki Childhood Immunisation Programme 

Tuesday 16 May, 9am - 12pm 

Corporate Meeting Room One, Taranaki Base Hospital 

Workshop Agenda 

Karakia & Welcome 

Round of introduct ons 

Workshop overview ....:0. 

Background - Health Equity & Health Equity Assessment Tool (HEAT) 

INEQUITY IN TARANAKI CHILDHOOD IMMUNISATION RATES 

5 minute presentation - Taranaki Immunisation Rates 

Understanding Health Inequalities 

1. What inequa lities exist in relation to childhood immunisat ions in Taranaki? 

2. Who is the most advantaged and how? 

3. How did the inequalit ies occur? What are the mechanisms by which t he inequalities were created, 

mainta ined or increased? 

Morning tea served 

5 minute presentation - Taranaki Immunisation Programme 

Intervening to reduce health inequalities 

4. How could we intervene to tackle inequity in childhood immunisation in Taranaki? 

5. How will you improve tamariki Maori health outcomes and reduce health inequalit ies experienced by 

tamariki Maori? 

Reviewing and refining the intervention 

6. How could this affect inequity in childhood immunisat ion in Taranaki? 

7. Who will benefit most? 

8. What might the unintended consequences be? 

9. What will we do to make sure we do reduce inequalit ies in ch ildhood immunisation in Taranaki? 

Evaluating the impacts and outcomes the intervention 

10. How will we know if inequalities have been reduced? 

Wrap up - Where to from here. Who else do we need to speak to? 

Evaluat ion - Workshop feedback forms 

Karakia & close 
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APPENDIX THREE – Workshop Powerpoint Presentation 
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'There is nothing more unequal than the equal 
treatment of unequal people· n"''""'"""~=n 

• Presentations .I""'\ 
• Group and pair w ork ~ 

• Work through 9 q uestions in 3°" g roups ~ • 

Record your respon ses on paper J ~ 
Share w ith wider g roup c~ • 

We want to know thO<Jght• ,_ 

The Health Equity 
Assessment Tool (HEAT) 

• Published in 2008 by MoH 
• Planning tool that improves ability of 

mainstream health services to promote 
health equity 

Set of 10 questions 

TARANAKI: 
Inequity 1 mun1sation 

MateeYoung 

, ... 
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-c-..e- t - CM. 6-JllL&•-IOa 

• Small lists about 15 children 
• Majority (60%) Maori 
• Majority (60%) under 2 years of age 
• High Dep areas (8-10). 

• Locations of the lists varries 

PHO Enrollment 

• 93.3% of 0-4 year olds in Taranaki are 
currently enrolled in a PHO. 

• For all ages 
- 93.6% - Total population - l"DHB 

- 83.6% - Maori population- TDHB 

- 96.2% - Non-Maori population- TDHB 

T 1 Ora 0lJlreactt 

• April list 68 children 
• Majority (70%) Maori 
• Even spilt of gender 
• Majority (70%) under age of 2 years 
• Waitara the most common location 
• 21 Clinic TBA Taranaki 

• Work in groups of 3-4 

• Write your names on workshee 

• Discuss questions 1 - 3 

• Record all responses 

• 15 minutes 
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tlnn 1 ~ 

1. What inequalities exist in relation to 
childhood immunisation in Taranaki? 

2. Who is the most advantaged and how? 

3. How did the inequalities occur? What are 
the mechanisms by which the inequalities 
were created, maintained or increased? 

" . ' :7 :!:. 

~ 
Overview of curr 
Taranaki Childhood Q 

Immunisation Programm ~ • 
J~ 

Melanie Hurllman (}: • 

Immunisation starts in Pregnancy ,. 

Timeliness is 

6-" 
lm>nlh 
Smonlh 
1Smonlh 
4 Ytar 
11 year 
45 year 
65 year 

95% 

GP Clinics 
ouveacn seMcH 
~care 

Morning Tea 

The HEAT 1s on 

Immunisation 
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Nat i onal 

~mmun\sation 
k>eg 1ste-r 

NIR: Recording immunisation history 

Sticky Wall Activity 

QUESTION4 

How could we inteNene to tackle inequity in 

childhood immunisation in Taranaki? 

Outre L .. - .......... " 
tml1ht be one tene1 .J.nd two 
~cait•tocont.xt 

Pl'Ofl(l~flOtifitdOf pMMt/U~ 
~leted evcnc 

VJC(!Nllon f\lent HIR notifc<I of ~rmil 1tnt io 
completed compltttd MR ..... 

Refer~I sent to 

Questions? 

QUESTIONS 

How will we improve tamariki Maori health 

outcomes and reduce health inequalities 

experienced by tamariki Maori? 
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Group Activtty 

6. How could this affect 11equity in Childhood 

immunisation in Taranaki? 

7_ Who will benefit most? 

8. Whal might the unintended consequences be? 

9. Whal will we do to make sure we do reduce inequalities 

in childhood immunisation in Taranaki? 

Shanng Rounci 
Grouo 01scuss1 

Share the responses on your 
work sheet with the wider 

group 

(10 minutes) 

Evaluation of today's 
works hon 

Thank you for your participation 

We welcome your feedback on today's 
workshop 0 

Pair ActJvtl 

QUESTION 10 

How will we know if inequalities 

have been reduced? 

hP.r lo from herP.? 

Collate your feedback, send to you by email, lnV~e 
further comments 

(2 weeks to provide further feedback) 
Identify Who else we need to talk to 
lnierviews & focus groups (if req'd) 
Write report w ith recommendations 

Share report with participants 
Use findings for future planning 
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APPENDIX FOUR - Workshop HEAT Tool Worksheets 

Understanding health inequalities 

Childhood Immunisation in Taranaki 

Group members _____ _ 

Type of Inequality What inequalities exists? Who is the most Why did this inequality 

Consider the range of 
inequalities. 

Ethnic 

Socioeconomic 

Geographical 

What inequalities exist 
in relation to childhood 
immunisations in 
Taranaki? 

advantaged and how? occur? 

Who is advantaged and 
how? 

How did the inequality 
occur? 

What are the 
mechanisms by which 
inequalities were 
created, maintained or 
increased? 
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How will we improve Maori health outcomes and reduce health inequalities experienced by Maori? 
PARTNERSHIP PARTICIPATION PROTECTION 
Working together to develop strategies and Involving Maori at all levels of decision-making, Equality of outcomes and safe-guarding values and 
services planning and delivery practices 

Pae Ora Questions What is the current situation? What are the opportunities? 
Pathway 

Tuatahi 

Development of 
whanau, hapu, iwi 
and Maori 
communities 

Tuarua 

Maori 
participation in the 
health and 
disability sector 

Tuatoru 

Effective health 

and disability 

services 

Tuawha 

Working across 

sectors 

Do Maori (particularly those unable to 
access the service) have a voice in the 
delivery of this health intervention? 

Were Maori involved in defining the 
problem and developing the solution? 

What proportion of the workforce 
delivering this health intervention are 
Maori? 

What proportion of the governance group 
for this hea lth intervention are Maori? 

Is health equity an explicit outcomes-based 
goal which is reported on an annual basis? 

Is an intersectoral partnership approach 

used in developing and implementing this 

health intervention? 
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Reviewing and refining your intervention 

Health issue: Childhood Immunisation in Taranaki 

Intervention: ___ _ 

Question Responses 

6 Health 
inequalities 
outcomes 

7 Groups 
benefiting 

8 Unintended 

consequences 

9 Risk mitigation 

What are the predicted outcomes 
of this intervention for health 
inequalities? 

Who stands to benefit the most 

from this inte vention? 

Are there unintended 

consequences that can be 

foreseen? 

What needs to be done to ensure 

that the benefits accrue to the 

intended populations? 

• 
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APPENDIX FIVE - Workshop Participant Feedback Form 

FEEDBACK FORM 

Health Equity Assessment Workshop 

Childhood Immunisation in Taranaki 

We Need Your Help! The purpose of collecting this information is to assist in evaluating the Health 
Equity Assessment Workshop - Childhood Immunisation in Taranaki. 

All the information you give will remain strictly confidentia l and on ly used to ensure that this 
workshop better meets needs of participants. 

Ql: Did you find the workshop useful today? 

D Yes D No 0-<:) 
0 

Q2, Please rate the fo llowing statement ~~' 
Please comment (why I why not): 

Applying the HEAT tool has helped identify interventions to address inequity in childhood 
immunisation in Taranaki: 

1 
St rongly 
Agree 

2 
Mostly 
Agree 

3 
Agree 
a little 

4 
Disagree 
a litt le 

5 
Mostly 
disagree 

Q3: What did you think was the most usefu l part of the workshop? 

Q4: What do you think was the least usefu l part of the workshop? 

QS: Do you have any additiona l comments? 

Thank you for taking this time! Your feedback is valued. 
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6 
St rongly 
disagree 
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APPENDIX SIX  - Consumer Telephone Interview Guide 
 

Hi my name is ……………. 

 

I work for the Public Health Unit and was given your name by: 

• [Name]  from Maori Women’s Welfare League, as you have recently attended a pop-up clinic 

OR 

• [Name] from [Māori Health Provider], as you have had someone come to your house recently to give 

your child their immunisation.   

 

I understand [name] spoke to you and you have given consent to us making this call. 

 

The purpose of collecting the information is to find out what are some of the issues and solutions people have 

around the immunisation service for children under 5 years of age in Taranaki.   

 

The questionnaire should take about 5-10 minutes of your time.  As a token of our appreciation for helping use 

today we will post you out a $20 Warehouse voucher.  Is now a good time or can I ring you back? 

 

All the information you give will emain strictly confidential and will only be used to ensure the childhood 

immunisation service better meets you  needs. 

 

QUESTIONS 

1. What were the main reasons you went to the pop up clinic/or had someone come to your house to 

give your child their immunisations? 

 

Experience with the GP clinic 

2. In the past have you gone to your local GP clinic for your child/ren’s immunisation? 

□Yes 

□No 

 

3. What are some of the barriers (if any) you have faced in getting your child/ren immunised at your local 

GP? 

 

4. How could some of the barriers to getting your child/ren immunised at your local GP be overcome? 

 

Other suggestions given around delivering the service 

 

Recently we held a workshop with key people who deliver the immunisation service to under 5s in Taranaki.  

They had a few suggestions on how the service could be delivered. 

 

5. Would you be interested in attending a ‘pop-up’ clinic in your community, like the one that was 

recently held in Waitara and hosted by the Maori Women’s Welfare League? 

□Yes 

□No 

 

 Prompt for:  why/why not 

 

 

 

Released under the Official Information Act 1982



Summary Report Health Equity Assessment: Childhood Immunisation in Taranaki   Page 76 

6. Would you be interested in attending a mobile clinic in your community?  Similar to other mobile 

clinics like dental or breast screening? 

□Yes 

□No 

 

 Prompt for:  why/why not 

 

Other ways of delivering the service 

 

7. Do you have any suggestions on how the childhood immunisation service could be delivered, that 

would better meet your needs? 

 

8  Do you have any additional comments? 

 

Now some information about you… 

 

1. Are you… 

□ Male 

□ Female 

 

2. Aged…. 

□  Under 20 years  □  20 – 24 years  □  25-29 years  

□  30 – 34 years  □  35-39 years  □  40 – 44 years 

□  45 – 49 years  □  50 – 55 years  □  55 – 59 years 

□  60 – 65 years  □  65 – 69 years  □  70 years and over 

 

3. Please state the ages of your child/ren. 

 

 

4. Which ethnic group do you belong to? Tick all that apply 

□  New Zealand European/Pakeha 

□  Māori 

□  Samoan 

□  Cook Island Māori 

□  Tongan 

□  Niuean 

□  Chinese 

□  Indian 

□  other (such as Dutch, Japanese, Tokelauan) Please State:  

 

Please state the suburb or town do you live in: We do not need to know your street address 

 ________________________________________________________________________________  

 

Thank you for taking the time to answer these questions 

 

 

 

What is the best address to send your voucher to? 

 ________________________________________________________________________________  

 ________________________________________________________________________________  

 ________________________________________________________________________________  
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APPENDIX SEVEN –  Focus Group Interview Guide  
 
The purpose of collecting the information is to find out what are some of the issues and solutions people have 

around the immunisation service for children under 5 years of age in Taranaki.  All the information you give will 

remain strictly confidential and will only be used to ensure the childhood immunisation service better meets 

your needs. 

 

QUESTIONS 

1. What were the main reasons you went had someone come to your house to give your child their 

mmunisations? 

 

Experience with the GP clinic 

2. In the past have you gone to your local GP clinic for your child/ren’s immunisation? 

□ Yes 

□ No 

 

Prompt for:  What was your exper ence like? 

3. What are some of the barriers (if any) you have faced in getting your child/ren immunised at your local 

GP? 

 

4. How could some of the barriers to getting your child/ren immunised at your local GP be overcome? 

 

Other suggestions given around delivering the service 

 

Recently we held a workshop with key people who deliver the immunisation service to under 5s in Taranaki.  

They had a few suggestions on how the service could be delivered  

 

5. Would you be interested in attending a ‘pop-up’ clinic in your community, like the one that was 

recently held in Waitara and hosted by the Maori Women’s We fare League? Could be held at [Iwi 

Health Provider] perhaps. 

□ Yes 

□ No 

 Prompt for:  why/why not 

6. Would you be interested in attending a mobile clinic in your community?  Similar to other mobile 

clinics like dental or breast screening? 

□ Yes 

□ No 

 Prompt for: why/why not 

 

Other ways of delivering the service 

 

7. Do you have any suggestions on how the childhood immunisation service could be delivered, that 

would better meet your needs? 

 

8. Do you have any additional comments?  
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APPENDIX EIGHT – Literature Review Search Outline 
 

SOURCES OF EVIDENCE 

 

The literature review process involved the development of two focused questions: 

1. Which interventions have been found to be effective in improving equity in childhood 

immunisation rates? 

2. Which interventions have been found to be effective in increasing immunisation rates for 

Māori? 

 

These questions guided terms used to search the Cochrane Reviews and EBSCO Databases (Table 1). 

Results which focused on clinical outcomes, and/or immunisation in low-middle income countries 

were not included. 

 

In addition, relevant articles were supplied by colleagues working in public health. 

 

This resulted in a total of 17 art cles being considered in this literature review. Thirteen of the 17 

papers focused on immunisation in NZ. The papers included one systematic review; one randomized 

controlled trial; one cohort study; an expert review; two international literature reviews; two NZ 

quantitative studies with service providers; and a qualitative study with parents/caregivers.  

 

Table 1. Search outline 

 

COCHRANE LIBRARY   

SEARCH TERMS LIMITS HITS 

1 immuniz*AND Maori 2012-2017 2; 0 selected 

2 immuniz*AND *equit* 2012-2017 28; 1 selected  

EBSCO (CINAHL Complete;MEDLINE Complete)   

SEARCH TERMS LIMITS HITS 

1 immuni* 2012-2017; English 110 283 

2 Maori 2012-2017; English 1774 

3 1 AND 2  29; 5 selected 

4 *equit* 2012-2017; English 12,204 

5 child* 2012-2017; English 692,887 

6 1 AND 4 AND 5  164; 5 selected 
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APPENDIX NINE - Key Informant Interview Submission 
 

Taranaki District Health Board Medical Officer of Health 

 

How could we intervene to tackle inequity in childhood immunisation in Taranaki?  

In recent years general practices have made significant improvements in vaccination coverage by 

focusing on practice systems.  For example evidence-based activities to improve immunisation 

coverage and/or timeliness that lie at a practice level include5: 

• Early enrolment 

• Stable practices (less turnover) 

• General practitioner and practice nurse confidence and engagement 

• Practice nurse time and resources 

• Practice systems – type, and use of system eg precalls, flags, opportunistic, etc 

 

Ultimately strategies are also needed to tackle the drivers of inequity as identified by Camara Jones 

to reach that last 5-10% of people who find that mainstream health services are difficult to reach.  

In 2009 I visited a general practice in Northland that went from a vaccination coverage of 22% up to 

91% in less than two years.  Almost all of their paediatric population were Maori and came from a 

deprived suburb of Whangarei.  Nine key factors in this dramatic improvement were identified: 

1. A full time community health worker was employed at the practice.  One of her tasks was to 

telephone and if necessary to do home visits to get overdue kids into the practice for 

vaccination.   

2. Persistence – non-attendees were relentlessly followed up.   

3. Appointments with the vaccinating nurse were flexible, children are “fitted in” whenever 

they present, even if they didn’t have an appointment. 

4. There was a strong community focus.     

5. A high proportion of the staff was Maori.  

6. Recall letters were considered to be a waste of time because whanau preferred face-to-face 

or telephone reminders. 

7. There were good links with other agencies involved with the welfare of children. 

8. Children were not vaccinated in their homes because staff believe that it took responsibility 

away from whanau.  

9. The most important factor was the passionate attitude of all the staff.   

 

This general practice exhibited the characteristics of a “health literate organisation” – see the 

diagram below.  There was leadership with a top down equity focus, there was strong community 

focus, the workforce was culturally competent, they worked closely with other agencies and were 

meeting the needs of their population, the practice was easy to access, and there was regular 

                                                           
5
 Grant C et al. Factors associated with immunisation coverage and timeliness in New Zealand. Br J Gen Pract. 

2010 Mar 1; 60(572): e113–e120. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2828859/  
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communication with their community.  It is interesting to note that they did not support vaccination 

in people’s homes via outreach. 

I feel that eliminating disparities in immunisation coverage is far more important that simply 

increasing the numbers of vaccinated children.  It is likely that practices that achieve high 

immunisation coverage in ethnically diverse and low socio-economic population groups also provide 

high quality health care in other ways for their population.   

Equity is a measure of quality in health care6.  It is the canary in the coalmine.  There is an old saying 

that “if you get it right for Maori then you will get it right for everyone”.  Suggesting “band aid” 

solutions such as alternative vaccination services separate from general practice ignore the 

fundamental reasons for the inequities.  We have to be honest - our primary health services do not 

work as well for people who are Māori and who are poor.   

 

So how do we fix this?   

Wouldn’t it be great if eliminating children’s health inequity became a goal for all health providers in 

Taranaki?  The Institute for Healthcare Improvement in 2016 reviewed organisations that achieved 

high levels of health equity and found a number of common features  - (1) they made health equity a 

strategic priority; (2) they developed structure and processes to support health equity work; (3) they 

deployed specific strategies to address the multiple determinants of health on which health care 

organizations can have a direct impact; (4) they decreased institutional racism within the 

organization; and (5) they developed partnerships with community organisations to improve health 

and equity7. 

                                                           
6
 Health Quality & Safety Commission (2015). A Window on the Quality of New Zealand’s Health Care. 

Wellington: Health Quality & Safety Commission. http://innovation.health.nz/media/documents/window-on-

quality-of-NZ-health-care-Nov-2015.pdf  
7
 Wyatt R, Laderman M, Botwinick L, Mate K, Whittington J. Achieving Health Equity: A Guide for Health Care 

Organizations. IHI White Paper. Cambridge, Massachusetts: Institute for Healthcare Improvement; 2016. 
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Sir Mason Durie in a presentation at the Tu Kaha conference in Hastings in 2014 challenged health 

workers to examine their model of care: 

"Understanding the problem is important, but the main question should not be: What is the matter 

with this person? Instead, the main question should be what matters to this person?"  

Practical Suggestions 

1. Continue the focus on evidence-based approaches at a general practice systems level that 

aim to improve vaccination coverage.  In particular use Dr Nicky Turner’s “Six Star Plan” (as 

outlined in the 2011 Inquiry into how to improve completion rates of childhood 

immunisation8) to form a checklist for possible interventions to consider.  It is likely that 

effective interventions will involve innovative and flexible approaches, collaboration and 

ability to work across agency boundaries, and the engagement of stakeholders, communities 

and people    

2 Suggest that the Taranaki District Health Board makes children’s health equity a strategic 

goal and works with the Primary Health Organisation and primary health providers to 

implement the recommendations of the Institute of Healthcare Improvement 2016 health 

equity guide6, the New Zealand Health Literacy Guide9, and the New Zealand Medical 

Association Health Equity Position Statement10.   

3. Lobby the Taranaki District Health Board to take a more active role in working with the 

Primary Health Organisation and facilitating the employment of more doctors and nurse 

practitioners in under-doctored areas in Taranaki. 

4. Suggest that the TDHB Screening Unit provides egular vaccination coverage data by ethnicity 

for all general practices. 

5. As part of a DHB focus on children’s health equity, recommend that there are regular 

assessments on the barriers for access to health care (“what matters to this person”), and 

then interventions to address these barriers are embedded in a “Learning and Improving” 

process using PDSA cycles. 

 

 

 

                                                           
8
 Report of the Health Committee. Inquiry into how to improve completion rates of childhood immunisation, 

and Briefings from the Chief Coroner on the coronial process, from Dr Michael Tatley on the adverse reaction 

process, and from Professor Sir Peter Gluckman on how to improve completion rates of childhood 

immunisation. Presented to the House of Representatives, March 2011. 

https://www.parliament.nz/resource/0000157667   
9
 Ministry of Health. 2015. Review of Health Literacy: A guide. Wellington: Ministry of Health. 

http://www.health.govt.nz/publication/health-literacy-review-guide  
10

 New Zealand Medical Association (2011). Health Equity Position Statement. New Zealand Medical Journal. 

https://www.nzma.org.nz/journal/read-the-journal/all-issues/2010-2019/2011/vol-124-no-1330/consensus-

health-equity  
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APPENDIX TEN - Participant Feedback on Workshop 
 

Childhood immunisation in Taranaki 

Health Equity Assessment Workshop – Tuesday 16
th

 May 

PARTICIPANT FEEDBACK 

As part of the Childhood immunisation in Taranaki HEAT workshop, all participants were asked to 

complete a short workshop feedback form.   

The purpose of the feedback form was to gain information on what aspects of the HEAT tool 

workshop participants found useful and invite them to make additional individual suggestions on 

how to reduce inequalities in childhood immunisation rates in Taranaki.   

A total of 22 participants completed a workshop feedback form. 

Q1 Did you find the workshop useful today? 

All participants stated that they found the workshop useful.  

All six additional comments received emphasised the value of the collaborative nature of the 

workshop and the opportunity to discuss the HEAT with a range of stakeholders. 

Some typical comments included: 

• Better understanding of imms and HEAT tool 

• Good engagement from all services involved.  Good range of view points. 

• Group collaboration and a space to share ideas and feel listened to. 

• Good to think about wider picture and how to improve things. 

• It’s always good to collaborate with other providers to plan for better outcomes. 

• Shared info from different sectors. 

• Good opportunity to raise issues and discuss solutions relating to health equity. 

 

Q2 Rating of whether applying the HEAT tool has helped identify possible interventions 

required to reduce inequalities in immunisation rates in Taranaki. 

Participants were asked to rate how applying the HEAT tool model had helped to identify possible 

interventions to address inequity in immunisation rates in Taranaki. 

Most of the participants (17/22 people) ‘mostly agreed’, 3 participants (3/22 people) who answered 

this question ‘strongly agreed’ and  2 participants ‘mostly disagreed’ with the statement that: 

“Applying the HEAT tool has helped identify possible interventions required to reduce inequalities in 

immunisation rates in Taranaki”. 
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Q3 What did you think was the most useful part of the HEAT workshop? 

Twelve participants felt the group discussion and sharing ideas/views was the most useful part of the 

HEAT workshop.   

Five participants thought that sharing ways to make a difference and solution focused was the most 

useful part of the HEAT workshop. 

Other individual comments on the most useful part of the HEAT workshop included: 

• Understanding how inequities exist and why. Trying to find outcomes and resolutions. 

• The intersectoral discussion, working through the sheets was good.  I think having some key 

prompts to stimulate more group discussion would be good. 

• The range of participants and the clear outlining of the HEAT process. 

• Activities. 

• Hearing from different people in other parts of health care.  Challenging current systems. 

• Well facilitated. Process of working through questions was practical.  Having a wide range of 

professionals.  

 

Q4      What do you think was the east useful part of the HEAT workshop? 

1 participant stated ‘nothing’ and 16 participants  did not provide an answer to this question. 

3 participants commented that it was “all useful” or “very good”.  Another participant commented- 

• Constrained time to develop question sheets over a boarder range of topics 

1 participant stated that their ‘being late’ was the least useful part of the workshop. 

 

Q5     Do you have any additional comments? 

Seven participants offered additional suggestions.  These comments included: 

 

• Great working opportunities with other health workers.  Good to share ideas and opinions. 

• More community engagement – the voiceless having a voice. 

• I would recommend looking at clinics not just for Immunising but well child, like before schools, 

education, parenting.  Have it in the city. 

• Look forward to the report. 

• Look forward to seeing the outcomes/recommendations. 

• Still not sure if the consumer voice would add more insight to the process. 

• Thanks for arranging it and for F&P for being present. 
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Sent by: Rachel 
Webber/MOH

15/06/2018 04:45 p.m.

To: "Shona Duxfield" <Shona.Duxfield@waikatodhb.health.nz>, 
Ruth.Rhodes@waikatodhb.health.nz, 

cc: Chris Millar/MOH@MOH, Lea Ketu'u/MOH@MOH, 
bcc:

Subject: Invitation for an immunisation progress conversation next week

Hello Shona and Ruth, 

I hope this email finds you well. 

As part of our commitment to supporting DHB childhood immunisation programmes, we would like to 
have a conversation set up for next week to follow up on progress throughout this quarter.

Waikato DHB submitted a revised immunisation action plan for this quarter and we would like to hear 
from you on your progress thus far

Can you please advise whether you would be available for a teleconference next week, and let us know a 
preferred date (except Tuesdays). We will then send you an invite with the teleconference details. Please 
let us know who else it would be appropriate to include in the conversation.

Thank you

Kind regards

Rachel Webber
Senior Advisor Immunisation
System Outcomes
Service Commissioning
Ministry of Health
DDI: 04 816 2664
Mobile:  (not available Tuesdays and Thursday mornings) 

http://www.moh.govt.nz
mailto:Rachel_Webber@moh.govt.nz

Please note that I work four days per week and am not usually available on Tuesdays

s 9(2)(a)
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 Revised Waikato Immunisation Action Plan (IAP) for Under Fives 2018/19  

 
Background to the IAP  
 
The tasks are separated into two separate sect ons 
 
Section One  
Tasks 1 to 7 (In place now) 
 
These are current tasks and associated activities which have meant we are on track generally for coverage of 90% for all early childhood immunisation. Highlighted sections are extensions to current activities but not completely 
new tasks deliverable/ actions. owever the equity gap for Māori has remained constant and means we do not meet our strategy   of health equity for high needs populations.  
 
Section 7 to 9 New 
These are new task/deliverables/activities to support Waikato DHB and providers to immunisation another 5% to reach the targets. The actions will be enacted if it appears by the end of Quarter 4 we are highly unlikely to reach the 
target.  Essentially the proposed new actions means reallocation of some investments to reach the 5%  
 

 
Guiding principles (Adapted from the WHO Global Vaccine Action Plan). 

 
Shared responsibility and partnership  
Immunisation against vaccine preventable disease is shared responsibility between families/whanau, communities, primary care services, district health boards and the Ministry of Health  
Equity 
Equitable access to immunization is a core component of health care and involves improving the child’s experience of care and improving the health of the child population  
Integration 
Strong immunisation systems are part of the broader health system and are closely coordinated with primary care services through better public health service initiative and PHO partnerships  
Sustainability 
 Requires informed decisions, annual planning and implementation, and appropriate levels of financial investment in the right services and ongoing review of effectiveness   
Innovation 
Learning from current initiatives and quality improvement activities across the sector in all areas of immunization needs to be ongoing  
  
 
Overall approach to the plan and intervention logic  
 

• Enrol: to reduce delayed immunisations  
 

• Engage: families /whānau supported to visit  own GP and OIS minimised / available for those without transport or other significant  barriers to usual general practice  
 

• Monitor:  analyse and apply quality processes to determine actions in areas where coverage is low 
 

• Promote: need for different approaches for different   professions and different population  groups and localities  
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No 

1 

2 

Task 

Leadership and 
Promotion 

Robust strategic 
engagement occurs 
and clear roles and 
responsibilities 
agreed 

Equity 

Deliverables 

a) lmmunisati n steering group is 
maintained and reports to the 
Waikato Child Healt Network 

b) Include immunisation and 
opportunistic immunisation as a 
standing agenda item at each 
Inter-Alliance meeting 

c) Report and share, PHO and 
DHB level coverage information 
when received 

d) Each PHO to have reporting 
and follow up processes in 
place to support general 
practice teams not meeting 
coverage targets 

Timeframe Status 

Ongoing Ongoing 

Ongoing Ongoing 

Ongoing Ongoing 

________ __ :~ !~---------------- ---
1 January 2018 Ongoing 

e) Clear roles and accountabilities 1 January 2018 Ongoing 
across the DHB are in place. 

f) Effective communications and 
engagement plan promoting 
immunisation 

a) Report data and measurement of 
deliverables from mesh blocks to 
district levels 

b) Monitor equity gaps and develop 
specific solutions to address them 

c) Better engagement with 
families/whanau not engaging with 
health services early 

Quarterly Ongoing 

Lead 

Strategy and 
Funding 

Strategy and 
Funding 

Strategy and 
Funding 

Strategy and 
Funding and PHOs 

Actions 

• Maintain oversight of the overall action plan and reporting to Waikato 
Child Health Network. 

• Review action plan annually and agree process for monitoring and 
accountability at all levels 

• Standing agenda item at every Inter-Alliance 
• Provide updates and feedback 

• Reports provided by DHB Strategy and Funding team to groups 

• PHO support of general practice teams in place 
• Targeting activities that have positive messaging around immunisation 

----------------------------------------------------------------- ------------------------
Ongoing 

• All health service providers accountable for their own areas of 
influence 

----------------------- -------------- ---- -------------- ---- -------------- ----------------

Public Health , PHOs 
and Strategy and 
Funding 

Strategy and 
Funding 

• Public Health to develop tools to assess the environment such as 
measuring vaccine hesitancy and targeting promotion activities and 
interventions in response to the outcomes 

• 

Work with community partners to use multi-media channels in any 
campaigns 

Develop with PHOs a comprehensive plan for the decliner/delayer 
population which includes identification, understanding and addressing 
individual decliners 

Develop tools to assess the environment such as measuring vaccine 
hes tancy and targeting health promotion activities and interventions in 
respon e to the outcomes 

• Accurate reporting by ethnicity, deprivation and domicile. 

--------------------------- -------------- -------- ---------------- ------------------------
Strategy and 
Funding and PHOs 

Waikato District 
Health Board 
All health services 
Waikato Child Health 
Coordination Service 
(WCHCS) 
PH Os 

• Utilise NCHIP and other data sources to identify families/whanau who 
are not engaging with health services 

• Utilise Outreach Immunisation Service (OIS) WCHCS service, and 
opportunistic immunisations at every contact with the health sector 

• Cross sector agency engagement i.e. Minist y of Children Oranga 
Tamariki and Ministry of Education 

• ED and Harti Hauora enrolment plan developed and impl mented 

17/18 
Q4 
update 
toMoH 

18/19 
Q1 
update 
toMoH 

18/19 
Q2 
update 
toMoH 

2 



~ 
17/18 18/19 18/19 

No Task Deliverables Timeframe Status Lead Actions 
Q4 Q1 Q2 
update update update 
toMoH toMoH toMoH 

~~) • Utilisation of the Harti Hauora tool 

($)& • Utilise NCHIP I WCHCS to identify famil ies and whanau not engaged 
with health services and enable engagement 

(90 • Utilise the WCHCS to identify missing events and follow up with 

' family /whanau to enable utilisation of available services 

• Utilise the WCHCS lost to provider service 
A 

3 Early enrolment a) Waikato DHB, Orion and Midlands 1 May 2018 In progress Strategy and • Senior funding manager and GM of Midlands Health Network to 
Health Network have an agreed Funding and develop contract 

System in place for contract in place for NCHIP Midlands Health 
full electronic <F ' Network 
enrolment from birth ------------------------------------ --------------- -------------------- ------------------- --------------------------------------------------------------------- --------- -------- --------

b) Every baby is enrolled at birth: On 01/06/2018 In progress Population Health I • Every baby is enrolled at birth with the National Immunisation Register 
the Electronic New Born enrolment NIR (NIR), and NIR will report on enrolments 
via NCHIP is rolled out through 
2018 calendar year • Every baby is enrolled with NCHIP at birth, the Waikato Child Health 

Ongoing Coordination Service will report on enrolments. 
WCHCS 

c- • Promote and engage with LMCs and birthing units on the importance 
In Progress of new born enrolment 

trategy and 
Funding, WCHCS • Continued full electronic enrolment for new-borns in Primary Healthcare 
and Maternity Organisations (PHOs) via NCHIP 
Services 

• • Meaningful engagement wi~h LMCs, MURIAL and Hapo Wananga 

~/ 
occurs 

• Clinical unit leader to provide updates. Attend meetings and request 
information from Pregnancy and Parenting classes 

Note 
Waikato's System Level Measures improvement plan includes as one of the agreed contributory 
mea ures increasing proportion of new-boms fully enrolled in a PHO by 6 weeks'. 

4 Outreach a) Ensure an effective Outreach Ongoing In progress NIR Manager • Refer all babies who are not fully immunised to outreach for the six 
Immunisation Immunisation Service (OIS) exists we k immunisation before they are 10 weeks old 

across the Waikato district 
Integrated outreach • NIR to ensue appropriate linkages are in place with PHOs 
immunisation service --------------- ------ --------------- ---------- ----- -------------------- ----------------- -- --------------- ---- -- -- ------ -------------------------- -------------- --------- -------- --------
aligned to PHOs 

30 June 2018 Strategy and • Integrate one furth r OIS provider under PHO coordinated services 
Funding 

• Amalgamation by Hauraki PHO fully employing outreach immunisers 
instead of maintaining separate contracts. 

• Strategy and Funding to support Hauraki to end current agreements 
and align OIS staff to Hauraki 

1 July 2018 PHOs and Strategy • Review current contracts and review geographical areas for 
and Funding commencement in 1 July 2018 

• Ensure PHOs are responsible for enrolled child population and 
determine coverage for unenrolled populati n by geographical areas 

~nl 
~...t}) 3 \.--



~ 
17/18 18/19 18/19 

No Task Deliverables Timeframe Status Lead Actions 
Q4 Q1 Q2 
update update update 
toMoH toMoH toMoH 

5 Opportunistic 
Immunisations and a) Offer opportunistic immunisation at 1 May 2018 Ongoing NIR and PHOs • All PHOs I general practices have website access to NIR and precall 

primary care every contact with he health care every baby at 4 weeks 
system including afterhou s 

Waikato Hospital • Start offering immunisation at all outpatient and inpatient events, 
b) A snapshot of NH l's (delaye and Child Health Anglesea and other afterhour's practices. 

unvaccinated) from the NIR - and ~, Services, PHOs and 
then review whether those NH ls Strategy and • Start offering immunisation at Hauora iHub at Waikato DHB . 
have had contact with primary, ED 

v~ 
Funding 

inpatient, Anglesea, Afterhours, 
other services over the three month 
period where opportunistic Ongoing PH Os • PHOs to consider supporting general practices establishing walk 
vaccination could have occurred? B4SC coordinator in/afterhours immunisation services 
(could do a lot of this from Q Coordination Service?) • B4SC nurses in general practice to facilitate both routine and 

Ongoing PH Os opportunistic immunisation including siblings at the time of the check 

~ 

~ 
• All stakeholders have an Immunisation Champion (GPs, PHOs, DHB) 

• Promote and provide opportunistic immunisation at community events 

30 June 201 8 Director Integrated • Agreement for afterhours is changed to include the above services 

( 
Care W aikato DHB 

• Meeting with Dept. of Corrections health services to find opportunities 

~· 
for vaccinations 

~~. 
----------------------------------- --------------- --------------------- ---------- -~--- --------------------------------------------------------------------- -------- -------- ---------
c) Reachina vulnerable families "' 

6 Antenatal 
~ 

immunisations a) Promote and provide vaccination to Ongoing LMCs, PHOs, 

" 
,_. Work with MURIAL to get in place the engagement of woman in their 

pregnant women general practice third trimester 
teams practice 

b) Promote and provide immunisation Population health • Eve y pregnant women is enrolled with a PHO and registered with a 
education to pregnant women pharmacies GP 

• Meet with the Chair of the Maternity Safety Quality Programme MSQP 
Manager MDQP to encourage and develop a plan for vaccination of pregnant woman by 
programme LMCs and the promotion of childhood immunisations 

Clinical Director of • Discussion with MCPG for pharmacies to encourage vaccinations of 

Primary Care and pregnant women and promotion of childhood immunisations 

Integrated Care 

Clinical Unit leader • Meet with MoH and Medical Off cer of Health to enable LMCs to 

Paediatric services access immunisation claims through their section 88s 

Waikato DHB/ 
Programme lead 

()I' portfolio manager 
Strategy and 
Funding 

~ 

/ 
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~ 
17/18 18/19 18/19 

No Task Deliverables Timeframe Status Lead Actions 
Q4 Q1 Q2 
update update update 
toMoH toMoH toMoH 

7 Family Start Inter 
sectoral a) Work with Oranga Tamariki as the 1 Dec 2018 In progress Strategy and Maintain momentum on this programme of work 

Collaboration funder of Family Start to ensure all Funding 
children enrolled in Fam y Start 
are fully immunised on time 

----------------------------------- --------------- --------------------- ------------------- --------------------------------------------------------------------- -------- -------- ---------
b) Access anonymised data from Strategy and Data to be received and analysed to inform next steps 

Family Start as to what percentage 31 March 2018 High level data Funding 
of children are immunised or received 
enrolled with a GP who are in 
Family Start care 

----------------------------------- --------------- --------------------- ------------------- --------------------------------------------------------------------- -------- -------- ---------
c) Facil itate ongoing management In progress To agree dates, times and attendees and joint initiatives 

meetinas with Oranaa T amariki Onaoina 
_/. 

8 Service a) Ensure the Waikato health services Ongoing n progress Clinical Director of • Service design and development is led by Waikato Child Health 

Configuration are redefined /co-ordinated to Primary Care and Network 
achieve the 95% target (/ Integrated Care 

Review/redesign of To c mmence if Strategy and • Consideration of a review /redesign of immunisation and coordination 
immunisation and needed Funding services I agreements if 95% coverage of all childhood immunisation 
related services ·~ events is predicted not to be met by 30 June 2018 

9 Financial 
incentives for a) Consider providing financial 1 April 2018 St ategy and • Scope the ability of Anglesea and other afterhours services to provide 

families/whanau incentives for families/whanau who Funding I Community families who are enrolled with a GP but are not up to date with 

who complete their complete their child's immunisations and S uthern Rural immunisations a voucher which can be claimed once the child is fully 

child's on time Health Services immunised from their chosen general practice 

immunisations on 
time 

~~ 
~ 
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Sent by: Rachel 
Webber/MOH

09/04/2018 01:53 p.m.

To: Chris Millar/MOH@MOH, 
cc:

bcc:

Subject: Update on Waikato Action Plan

In ormation supplied for Q2 2017/18 - see also my previous summary in email below.

No action needed until we see the update in the Q3 reporting. 

Revised Waikato Immunisation Action Plan for Under Fives 2017/18 

This plan is a revision and extension of our previous plan sent to the Ministry in 2016 and reported on 
quarterly to the ministry since then. The revised plan is in draft and is based on the guiding principles of 
shared responsibility and partnerships to improve equity, support integration and innovation and take 
account of sustainability.

The plan will be reviewed by the Waikato Child Health Network at it first meeting in 2018 and once signed 
off will be sent to the Ministry with updates on progress in Q3 and Q 4 and subsequent quarters.

The nine key tasks are briefly listed below with the newest area of focus being the engagement which 
began this quarter in December 2017 with the Ministry of Children. Both parties have aged to work 
together to ensure that all children in our five Family Start services are enrolled in PHOs and Well Child 
Tamariki Ora services and are immunised on time 

The key tasks are summarised briefly below. These are yet to be ratified by the Waikato Child Health 
Network  

1. Leadership and promotion – led by the Waikato Child health network with the support of The 
Immunisation Steering group 

2. Equity – reporting data, measurement of deliverables and  monitoring equity gaps  to identity 
families /whanau not engaging with health services early and making contact with them

3. Early  enrolment – increased focus on electronic full enrolment at birth and integration of NIR and 
NCHIP 

4. Service configuration- monitoring  and review of current DHB funded services such as Waikato 
Child Health Coordination Service and Outreach Immunisation Services for effectiveness and 
evidence of integration

5. Outreach immunisation Services (OIS) – all OIS services will be with PHOs who are responsible 
for their enrolled  populations with agreed geographical coverage and accountability  for the  
non-enrolled 

6. Opportunistic immunisation in primary care – Ensure NIR, NCHIP and PMS interface  is in place 
in every  general practice and  immunisations offered afterhours 

7. Every pregnant woman is enrolled in a PHO -  and  see a general practitioner in the third 
trimester of pregnancy (Midland DHBs  approach )
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8. Antenatal immunisation- continue to engage with the Ministry to enable  LMCs to claim the 
Immunisation Benefit Subsidy   and support pharmacists and LMCs with training   and resources

9. Family Start  engagement  –  work with Ministry of Children funder to improve health outcomes 
and immunisation coverage for children in Family Start services 

Cheers
Rachel

Rachel Webber
Senior Advisor Immunisation
System Outcomes
Service Commissioning
Ministry of Health
DDI: 04 816 2664
Mobile:  (not available Tuesdays and Thursday mornings) 

http://www.moh.govt.nz
mailto:Rachel_Webber@moh.govt.nz

Please note that I work four days per week and am not usually available on Tuesdays

----- Document: Update on Waikato Action Plan for your trip, forwarded by Rachel Webber on 09/04/2018 
01:50 pm -----

Sent By: Rachel Webber/MOH on 20/09/2017 10:59:48 a m
To: Rayoni Keith/MOH, Pat Tuohy/MOH, Caitlin Leonard/MOH
Copy To:
Subject: Update on Waikato Action Plan for your trip

Hi

Attached is the action plan that Waikato is currently working to

Update Waikato Imms Action Plan - Q2 2016-17.docx

It seems like a sound plan and that substantive progress is being made.,It isn't clear why this isn't 
translating into improved immunisation coverage, suggesting that there are still unidentified service 
delivery gaps.
My big question is why is N-CHIP not dleviering better outocmes?  

The following is the progress that has been reported against the action plan in Q3 and Q4. 
 
Task 1 : Leadership (achieved)
Robust strategic engagement occurs and clear roles and responsibilities agreed 

s 9(2)(a)
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The terms of reference (ToR) for the Action Plan embedded were signed off by participants in Qtr 3 and 
sent out to the NIR team, PHOs and Immunisation Advisory Centre. The TOR is embedded.  The targets 
are reported  monthly to the board with any action plans deliverables not on track and mitigation 
strategies proposed advised to the Executive Director Strategy and Funding. Regular updates from this 
group are provided to key stakeholders.  Leads have been identified and include Strategy and Funding 
Portfolio Manager, the chair of the Action Plan, NIR manager, new born champions in PHOs as well as 
the NCHIP partners which are Orion and MHN.

Clear roles and leads across Waikato DHB and PHOs by the Immunisation Steering Group. Reports and 
minutes from this group available to Inter Alliance/ PHOs and NIR (all members of the group).

Task 2:  Early enrolment (Ongoing)

System in place for full electronic enrolment at birth

Waikato DHB has worked with Midlands Health Network (MHN) to get in place on 1 April 2017 a 
fully funded Waika o Child Health Coordination Service (WCHCS) working alongside the 
national Child Health Information Programme (NCHIP).  MHN will be accountable for this 
deliverable. The WCHCS replaces the former CAY- C model developed by MHN under flexible 
funding arrangements .A key component of the service (which is an FTE based contract) is an 
enrolments mapping process map including full electronic GP/Well Child enrolment. The service 
is expected to work with all providers and communities to increases immunization coverage to 
meet the total Waikato targets. Waikato DHB, MHN and Orion have agreed scoping 
process/enhancements to NCHIP. It is -is expected to have this agreement finally place in Qtr. 
4.  

A generic new born enrolment form for use by Outreach Immunisation Service (OIS) providers 
is in development.

New agreements are in place with PHOs to offer a free extended consultation as part of the 
enrolment process for unenrolled mothers of new-borns to ensure their babies are enrolled and 
immunised.

NIR team leader contacts all general practices which decline enrolment of newborns with view 
to get them enrolled or refer to another practice. 

Task 3:  Service configuration (achieved)

Move towards a more centralised model 

As reporter in qtr. 2 the NIR team has move back from MHN to Waikato DHB and is reported to 
be functioning well and engaging effectively with all providers 

Task 4: Outreach immunisation (ongoing)  

Integrated outreach services aligned to PHOs 

There were 470 children vaccinated by OIS providers this qtr. Volumes have significantly 
increased (457 Q2). The opportunity to increase efficiencies by integrating smaller provider 
under a PHO Alliance Agreement is in the early exploratory stage.  
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As requested by the MoH we are working with Hauraki PHO to amalgamate subcontracted OIS 
providers to the PHO to reduce fragmentation and overheads and have one team focusing on 
hard to reach babies. Hauraki has appointed an administrator to support the OIS team.

Ongoing work by the IMAC Māori advisor has assisted all providers to improve performance

Task 5: Missing events (ongoing)  

Ensuring every child is immunised on time 

Weekly teleconferences between PHOs, NIR and OIS using a traffic light system to immunise 
babies at risk of missing their immunisation milestones has been maintained and is valued by 
PHO and OIS managers. The weekly t/c continues to follow up on activity for all OIS referrals 
identified as red (urgent) or purple (new referrals not enrolled with a GP).

A missing events service process for new born PHO enrolment is a key performance indicator 
for the new Waikato Child Health Co-ordination Service (WCHCS). 

Task 6: Reduce declines (ongoing) 

Support professionals to ensure that individuals that decline vaccinations are making an 
informed decision 

The NIR team furnishes the PHOs with a list of children who have declined immunisation on the 
NIR at the start of the prior quarter to ensure none are administrative declines and no 
opportunity is lost to immunise these children. The PHOs check each child via the information 
on the NIR and in the practice management system and contact the relevant practice as 
needed. 

Annual training for health professionals with best practice embedded has been continued with a 
focus on reducing delays due to non-related medical concerns where delay to a vaccination is 
NOT contraindicated.  Meeting held with Plunket to discuss ongoing health education with all 
females and whanau is respect to improving immunisation coverage

Task 7: Waikato Child Health Coordination Service (WCHCS) 

This service is fully integrated with NCHIP and now works with the NIR.

Functions for a fully FTE funded DHB agreement were co designed over qtrs. 2 and 3 with the 
contract in place on 1 April 2017. This key service/contractual change means the provide  
(Midlands Health Network) has sufficient FTE resource in place to provide a comprehensive 
missing event’s service.

KPIs and outputs have been agreed between the DHB and all PHOs and are jointly monitored.  

There are 4 FTE fully funded clinical and non-clinical FTEs delivering this service.  
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New initiatives and successes 
· Agreement  in place for national IMAC to run 6 hours fully funded immunisation training  

session for Lead Maternity Carers  at no cost to LMCs in August 2017 

· In depth analysis of immunisation events data by NHI is underway to determine areas of 
low coverage and determinants of babies who miss immunisation.  This information will 
be brought to the attention of the Immunisation Steering Group to advise solutions. We 
are also undertaking review of immunisation performance practice by practice to remind 
PHOs to work with these practices to reduce both delayers and decliners 

· Further discussion has commenced in relation to the declines and whether alternative 
approaches to communicating with new mums around immunisation may impact on the 
decline rates. It is hoped that the work with LMCs will help.  We have also  encouraging 
the ministry to include an immunisation focus in national discussion with midwives 

Cheers
Rachel

Rachel Webber
Senior Advisor Immunisation (Child Immunisation)
System Outcomes
Service Commissioning
Ministry of Health
DDI: 04 816 2664
Mobile:  (not available Tuesdays) 

http://www.moh.govt.nz
mailto:Rachel_Webber@moh.govt.nz

Please note that I work four days per week and am not usually available on Tuesdays

s 9(2)(a)
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,.-~ 
Waikato immunisation 2016/17 action plan v2 

No Task Deliverables Timeframe Status Lead 16/17 Q1 update 16/17 Q2 update 

1 Leadership a) Immunisation steering group set October 2015 Achieved Strategy and An under 5 Immunisation Steering Group was c) The December Immunisation Steering Group 
up Funding established in October 2015 to provide strategic reviewed the terms of reference. The Immunisation 

Robust strategic .17 direction and drive to make tract ion towards Steering Group agreed that early enrolment and first 
engagement occurs attaining the 95% target. The group meets monthly immunisations should be the focus. The revised and clear roles and b) Include immunisation as a August 2016 Achieved Strategy and and provides overall sector leadership and district version will be agreed in quarter three with a copy responsibilities standing agenda item at each Funding 

wide decision making to support PHOs and other provided as part of our quarter 3 report. agreed Alliance meeting 
immunisation providers to improve immunisation . 
coverage. The Immunisation Steering Group d) Membership roles to be reviewed in quarter three 

c) Review steering group terms of 30/12/2016 

( 
Achieved Chair of Steering agreed that early enrolment and first immunisations once revised TOR agreed. 

reference specifically Group should be the focus. 
governance, reporting and 1r Improved coordinated efforts have occurred thru e) The latest newsletter was sent late in October 
members responsibilities to share discussion and activity progressed by this steering 2016 (see quarter one update). A newsletter is to 
information. group. Current activity being carried out and be sent to all key stakeholders including all general 

opportunit ies for further improvement have been pract ices quarterly so another newsletter is to be 

d) Clear roles across the DHB 30/12/2016 Pending Strategy and included in the deliverables. sent shortly. 

agreed including immunisation Funding 
The latest immunisat ion newsletter embedded programme lead, project 

Ir below was circulated to key stakeholders to management and clinical lead 
1..: circulate to networks in October 2016. The focus on 

this newsletter was on immunisation over Christmas 
e) Regular updates provided to key Quarterly Update in 02 NIR Manager and and early January 2017 period. 

stakeholders narrative Newborn Champion .... 
,!. 
-

~ 
Immunisation_newsle 

tter _Oct_2016.pdf 

2 Early enrolment a) Waikato DHB, Orion and Midland September 2016 Achieved Strategy and The meeting between Waikato DHB, Midlands b) Newborn PHO enrolment process has been 
Health Network met to agree Funding Health Network and NCHIP provider Orion took scoped in quarter two to identify key tasks for each 

System in place for scoping process place in September 2016 the scoping process was provider. The embedded process map will be a key 
full electronic agreed as outlined in the deliverables. The pilot with element in the Child Coordinat ion Service enrolment from birth any proposed solut ion will be with Taranaki DHB 

b) Waikato DHB to review and 30/12/2016 Achieved Strategy and 
with Waikato DHB to follow very closely behind. 

D identify gaps in new-born Funding 
enrolment 

Waikato's System Level Measures improvement 
plan includes as one of the agreed contributory full enrollment c) Orion scoping technical possibility 30/12/2016 Achieved Orion/MHN measures 'increasing proportion of newborns fully 

mapping v4.vsd of electronic full enrolment at birth enrolled in a PHO by 6 weeks' . 
including electronic signature 

~"i 
c) Scoping was completed in quarter two and 

d) Options for full enrolment at birth 31/03/2017 Pending scoping Strategy and Midlands Health Network is currently negotiating on 
to be agreed results Funding and MHN implementing the solution. 

In addition, to assist OIS providers to promote 
e) Electronic full enrolment at birth 30/06/2017 Pending scoping Strategy and enrolment, Waikato is developing a generic 

rolled out in Waikato results Funding and MHN c GP/WCTO enrolment form for OIS providers. This 
was drafted and circulated for agreement in quarter 
two to be agreed in quarter three. 

~I,'..---.. 
~~l )) 
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~ 
No Task Deliverables Timeframe Status Lead 16117 Q1 update 16/17 Q2 update 

3 
Service 

a) A review of the colocation of the 31 /08/2016 Achieved NIR Manager and Embedded below is a summary of the NIR d) The NIR team relocated back from Midlands 

Configuration NIR service carried out MHN collocation review and questionnaire summary Health Network (MHN) premises in November 2016 

~1 ~ to W aikato Hospital. 

Move towards a b) NIR review findings shared with 30/09/2016 Achieved NIR Manager and Review Summary of review summary 
more centralised steering group and recommended MHN National Immunisationquestionnaire respons 
model approach agreed / 

~ 
From the review findings the immunisation steering 

c) Agreement by key partners 1 /10/2016 Achieved NIR Manager and group recommended the NIR operational team be 

Waikato DHB and Midlands MHN relocated to the DHB, with mandatory weekly 
Health Network (MHN teleconferences established to facilitate operational 

·~/ communication across all OIS providers. This was 
recommended with a longer term view of 

d) Service relocation implemented 31/12//2016 Achieved. NIR Manager and considering the NIR location in the service 

l MHN specification discussion of the child health co-

1r~ ordination service. Midlands Health Network and 
Waikato DHB have agreed to these 

~-' 
recommendations. The service change process w ill 
commence in quarter two. 

4 
Outreach 

a) Internal stocktake of OIS services 30/04/2016 Achieved Strategy and The internal stocktake carried out in 2015 identified that c) There were approximately 450 children 
Immunisation 

reviewed against national review Funding Waikato OIS funding was aligned with national 
vaccinated by outreach immunisation services in performance and not a key barrier to meeting our 

immunisation target. The stocktake and provider this quarter. 

Integrated outreach b) Integrate smaller OIS providers 30/09/2016 Achieved Strategy and engagement highlighted other barriers that should be 
immunisation into alliance coordinated services Funding focused on; strategic engagement, early primary care The Immunisation Advisory Centre Regional Maori 
service aligned to • enrolment and providing a more coordinated approach. adviser supported Hauraki PHO and its outreach 
PH Os - This influenced the establishment of a strategic 

immunisation service and providers to assist c) Opportunities for shared Ongoing Update in 02 Strategy and 
~ 

Immunisation Steering Group in 2015 with a focus on 
efficiencies and amalgamation narrative Funding and NIR ~ early primary care enrolment. Widerr recommendations streamlining processes and supporting the PHO to 

Manager (' to reduce the number of OIS contracted providers were achieve the immunisat ion target. 
• put on hold until the findings of the national review were 

d) Align Public Health Nurse Service 01/07/2017 On track Strategy and available. IMAC have worked with each of the providers and 
and Te Kete Manaaki to alliance Funding 

identified area's to assist with education and added coordinated services This deliverable is specifically related to Hauraki PHO. 
resources. IMAC will facilitate a 3-4 monthly Hui for With the national findings provided earlier in the year, 

Waikato DHB has been working with our alliance partners the OIS Providers providing cont inued educat ion 
to integrate smaller OIS providers into alliance and networking. 
coordinated ser ices. Hauraki PHO has subcontracted 
with three OIS provide s and provides an overarching 
coordinating function 

Further opportunities for ha ed efficiencies and 
amalgamation are ongoing 
In quarter one 

• The Immunisation Advisory Centre (IAC) 
Regional Maori Adviser started working with 
Hauraki PHO and its outreach immunisation 
providers to assist streamlining outreach 
processes 

• The weekly immunisation teleconference will 
include all OIS providers and will discus at 
named individual level all OIS referrals that are 
must do 'red'. 

~ 
~ 

2 



No Task Deliverables Timeframe Status Lead 16/17 Q1 update 16/17 Q2 update 

5 Missing events 
a) Weekly teleconfe ence between Ongoing Update in 01 NIR Manager The inaugural teleconference took place on 7 October b) The w eekly teleconference has been an excellent 

PHOs, NIR and OIS narrative 2016. The following responsibilities were agreed way to improve accountability and understanding of 
• NIR manager to led weekly teleconference and which babies need prioritising . All O IS referrals that 

Ensuring every child invite the Maniapota Pact Trust marae to attend are priorit ised as urgent (red) have been discussed 
is immunised on b) Traffic light system estab ished to 07/10/2016 Achieved New-born Enrolment the weekly teleconference when children 'red' 

at an individual level. As w ell as these children , all time review babies at risk off breach ng Champion • Midlands Health Network newborn enrolment 
champion to provide oversight of the traffic light babies newly referred to outreach immunisation w ith 

system with support from the NIR team to colour 'No GP' have been individually discussed that week. 

c) Waikato Hospital Hauora ihub 30/04/2017 On track Te Puna Oranga code the spreadsheet for discussion at the 
service (Maori Health teleconference. Injections Childs age 

Service) • NIR team to phone through any OIS referrals of required to be a.-~ SMOM~S 1 b~' 1•0M~f fully 20 months 21 months 22 months 23 months a child who has 2 weeks or less to be immunised 

d) Opportunities for shared Ongoing Update in 02 immunised 3 efficiencies and amalgamation r: The group agreed a new traffic light system embedded 
below. The new traffic light system will be used to colour 
code the weekly teleconference spreadsheet to review 

0. 
babies who are in danger of breaching. For example 

• Babies coded red 'must do individuals' to be . ....... . .... ,.,..,., -~_, Cl""-
discussed each week NS: ~-..n•tor.,.llM!dineYKJCN!ion(a). If,..,.._ llllll ... M<Mdlill.d .C .._of t• ,,.cicMdon 

• Babies coded purple 'GP unknown' to also be (9 discussed each week to enable earlier invention d) A missing event service process for newborn 
Babies declining will also be discussed. PHO enrolment is included in our early enrolment 

&II section. 
)... 

T raffic light 
system.pdf 

Waikato DHB have agreed to have a Hauora ihub in 
Waikato hospital to provide information and services 
including opportunistic immunisation . This service will be 
u and runnin b A ril 2017. 

6 Reduced declines 
a) Review of management of 31 /03/2016 Achieved Midlands Health In December 2015 Midlands Health Network supported 

families who decline immunisation Network (MHN) summer studentship to review the management of 
within general practice carried out families who decline immunisations. Embedded below is 

Support and shared with PHOs a copy f the review findings shared w ith PHOs. A best 
professionals to practice inf rmation sheets on how to mitigate and 
ensure that minimise declines was agreed and circulated to practices 
individuals that b) Annual training and resources Ongoing Updated in 01 NIR Manager and earlier in the year and circulated again last week as part 
decline vaccinations provided to health professional narrative Newborn Champion of the immunisati n to um. 
are making an ~1 informed decision. 

~· c) Weekly teleconference to discuss Ongoing See update in NIR Manager and Auckland lkli 
named declines missing events Newborn Champion report.docx 

An immunisation forum is provided annually to Lead 
Maternity Carers, antenatal educators and general 
practice. The September 2016 forum ncluded managing 
decliners. A copy of the agenda is embedded below. 
The 2017 forum will also include public health nurses. 

u 
immunisaton forum 

sep 16.doc 

3 



~ 
No Task Deliverables Timeframe Status Lead 16/17 Q1 update 16/17 Q2 update 

~~ -

7 Waikato Child 
a) Stakeholders agreed to scope the 31/08/2016 Achieved Strategy and The Inter All iance meeting in August agreed that a new In quarter two the functions were co-designed and 

Coordination 
co-design of a new serv ce Funding and MHN service specification would be co-developed. Strategy agreed. The interim contract is now in place to 

Service 
and Funding have asked the Ministry to participate in the continue the service while the new agreement is 
co-design. Engagement with alliance partners by negot iated. b) Service co-design agreed ( 30/12/2016 Achieved Strategy and December 2016. 

Consistent service Funding and MHN 
provision across the 
DHB provided 

c) Service contracted with Midlands 01/01/201 7 Interim contract Strategy and 
Health Network in place Funding and MHN 

K~ 

~ 
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Sent by: Rachel 
Webber/MOH

29/11/2017 05:32 p.m.

To: Jane Wang/MOH@MOH, 
cc: Caitlin Leonard/MOH@MOH, 

bcc:

Subject: Re: Q1 performance issue comments

Hi Jane

I've been off on holiday. Caitlin has done most of them but I haven't had time to check a few - I'll send the 
rest through tomorrow morning first thing.

 dashboard responses_ immunisation PP21 and HT_final.docxdashboard responses_ immunisation PP21 and HT_final.docx

Cheers
Rachel

Rachel Webber
Senior Advisor Immunisation (School-based Immunisation)
System Outcomes
Service Commissioning
Ministry of Health
DDI: 04 816 2664
Mobile: (not available Tuesdays and Thursday mornings) 

http://www.moh.govt.nz
mailto:Rachel_Webber@moh.govt.nz

Please note that I work four days per week and am not usually available on Tuesdays

Jane Wang 24/11/2017 10:50 23 a.m.Hi Everyone The following DHBs have...

From: Jane Wang/MOH
To: Rachel Webber/MOH@MOH, Caitlin Leonard/MOH@MOH, Rayoni Keith/MOH@MOH, John 

Stribling/MOH@MOH, Veronica Adams/MOH@MOH, Kass Jane/MOH@MOH, Sonja 
Eriksen/MOH@MOH, Barry Welsh/MOH@MOH, Sophia Faure/MOH@MOH, 

Cc: Liz Stirling/MOH@MOH, Joni Wang/MOH@MOH, David Atkin/MOH@MOH
Date: 24/11/2017 10:50 a.m.
Subject: Q1 performance issue comments

Hi Everyone

The following DHBs have received a Not Achieved rating ‐ "RED" traffic light against the 

s 9(2)(a)
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measure in quarter one. Where a rating is applied to Total (T),  Maori (M) and O (Pacific),  I have
indicated which ethnicity group receiving a Not Achieved rating in bracket.  Please do provide 
commentary (a couple of sentences) as to what the issue is and how this is being managed.  
Please provide a separate commentary on Maori and/or Pacific with not achieved rating. These 
commentaries are required in the DHB performance dashboards.  Can you please send to me 
your commentary by next Wednesday 29 November? 

DHBs who have received "Not Achieved' rating: 

PP21 Imms:   Auckland (T M O),  BoP (T,M,O),  CM (M), Hutt (M), Lakes (T M O),  NM (T M), Northland (T 
M O), Tairawhiti (T M),  Waikato (T M),  Wairarapa (N),  Waitamata (T M O), WC (T M), Whanganui (N)

PP31 hospital smoking:  C&C (T M O),  Hutt (T M O),  MidC (T M),  Lakes (T),  NM (T),  Northland (T), 
Southern (T M),  Waikato (T), WC (T)

PP37 breastfeeding:   a Not Achieved rating for:  all DHBs Maori;  all DHBs (except for BoP, WC and 
Whanganui) Pacific;   Waikato Total

PP26 FA2 suicide:   Lakes 

OS3 acute:  Northland,  Tairawhiti 

Health target ED:   CDHB,  C&C,  CM, HB, Northland,  Taranaki,  Waikato,  Whanganui, 

Health target Imms:  BoP,  Lakes,  NM,  Northland,  Tairawhiti, Taranaki,  Waikao,  WC,  Whanganui

Thanks and regards,
Jane

Jane Wang, Senior Analyst
DHB Performance non-Financial Monitoring
Monitoring, System Outcomes, Service Commissioning
Ministry of Health
DDI:  04 816 2657,  Mobile:    Email: jane_wang@moh.govt.nzs 9(2)(a)
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PP21 

Auckland (T,M,O) – Auckland DHB is performing well for the 24-month immunisation target. 
Immunisation coverage has dropped for the 5-year-old milestone due to an increase of missed 4-
year-old immunisation events, and urgent action is needed. 
 
The equity gap is still evident for Māori children at the 5-year milestone. The Ministry has 
encouraged Auckland to continue to consider strategic initiatives across the entire region.  
 
 
Bay of Plenty (T,M,O)  - A drop in 24-month-old immunisation coverage can be attributed to an 
increase in both declines and missed events. Bay of Plenty have implemented a new service model 
which we anticipate will improve overall coverage going forward at all milestone ages. 
 
The Ministry has encouraged a continued focus missed events, to help increase Bay of Plenty’s 24-
month and 5-year-old Māori immunisation coverage. Bay of Plenty have recently employed new 
staff into key positions and have been working closely with their Lead Maternity Carers, with a 
greater collective commitment.  
 
Counties Manukau (M) – Counties Manukau have experienced a decrease in Māori immunisation 
coverage at both the 24 month and 5-year milestones. Increasing immunisation coverage for Māori 
infants and children is the key priority area for Counties Manukau in coming quarters.  
 
 
Hutt Valley (M) –  
 
Hutt has had a 3% increase in the number of eligible Māori children living in the Hutt Valley in this 
quarter, with a decrease in Māori immunisation coverage for both 24-month and 5-year-olds. 
Additional strategies are needed to increase immunisation coverage for both milestone ages. 
 
Lakes (T M O) – Immunisation coverage for 24-month-olds has been affected by an increase in 
children not immunised on time this quarter.  
 
The Ministry encourages Lakes DHB to continue focusing on initiatives around improving Māori 
immunisation coverage and timely immunisations for both their 24-month and 5-year-old 
milestones.  
 
Nelson-Marlborough (T M) – There was a significant decrease in immunisation coverage at age 24 
months in this quarter for Nelson Marlborough DHB. The DHB continues to be challenged by high 
vaccine decline rates. However, it is pleasing to see the low rates of children who are not immunised 
on time, indicating that good processes are in place.  
 
 
 
 
 
 
Northland (T M O) – Northland DHB continues to be challenged by high vaccine decline rates. 
However, urgent actions to reduce the number of children not being immunised on time for the 5-
year milestone age are needed.  
 
Additional strategies are needed to improve timeliness and immunisation coverage for both 
milestone ages, specifically for Māori immunisation coverage, which had dropped this past quarter. 
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Health Target  

Bay of Plenty – Bay of Plenty have recently implemented a new collective model of childhood 
immunisation service delivery, and coverage is beginning to show a slight upward trend in the 
region    
 
The Ministry encourages Bay of Plenty DHB to continue to focus on the children that are not being 
immunised on time and to prioritise specific strategies to increase coverage for Māori infants.  
 
Lakes – Lakes DHB has experienced a decrease in immunisation coverage this past quarter, as a 
result of an increase in vaccine decline rates. Lakes have introduced an after-hours pharmacy 
immunisation service, and are looking into how they can introduce an after-hours immunisation 
service in primary care and emergency departments.  
 
Nelson Marlborough – Nelson Marlborough DHB continues to be challenged by high vaccine decline 
rates and there was a large decrease in Māori infant immunisation coverage in this quarter. The 
Ministry has provided a toolkit of immunisation communication resources that may be helpful.  .  
 
Additional strategies are needed to increase 8-month-old immunisation coverage. 
 
Northland - Northland DHB continues to be challenged by high vaccine decline rates and Māori 
infant immunisation coverage is slightly trending down. While we are confident that every child who 
is due or overdue for immunisation is being followed up individually, additional strategies to ensure 
timeliness, especially for Māori children, are needed. 
 
Tairawhiti - While Māori and Total immunisation coverage at 8 months of age have increased slightly 

in this past quarter for Tairawhiti DHB, additional strategies are needed to bring coverage up to 

acceptable levels. The Ministry will continue to work with the DHB on the s rategies discussed during 

the target champion’s recent visit to the region. 

 
Taranaki –  Taranaki DHB made some progress against the infant immunisation target in this quarter 
and vaccine decline rates decreased. However, specific focus will need to be aimed at improving 
Māori immunisation coverage and the timeliness of 8-month-old immunisation coverage. We look 
forward to seeing the outcomes from the DHB’s Health Equity Assessment report and action plan  
 
Waikato – Waikato have experienced a further significant decrease in Māori infant immunisation 
coverage in this past quarter. The Ministry will continue to work with the DHB on the strategies 
around improving Māori immunisation coverage and timeliness of immunisations discussed during 
the target champion’s recent visit to the region. 
  
 
West Coast - The DHB continues to be challenged by a high opt-off rate for immunisation due to 
community beliefs; the high rate of immunisation in children who have not been declined or opted 
off is commendable.   
 
Whanganui – Performance has improved in Whanganui this past quarter for Total and Māori 8-
month-old immunisations, with a decrease in vaccine decline rates. Additional strategies to increase 
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Total and Māori 8-month-old coverage immunisation levels are needed in order to close the equity 
gap. 
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Sent by: Rachel 
Webber/MOH

30/11/2017 10:33 a.m.

To: Jane Wang/MOH@MOH, 
cc:

bcc:

Subject: Remaining PP21 comments

Tai awhiti (T M) – 24‐month‐old Total and Mâori immunisation coverage showed a further decrease this 
past quarter for Tairawhiti DHB, with an increase in decline and missed events. Additional strategies are 
needed to increase Total and Mâori immunisation coverage for both milestone ages with specific focus 
around missed events.

Waikato (T M) – Immunisation coverage for both 24‐month and 5‐year‐olds have improved this quarter, 
with an overall decrease in missed events. With continued focus on Mâori immunisation coverage and 
missed events, the Ministry expect the performance of these measures will improve in coming quarters.

Wairarapa (M) ‐Wairarapa continues to perform well for 24‐month immunisation coverage,  A 
significant drop in 5‐year‐old coverage (Total and Mâori) was a result of an increase in vaccine declines.

The Ministry acknowledge that the DHB has good processes in place in achieving the 
immunisation target for both 24-month and 5-year-olds, and expect the performance of this 
measure will improve in coming quarters.

Waitemata (T M O) – Immunisation coverage for both 24‐month and 5‐year‐olds have slightly improved 
this quarter, with an overall decrease in missed events for 5‐year‐olds.

Additional strategies and continued focus is required in order to reach acceptable Total and Mâori 
immunisation coverage for 5‐year‐olds. 

West Coast (T M) – West Coast continue to be challenged by a high opt‐off rate for immunisation due to 
community beliefs; the high rate of immunisation in children who have not been declined or opted off is 
commended. 

Whanganui ( O not Maori) Whanganui DHB had a drop in immunisation coverage for Pacific children for 
the 5‐year‐old measure in this quarter. This reflects the very small number of Pacific children in the 
region and is not a performance concern. 

Rachel Webber
Senior Advisor Immunisation (School-based Immunisation)
System Outcomes
Service Commissioning
Ministry of Health
DDI: 04 816 2664
Mobile:  (not available Tuesdays and Thursday mornings) 

http://www.moh.govt.nz
mailto:Rachel_Webber@moh.govt.nz
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Please note that I work four days per week and am not usually available on Tuesdays
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Sent by: Rachel 
Webber/MOH

30/11/2017 11:59 a.m.

To: Jane Wang/MOH@MOH, 
cc: Caitlin Leonard/MOH@MOH, 

bcc:

Subject: Information on PP21s for health report

Immunisation coverage at age 24 months decreased by 1 percent from 93.4 to 92.4 percent in this 
quarter, largely reflecting an increase in vaccine decline/opt‐off rates. This was likely related to 
increased anti‐immunisation activity earlier this year that also affected infant immunisation in the 
previous quarter. The impact of this has already diminished for infant immunisation, and it is anticipated 
that the effect on 24‐month immunisation coverage will also be transient.  Immunisation coverage at 
age 5 years increased slightly from 88.8 to 89.1 percent. Further progress is required to meet the 95 
percent target, and strategies will include better linking between the B4 School Check and the 4‐year old 
immunisation events. 

Influenza immunisation coverage for those aged 65 years and older was included as a DHB 
performance measure for the first time in this quarter and will be reported on an annual basis; 
the measure was previously part of the Mâori health plans. This year is considered a 
developmental year with the main aim being to encourage all providers to enter influenza vaccines 
onto the National Immunisation Register  NIR)  The reported coverage of 54 percent (target 75 percent) 
is lower than the number of influenza vaccine do es given according to claims data, and we will continue 
to work with the sector to ensure all influenza immunisations for the target population are entered onto 
the NIR.  

Also, I have just re-read what I sent last night and noticed two errors. Can you please make the tracked 
changes in the attached doc - thanks so much!

dashboard responses_ immunisation PP21 and HT_final_revised.docxdashboard responses_ immunisation PP21 and HT_final_revised.docx

Cheers
Rachel

Rachel Webber
Senior Advisor Immunisation (School-based Immunisation)
System Outcomes
Service Commissioning
Ministry of Health
DDI: 04 816 2664
Mobile:  (not available Tuesdays and Thursday mornings) 

http://www.moh.govt.nz
mailto:Rachel_Webber@moh.govt.nz

Please note that I work four days per week and am not usually available on Tuesdays
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PP21 

Auckland (T,M,O) – Auckland DHB is performing well for the 24-month immunisation target. 
Immunisation coverage has dropped for the 5-year-old milestone due to an increase of missed 4-
year-old immunisation events, and urgent action is needed. 
 
The equity gap is still evident for Māori children at the 5-year milestone. The Ministry has 
encouraged Auckland to continue to consider strategic initiatives across the entire region.  
 
 
Bay of Plenty (T,M,O)  - A drop in 24-month-old immunisation coverage can be attributed to an 
increase in both declines and missed events. Bay of Plenty have implemented a new service model 
which we anticipate will improve overall coverage going forward at all milestone ages. 
 
The Ministry has encouraged a continued focus on missed events, to help increase Bay of Plenty’s 
24-month and 5-year-old Māori immunisation coverage. Bay of Plenty have recently employed new 
staff into key positions and have been working closely with their Lead Maternity Carers, with a 
greater collective commitment.  
 
Counties Manukau (M) – Counties Manukau have experienced a decrease in Māori immunisation 
coverage at both the 24 month and 5-year milestones. Increasing immunisation coverage for Māori 
infants and children is the key priority area for Counties Manukau in coming quarters.  
 
 
Hutt Valley (M) –  
 
Hutt has had a 3% increase in the number of eligible Māori children living in the Hutt Valley in this 
quarter, with a decrease in Māori immunisation coverage for both 24-month and 5-year-olds. 
Additional strategies are needed to increase immunisation coverage for both milestone ages. 
 
Lakes (T M O) – Immunisation coverage for 24-month-olds has been affected by an increase in 
children not immunised on time this quarter.  
 
The Ministry encourages Lakes DHB to continue focusing on initiatives around improving Māori 
immunisation coverage and timely immunisations for both their 24-month and 5-year-old 
milestones.  
 
Nelson-Marlborough (T M) – There was a significant decrease in immunisation coverage at age 24 
months in this quarter for Nelson Marlborough DHB. The DHB continues to be challenged by high 
vaccine decline rates. However, it is pleasing to see the low rates of children who are not immunised 
on time, indicating that good processes are in place.  
 
 
 
 
 
 
Northland (T M O) – Northland DHB continues to be challenged by high vaccine decline rates. 
However, urgent actions to reduce the number of children not being immunised on time for the 5-
year milestone age are needed.  
 
Additional strategies are needed to improve timeliness and immunisation coverage for both 
milestone ages, specifically for Māori immunisation coverage, which had dropped this past quarter. 
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Health Target  

Bay of Plenty – Bay of Plenty have recently implemented a new collective model of childhood 
immunisation service delivery, and coverage is beginning to show a slight upward trend in the 
region    
 
The Ministry encourages Bay of Plenty DHB to continue to focus on the children that are not being 
immunised on time and to prioritise specific strategies to increase coverage for Māori infants.  
 
Lakes – Lakes DHB has experienced a decrease in immunisation coverage this past quarter, as a 
result of an increase in vaccine decline rates. Lakes have introduced an after-hours pharmacy 
immunisation service, and are looking into how they can introduce an after-hours immunisation 
service in primary care and emergency departments.  
 
Nelson Marlborough – Nelson Marlborough DHB continues to be challenged by high vaccine decline 
rates and there was a large decrease in Māori infant immunisation coverage in this quarter. The 
Ministry has provided a toolkit of immunisation communication resources that may be helpful.  .  
 
Additional strategies are needed to increase 8 month old immunisation coverage. 
 
Northland - Northland DHB continues to be challenged by high vaccine decline rates and Māori 
infant immunisation coverage is slightly trending down. While we are confident that every child who 
is due or overdue for immunisation is being followed up individually, additional strategies to ensure 
timeliness, especially for Māori children, are needed. 
 
Tairawhiti - While Māori and Total immunisation coverage at 8 months of age have increased slightly 
in this past quarter for Tairawhiti DHB, additional strategies are needed to bring coverage up to 
acceptable levels. The Ministry will continue to work with the DHB on the s rategies discussed during 
the target champion’s recent visit to the region. 

 
Taranaki –  Taranaki DHB made some progress against the infant immunisation target in this quarter 
and vaccine decline rates decreased. However, specific focus will need to be aimed at improving 
Māori immunisation coverage and the timeliness of 8-month-old immunisation coverage. We look 
forward to seeing the outcomes from the DHB’s Health Equity Assessment report and action plan  
 
Waikato – Waikato have experienced a further significant decrease in Māori infant immunisation 
coverage in this past quarter. The Ministry will continue to work with the DHB on the strategies 
around improving Māori immunisation coverage and timeliness of immunisations discussed during 
the target champion’s recent visit to the region. 
  
 
West Coast - The DHB continues to be challenged by a high opt-off rate for immunisation due to 
community beliefs; the high rate of immunisation in children who have not been declined or opted 
off is commendable.   
 
Whanganui – Performance has improved in Whanganui this past quarter for Total and Māori 8-
month-old immunisations, with a decrease in vaccine decline rates. Additional strategies to increase 
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Total and Māori 8-month-old coverage immunisation levels are needed in order to close the equity 
gap. 
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Sent by: Rachel 
Webber/MOH

12/03/2018 12:32 p.m.

To: Jane Wang/MOH@MOH, 
cc: Darryl Oldfield/MOH@MOH, 

bcc:

Subject: Re: Q2 17/18 dashboards peer review

Hi

There are no PP21 results on the Waikato, South Canterbury, Nelson Marlborough and Bay of Plenty 
dashboards.

Can you please check the Waikato result for the health target, The DHB got 90% (5 percent below the 
target), but the graph looks like the result is at target (i.e.halfway up the triangle). Midcentral got 94%, and 
their result is lower in relation to the triangle. 

 Whanganui, Waikato, Taranaki, Tairawhiti, Northland, Lakes, Bay of Plenty

o Continued focus across all immunisation milestones is needed to meet targets, 
with a particular focus on strategies to increase immunisation for Mâori children. 

 West Coast

o West Coast DHB continues to reach a very high proportion of children for 
immunisation who are not vaccine declines or opt-offs.

 Waitemata, Auckland

o The two immunisation priority areas for the DHB are strategies to improve 
immunisation coverage for Mâori children, and reducing the very high number of 
children who are not being immunised on time for the four-year event.

 Wairarapa

o It is a great achievement that the 95 percent target was met by Wairarapa DHB 
for both two year olds and five year olds.

 Counties Manukau

o Implementing further strategies to increase immunisation rates for Mâori children 
is the key priority area for the DHB.  

 Capital & Coast

o Attention to immunisation rates for Mâori children at age 5 years is needed.
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Rachel Webber
Senior Advisor Immunisation
System Outcomes
Service Commissioning
Ministry of Health
DDI: 04 816 2664
Mobile:  (not available Tuesdays and Thursday mornings) 

http://www.moh.govt.nz
ma lto:Rachel_Webber@moh.govt.nz

Please note that I work four days per week and am not usually available on Tuesdays

Jane Wang 06/03/2018 10:31:06 a.m.Hi Everyone 1. The doc-link below are...

From: Jane Wang/MOH
To: Ailsa Jacobson/MOH@MOH, Alan Oates/MOH@MOH, Alison Randall/MOH@MOH, Andrea 

Seymour/MOH@MOH, Bridget Madar/MOH@MOH, Bronwyn Petrie/MOH@MOH, Barry 
Welsh/MOH@MOH, Bernadette Doolan/MOH@MOH, Catherine Lofthouse/MOH@MOH, Derek 
Thompson/MOH@MOH, Dorothy Clendon/MOH@MOH, Emily Russell/MOH@MOH, 
Ethan.Tucker@hqsc.govt.nz, Gina Anderson-Lister/MOH@MOH, Heidi Browne/MOH@MOH, 
Helen Topham/MOH@MOH, Ivan Rowe/MOH@MOH, Jacob White/MOH@MOH, Jane 
Lyon/MOH@MOH, Jasmine Plimmer/MOH@MOH, Jennifer Bailey/MOH@MOH, Kass 
Jane/MOH@MOH, Leigh Sturgiss/MOH@MOH, Leonie Mercer/MOH@MOH, Loren 
Shand/MOH@MOH, Leonie McCormack/MOH@MOH, Liz Stirling/MOH@MOH, Megan 
Grant/MOH@MOH, Michelle Goh/MOH@MOH, Nalayini Thiagalingam/MOH@MOH, Natalie 
Burton/MOH@MOH, Niki Stefanogiannis/MOH@MOH, Peter Williams/MOH@MOH, Peter 
Jones/MOH@MOH, Rayoni Keith/MOH@MOH, Rachel Webber/MOH@MOH, Robyn 
Blue/MOH@MOH, Sophia Faure/MOH@MOH, Stacey Connor/MOH@MOH, Sylvia 
Watson/MOH@MOH, Sara Chester/MOH@MOH, Toby Regan/MOH@MOH, Veronica 
Adams/MOH@MOH, 

Cc: David Atkin/MOH@MOH, Darryl Oldfield/MOH@MOH
Date: 06/03/2018 10:31 a.m.
Subject: Q2 17/18 dashboards peer review

Hi Everyone

1. The doc‐link below are the draft quarter two 17/18 DHB performance dashboards for your 
review. The dashboard Excel file is also included.  If you want to print 20 DHB dashboards, 
simply click the button 'Print out' at the top left in the 'dashboard' worksheet, which will 
automatically send all 20 to the printer (you may need to click 'Enable Content' before clicking 
the button).  If your measure is not reported in this quarter, please ignore this email.

Could you please check the following of your measures: 

Traffic Light colours are correct in line with rating

Data values are correct 

Graphs are presented properly 

s 9(2)(a)
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Comments in text boxes are correct

Definitions for your measures (page 2) are updated

Date Author Title

06/03/2018 Jane Wang DHB Performance Quarterly Reporting Dashboards 17/18 - Quarter 
Two

2. The following DHBs have received a Not Achieved rating ‐ "RED" traffic light against the 
measure in quarter two. Where a rating is applied to Total (T),  Maori (M) and O (Pacific),  I have 
indicated which ethnicity group receiving a Not Achieved rating in bracket.  Please do provide 
commentary (a couple of sentences) as to what the issue is and how this is being managed.  
Please provide a separate commentary on Maori and/or Pacific with a not achieved rating. 
These commentaries are required in the DHB performance dashboards.  

DHBs who have received a "Not Achieved' rating: 

PP20 diabetes:  Hawke's Bay o

PP20 acute heart:   Maori: SC  Tairawhiti, Taranaki, Waikato, Waitemata;          Pacific:  o
Canterbury, CM, HB, Waitemata

PP21 Imms:   Auckland (T M O),  BoP (T,M),  C&C (M), CM (M), Lakes (T M),  NM (T M), o
Northland (T M O), Tairawhiti (T M),  Taranaki (T M), Waikato (T M O),  Waitamata (T M O), 
WC (T M), Whanganui (T M)

Health target Imms:  BoP,  NM,  Northland,  SC,  Tairawhiti, Taranaki,  Waikao, Wairarapa,   o
WC,  Whanganui

PP31 hospital smoking:  Auckland (T M), C&C (T M O),  HB (M), Hutt (T M O),  MidC (T M),  o
Lakes (T M),  NM (T),  Northland (T M),  SC (T),  Southern (T M),  Waikato (T M O), WC (T M)

PP36 Maori mental:     Hawke's Bayo

PP22 service integration:   Southerno

PP29 Colonoscopy:  Northlando

SI1 ASH:   Northland,  Tairawhiti, Waikato,  Whanganuio

SI3 service coverage:   NMo

SI10 cervical screening:   BoP o

SI11 Breast Screening:   Auckland (T M),  BoP (M O), Canterbury (O),  CM (M),  Lakes (M),  SC o
(O),  Southern (O),  Tairawhiti (O),  Taranaki (M),   Waikato (T M O),  Waitemata (M),  WC (O)

Can I please have your feedback and commentary by Friday 9 March?

R
eleased under the O

fficial Inform
ation A

ct 1982



Kind regards
Jane

Jane Wang, Senior Analyst
DHB Performance non-Financial Monitoring
Monitoring, System Outcomes, Service Commissioning
Ministry of Health
DDI:  04 816 2657,  Mobile:  ,  Email: jane_wang@moh.govt.nzs 9(2)(a)
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Sent by: Rachel 
Webber/MOH

30/05/2018 10:33 a.m.

To: Jane Wang/MOH@MOH, 
cc: Lea Ketu'u/MOH@MOH, 

bcc:

Subject: Fw: Q3 17/18 dashboards peer review

Hi Jane

Sorry some of the comments have been placed against the wrong DHBs. Is there still time to change the 
comments for the dashboards? 

Canterbury, Hawkes Bay
‐ Implementing further strategies to increase immunisation rates for Māori children at age 4 years is a 
key priority area for the DHB

Capital & Coast

‐ Continued attention to immunisation rates for Māori children at age 8 months and 5 years is needed.

Nelson Marlborough

‐ The DHB continues to be challenged by high vaccine decline rates at all age milestones

South Canterbury
- Strategies to address vaccines declines among the DHB's Māori population would support achieving the 
immunisation targets across all milestones

  
Southern
- The decrease in immunisation coverage for Pacific children at age 5 years reflects small numbers but 
does warrant attention to ensure that coverage doesn't further decrease.

Waikato
-  Continued focus across all immunisation milestones is needed to meet targets, with a particular focus 
on strategies to increase immunisation for Māori and Pacific  children

Cheers
Rachel

Rachel Webber
Senior Advisor Immunisation
System Outcomes
Service Commissioning
Ministry of Health
DDI: 04 816 2664
Mobile:  (not available Tuesdays and Thursday mornings) s 9(2)(a)
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http://www.moh.govt.nz
mailto:Rachel_Webber@moh.govt.nz

Please note that I work four days per week and am not usually available on Tuesdays

----- Forwarded by Rachel Webber/MOH on 30/05/2018 10:06 a.m. -----

From: Lea Ketu'u/MOH
To: Jane Wang/MOH@MOH, 
Cc: Rachel Webber/MOH@MOH
Date: 29/05/2018 03:23 p.m.
Subject: Re: Q3 17/18 dashboards peer review

Good afternoon Jane 

Please find the table below with the required dashboard commentary for each DHB with an NA 
rating for PP21. Ratings have been checked for the 8 months immunisation and PP21 T,M and 
O. 

Please let me know if you need anything fu ther.

Thank you
Lea 

DHB Commentary Ratings correct (Y

Auckland (T M O) The two immunisation priority areas for the DHB are strategies to 
improve immunisation coverage for Māori children, and reducing 
the very high number of children who are not being immunised 
on time for the four‐year event.

Y

BoP (T,M,O) Continued focus across all immunisation milestones is needed to 
meet targets, with a particular focus on strategies to increase 
immunisation for Māori children.

Y

Canterbury(M) Continued focus across all immunisation milestones is needed to 
meet targets, with a particular focus on strategies to increase 
immunisation for Māori children.

Y

C&C (M) Attention to immunisation rates for Māori children at age 5 years 
is needed.

Y

CM (M) Implementing further strategies to increase immunisation rates 
for Māori children is the key priority area for the DHB.

Y

Hawke's Bay(M) Continued focus across all immunisation milestones is needed to 
meet targets, with a particular focus on strategies to increase 

y
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immunisation for Māori children.

Lakes (T M) Continued focus across all immunisation milestones is needed to 
meet targets, with a particular focus on strategies to increase 
immunisation for Māori children.

y

NM (T M) Continued focus across all immunisation milestones is needed to 
meet targets, with a particular focus on strategies to increase 
immunisation for Māori children.

y

Northland (T M O) Continued focus on immunisation at age 2 years and 5 years is 
needed. Northland DHB is challenged by high vaccine decline 
rates for these age groups, but continuing a specific focus on 
timely follow‐up will improve coverage.

y

SC (M) Continued focus across all immunisation milestones is needed to 
meet targets, with a particular focus on strategies to increase 
immunisation for Māori children.

y

Southern(O) Continued focus across all immunisation milestones is needed to 
meet targets, with a particular focus on strategies to increase 
immunisation for Māori children.

y

Tairawhiti (T M) Continued focus across all immunisation milestones is needed to 
meet targets, with a particular focus on strategies to increase 
immunisation for Māori children.

y

Taranaki (T) Continued focus across all immunisation milestones is needed to 
meet targets, with a particular focus on strategies to increase 
immunisation for Māori children.

y

Waikato (T M O) Continued focus across all immunisation milestones is needed to 
meet targets, with a particular focus on strategies to increase 
immunisation for Māori children.

y

Waitamata (T M O) The two immunisation priority areas for the DHB are strategies to 
improve immunisation coverage for Māori children, and reducing 
the very high number of children who are not being immunised 
on time for the four‐year event.

y

WC (T M) West Coast DHB continues to reach a very high proportion of 
children for immunisation who are not vaccine declines or 
opt‐offs.

y

Whanganui (T M) Continued focus across all immunisation milestones is needed to 
meet targets, with a particular focus on strategies to increase 
immunisation for Māori children.

y

Lea Ketu'u
Advisor l Immunisation l System Outcomes l Service Commissioning
Ministry of Health l  
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Jane Wang 24/05/2018 02:46:02 p.m.Hi Everyone 1. The doc-link below are...

From: Jane Wang/MOH
To: Alan Oates/MOH@MOH, Alison Randall/MOH@MOH, Andrea Seymour/MOH@MOH, Bridget 

Madar/MOH@MOH, Bronwyn Petrie/MOH@MOH, Barry Welsh/MOH@MOH, Bernadette 
Doolan/MOH@MOH, Carolyn Jones/MOH@MOH, Catherine Lofthouse/MOH@MOH, Chris 
Millar/MOH@MOH, Derek Thompson/MOH@MOH, Emily Russell/MOH@MOH, 
Ethan.Tucker@hqsc.govt.nz, Gina Anderson-Lister/MOH@MOH, Heidi Browne/MOH@MOH, 
Helen Topham/MOH@MOH, Ailsa Jacobson/MOH@MOH, Ivan Rowe/MOH@MOH, Jacob 
White/MOH@MOH, Jane Lyon/MOH@MOH, Jasmine Plimmer/MOH@MOH, Jennifer 
Bailey/MOH@MOH, Kass Jane/MOH@MOH, Leigh Sturgiss/MOH@MOH, Leonie 
Mercer/MOH@MOH, Loren Shand/MOH@MOH, Lea Ketu'u/MOH@MOH, Leonie 
McCormack/MOH@MOH, Liz Stirling/MOH@MOH, Megan Grant/MOH@MOH, Michelle 
Goh/MOH@MOH, Nalayini Thiagalingam/MOH@MOH, Natalie Burton/MOH@MOH, Niki 
Stefan giannis/MOH@MOH, Peter Williams/MOH@MOH, Peter Jones/MOH@MOH, Rachel 
Webber/MOH@MOH, Robyn Blue/MOH@MOH, Sophia Faure/MOH@MOH, Stacey 
Connor/MOH@MOH, Sylvia Watson/MOH@MOH, Sara Chester/MOH@MOH, Toby 
Regan/MOH@MOH, Veronica Adams/MOH@MOH, 

Cc: David Atkin/MOH@MOH
Date: 24/05/2018 02:46 p.m.
Subject: Q3 17/18 dashboards pee  review

Hi Everyone

1. The doc‐link below are the draft quarter three 17/18 DHB performance dashboards for your 
review. The dashboard Excel file is also included.  If you want to print 20 DHB dashboards, 
simply click the button 'Print out' at the top left in the 'dashboard' worksheet, which will 
automatically send all 20 to the printer (you may need to click 'Enable Content' before clicking 
the button).  If your measure is not reported in this quarter  please ignore this email.

Could you please check the following of your measures: 

Traffic Light colours are correct in line with rating

Data values are correct 

Graphs are presented properly 

Comments in text boxes are correct

Definitions for your measures (page 2) are updated

Date Author Title

24/05/2018 Jane Wang DHB Quarterly Reporting 17/18 Q3 dashboards peer review

2. The following DHBs have received a Not Achieved rating ‐ "RED" traffic light against the 
measure in quarter three. Where a rating is applied to Total (T),  Maori (M) and O (Pacific),  I 
have indicated which ethnicity group receiving a Not Achieved rating in bracket.  Please do 
provide commentary (a couple of sentences) as to what the issue is and how this is being 
managed.  Please provide a separate commentary on Maori and/or Pacific with a not achieved 
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rating. These commentaries are required in the DHB performance dashboards. 

DHBs who have received a "Not Achieved' rating: 

PP20 stroke:   Nelson Marlborougho

PP21 Imms:   Auckland (T M O),  BoP (T,M,O),  Canterbury(M), C&C (M), CM (M), Hawke's o
Bay(M), Lakes (T M),  NM (T M), Northland (T M O), SC (M), Southern(O), Tairawhiti (T M),  
Taranaki (T), Waikato (T M O),  Waitamata (T M O), WC (T M), Whanganui (T M)

Health target Imms:  BoP, Lakes, MidCentral, NM,  Northland,  Tairawhiti, Taranaki,  Waikao, o
Wairarapa    Waitemata, WC,  Whanganui

PP31 hospital smoking:  C&C (T M),  Hutt (T M O),  MidC (T M),  Lakes (T),  Northland (T M),  o
NM (M), Southern (T M),  Tairawhiti(T M), Waikato (T M O), WC (T M)

PP37 Breastfeeding:    Total:  CM, HB, Hutt, Lakes, SC, Taranaki,  Wairarapa,  Whanganui    o
Maori: all DHBs            Other: all DHBs, apart from BoP, MC, NM, Northland, Southern, 
Tairawhiti and Waikato

PP27 support children:  Tairawhitio

OS3 acute:   Northlando

Health target ED:  Auckland, BoP, CM, Waikato, Wairarapa, Whanganuio

Health target elective:  Auckland, HBo

Health target smoking primary:   HB, Hutt, Lakes, MC, Taranaki, Waikatoo

Can I please have your feedback and commentary by Wednesday 30 May?

Kind regards
Jane

Jane Wang, Senior Analyst
DHB Performance non-Financial Monitoring
Monitoring, System Outcomes, Service Commissioning
Ministry of Health
DDI:  04 816 2657,  Mobile:    Email: jane_wang@moh.govt.nzs 9(2)(a)
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Sent by: Lea Ketu'u/MOH

31/08/2018 02:16 p.m.

To: Jane Wang/MOH@MOH, 
cc: Chris Millar/MOH@MOH, 

bcc:

Subject: Re: Q4 17/18 dashboards peer review

Hi Jane 

I have reviewed the imms data/graphs against the measures in quarter 4 and it all seems correct. 
Although the graph at the top with the triangle is hard to read on all the dashboards. 

Attached is an excel of responses to N ratings to all immunisation measures that received an N rating. 
Please note that Southern Canterbury did not get an N rating for 2y5y measure. 

Dashboards - Immunisation Measures.xlsxDashboards - Immunisation Measures.xlsx

Is there anything else that is needed for Health target reporting? 

Thank you, 

Lea Ketu'u
Advisor
Ministry of Health, Service Commissioning, System Outcomes\Immunisation
133 Molesworth Street, Wellington  View Address
Ph: 04 816 3416

Jane Wang 27/08/2018 04:20:37 p.m.Hi Everyone 1. The doc-link below are...

From: Jane Wang/MOH
To: Alan Oates/MOH@MOH, Alison Randall/MOH@MOH, Andrea Seymour/MOH@MOH, Angela 

Pidd/MOH@MOH, Bronwyn Petrie/MOH@MOH, Barry Welsh/MOH@MOH  Bernadette 
Doolan/MOH@MOH, Carolyn Jones/MOH@MOH, Catherine Lofthouse/MOH@MOH, Chrystal 
O'Connor/MOH@MOH, Chris Millar/MOH@MOH, Derek Thompson/MOH@MOH, Dean 
Manson/MOH@MOH, Emily Russell/MOH@MOH, Ethan.Tucker@hqsc.govt nz, Gina 
Anderson-Lister/MOH@MOH, Heidi Browne/MOH@MOH, Helen Topham/MOH@MOH, Ailsa 
Jacobson/MOH@MOH, Ivan Rowe/MOH@MOH, Jacob White/MOH@MOH, Jane 
Lyon/MOH@MOH, Jennifer Bailey/MOH@MOH, Josette McAllister/MOH@MOH, Kass 
Jane/MOH@MOH, Leigh Sturgiss/MOH@MOH, Leonie Mercer/MOH@MOH, Loren 
Shand/MOH@MOH, Lea Ketu'u/MOH@MOH, Leonie McCormack/MOH@MOH, Liz 
Stirling/MOH@MOH, Megan Grant/MOH@MOH, Michelle Goh/MOH@MOH, Nalayini 
Thiagalingam/MOH@MOH, Natalie Burton/MOH@MOH, Niki Stefanogiannis/MOH@MOH, Peter 
Williams/MOH@MOH, Peter Jones/MOH@MOH, Rachel Webber/MOH@MOH, Robyn 
Blue/MOH@MOH, Sophia Faure/MOH@MOH, Stacey Connor/MOH@MOH, Sylvia 
Watson/MOH@MOH, Sara Chester/MOH@MOH, Toby Regan/MOH@MOH, Veronica 
Adams/MOH@MOH, 

Cc: David Atkin/MOH@MOH
Date: 27/08/2018 04:20 p.m.
Subject: Q4 17/18 dashboards peer review
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Hi Everyone

1. The doc‐link below are the draft quarter four 17/18 DHB performance dashboards for your 
review. The dashboard Excel file is also included.  If you want to print 20 DHB dashboards, 
simply click the button 'Print out' at the top left in the 'dashboard' worksheet, which will 
automatically send all 20 to the printer (you may need to click 'Enable Content' before clicking 
the button).  If your measure is not reported in this quarter, please ignore this email.

Could you please check the following of your measures: 

Traffic Light colours are correct in line with rating

Data values are correct 

Graphs are presented properly 

Comments in text boxes are correct

Definitions for your measures (page 2) are updated

Date Author Title

27/08/2018 Jane Wang DHB Performance Quarterly Reporting Q4 2017/18 Dashboards Peer 
Review

2. The following DHBs have received a Not Achieved rating ‐ "RED" traffic light against the 
measure in quarter four. Where a rating is applied to Total (T),  Maori (M) and O (Pacific),  I 
have indicated which ethnicity group receiving a Not Achieved rating in bracket.  Please do 
provide commentary (a couple of sentences) as to what the issue is and how this is being 
managed.  Please provide a separate commentary on Maori and/or Pacific with a not achieved 
rating. These commentaries are required in the Performance Challenges boxes in the 
dashboards.

DHBs who have received a "Not Achieved' rating: 

PP20 stroke:   Nelson Marlborougho

PP21 Imms 2&5 years:   Auckland (T M O),  BoP (T,M),  Canterbury(M), C&C (M)  CM (M), o
Lakes (T M),  NM (T M), MidCentral(M,O), NM(T,M), Northland (T, M), SC (M), Tairawhiti (T 
M),  Taranaki (T, M), Waikato (T M O),  Waitamata (T M O), WC (T M), Whanganui (T M)

PP21 HPV:   BoP (T,M), C&C (M,O), Canterbury (M,O), Hutt (T,M,O),  Lakes (T,M), NM(T,M),  o
Northland (T), SC (T,M), Waitamata (T M O), WC (T,M)

Health target Imms:  BoP, Lakes, MidCentral, NM,  Northland,  Tairawhiti, Taranaki,  Waikao, o
Waitemata, WC,  Whanganui

PP31 hospital smoking:  Auckland (O), Canterbury (T), C&C (T M O)),  Hutt (T M),  MidC (T o
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M),  Lakes (T M)),  NM (T), Southern (T ), Waikato (T M), Whanganui (M)

PP7 mental health:  C&C, Hutt, NM, Wairarapa, Whanganuio

PP8 addiction:  Tairawhitio

SI1 ASH:  Hutt, Lakes, Whanganuio

SI10 cervical screening:   Auckland (T M O),  all other DHBs Maori and Asian (except for o
Taranaki Maori and Hutt Asian with a P rating)

SI11 Breast Screening:   Auckland (M),  BoP (M), Canterbury (O),  CM (M),  Lakes (M),  SC o
(O),  Southern (O),  Taranaki (M),   Waikato (M O),  Waitemata (M),  WC (M O)

Health target ED:  Hawke's Bay, Hutt, Southern, Taranaki, Waikato, Wairarapa, Whanganuio

Health target elective:  Auckland, Hawke's Bayo

Health target smoking primary:   MidC, Tairawhiti, Waikato, West Coasto

Can I please have your feedback and commentary by this Friday 31 August?

Kind regards
Jane

Jane Wang, Senior Analyst
DHB Performance non-Financial Monitoring
Monitoring, System Outcomes, Service Commissioning
Ministry of Health
DDI:  04 816 2657,  Mobile:    Email: jane_wang@moh.govt.nzs 9(2)(a)

R
eleased under the O

fficial Inform
ation A

ct 1982



PP21 Imms 2&5 years:   Total Maori Pacific 

Auckland (T M O),  

BoP (T,M),  

Canterbury(M), 

Māori immunisation rates at 5 years was 
87%. Additional strategies to improve 
immunisation coverage for Māori is needed 
to meet the targets and reduce the equity 
gap. 

C&C (M), 

Māori immunisation rates at 5 years was 
88%. Additional strategies to improve 
immunisation coverage for Māori is needed 
to meet the targets and reduce the equity 
gap. 

CM (M), 

Māori immunisation rates at 2 years 87% 
and at 5 years was only 85%. Additional 
strategies to improve immunisation 
coverage for Māori is needed to meet the 
targets and reduce the equity gap. 

Lakes (T M),  

Mi Central(M,O), 

NM (T M), 

Northland (T, M), 

SC (M), THEY DID NOT GET AN N RATING 

Tairawhiti (T M),  

Taranaki (T, M), 

Waikato (T M O),  

Waitemata (T M O), 

WC (T M), 

Whanganui (T M)

PP21 HPV:   

BoP (T,M), 

C&C (M,O), 

Canterbury (M,O), 

Hutt (T,M,O),  

Lakes (T,M), 

NM(T,M),  

Northland (T), 

Northland DHB will be disappointed that 
HPV immunisation for girls has dropped by 
7% to 61%. We would be interested in 
discussing whether you feel that delivery 
was impacted by the service model 
(dedicated vaccination team versus all 
Public Health Nurses vaccinating). This 
may provide useful learnings for other 
DHBs.  

SC (T,M), 

Waitemata (T M O), 

It is concerning that HPV immunisation for girls in the Nelson Marlborough region has 
dropped by 8% to 47% which is below the national average. We would like to work with 

you to better understand how any gaps in your programme delivery model can be 
addressed. 

It is concerning that HPV immunisation for girls in the South Canterbury region has 
dropped by 7% to 44%. We would like to work with you to better understand how any 

gaps in your programme delivery model can be addressed. 

HPV immunisation for girls in the Waitemata region remained at 60% this year, and there is a long way to go to reach the 75% target. 
Are there any learnings from the success in the Auckland region that can be applied for Waitemata? Increasing the opportunities for 

catch-up and closer working with general practice is a priority.

Further focus on delivering the progr mme fectively to your Māori population is needed 
(coverage 51%) and for P cific (coverage 61%).

For the 2004 birth cohort (ie, those aged 12 in 2017) Hutt Valley DHB dropped to 63% or th  otal population in comparison to the 
previous year. Coverage for the 2004 cohort was 57% for both Māori and Pacific populati n. Wh le we recognise that this may have 

been affected by HPV stock shortage, further work is needed in th s a ea. 

Continued focus on strategies to improve immunisation coverage at both 2 years and 5 
years for the total population and Māori is needed to meet the targets. Low immunisation 
coverage is putting children at risk of vaccine-preventable disease. It is recommended 
that your DHB provides further information on the actions you plan to take to support 

improved immunisation coverage for these age groups. 
 


HPV coverage for Lakes DHB was 61 percent for the total population and 59 percent for 
Māori. Given the high rates of decline you are experiencing in the school-based 

programme we recommend working with your general practices to ensure that a robust 
recall system is put in place for those children who choose not to have their HPV vaccine 

at school.  

We understand that West Coast DHB ontinues to be challenged by high vaccine 
decline and opt-off rates. It is great to see that coverage of 90% was reached for the 2-

year-old milestone. For 5-years-old the coverage was 81% and 87% for Māori. Additional 
strategies are needed to improve e 5 ear-old immunisations. 

Ongoing focus is needed for coverage at age 5 ye rs, hich was 87% for the total 
population, and 83% for Māori ch ldren.

There was a 7% drop in HPV immunisation coverage th  year  with coverage of only 
57% for girls in the target group in the Bay of Plenty regio  We acknowledge the 

additional strategies you outlined in your response and we look orward o seeing these 
activities translate into better coverage. 

Capital and Coast achieved 5 percent for their total population. This a good result and it 
is recommended that the DHB consider strengthening strategies for your Māori (67%), 

Pacific (63%) and groups that are not reaching target. 

Northland DHB continues to be challenged by high vaccine decline rates of 10 to 12%. 
Please continue to focus on the children that are not opted off or declined, particularly for 
the 5-year-old target. It is good to see the initiatives being undertaken to improve precall 

and recall system for immunisation. We would recommend that the new initiative 
includes precall/recall for the 4-year-old immunisation event as well as the under 2s.  

While immunisation coverage at age 2 years and 5 years is at 89 percent (86 and 89 
percent for Māori) in this quarter for Tairawhiti, it is evident from the reduction in the 

number of children not being immunised on time that your initiatives to support recall, 
referrals and extra outreach resources have had an effect. 

W le mmunisation coverage for Taranaki DHB is below 90% for both 2-year-old and 5-
year-old in both total population and Māori, it is encouraging to see that the DHB is 

develo ing reccomendations from the HEAT assessment and systems mapping day. 

Immunisation or 2-year-olds was below 90 percent for both Total and Māori populations.  For immunisation at 5-years-old the 
coverage s 85 ercent for total and 83 percent for Māori. It is encouraging to see that Waikato DHB is developing the Tactical 

Immunisation Pr ject to address barriers to achieving higher immunisation rates for their population. We hope to see these activities 
translate into improved coverage. 

Immunisation rates measured at -years-old was 85 percent for the total and Māori populations and 82 percent for Pacific. Low 
immunisation coverage is p tting these children at risk for vaccine-preventable disease. We are aware Waitemata DHB is 

implementing strategies to imp ve co erage for Māori and Pacific families, and are working with Plunket to optimise opportunities for 
vaccinations as part of t e Before School Check. We hope to see these activities translate into improved coverage. 

Q4 17/18 dashboards N ratings 

For the immunisation target at 2 and 5 years it is encouraging to see that you are looking at ways to improve your recall processes. 
Continued focus on strategies to improve immunisation coverage for Total, Mâori and Pacific is needed to meet the targets. 

For the 2 year and 5 year immunisation target it is recommended that the Collective 
model for immunisation service delivery is reviewed at the end of it's first year. 

Continued focus on strategies to improve immunisation coverage for Total and Māori is 
needed to meet the targets. 

Nelson Marlborough continues to be challenged by high vaccine decline rates, but the 
low number of children not immunised on time (excluding declines and opt-offs) indicates 

that robust immunisation delivery processes are in place. 

Additional strategies are needed to improve immunisation at age 2 years for your Māori 
population and at age 5 years for your Pacific population. 
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WC (T,M)

Health target Imms: 

BoP, 

Lakes, 
MidCentral, 
NM,  
Northland,  

Tairawhiti, 

Taranaki,  

Waikato,

Waitemata, 

WC,  

Whanganui

It is evident to see that Taranaki DHB is working on solutions for the barriers to achieving the high immunisation coverage. We would 
like to hear from you over the coming quarters so we can continue the conversations about addressing barriers to high immunisation 
coverage in Taranaki.

For immunisations at 8 months it is good to see that you are progressing your work with the action plans from last quarter. We look 
forward to hearing more about the actions and the impact of the Tactical Immunisation Project. 

For immunisations at 8 months it is encouraging to see that work you are doing for Māori tamariki. Likewise, the work you are doing 
with the Pacific Health Gains team given that Pacific immunisations have continued to drop over the year. 

West Coast DHB continues to reach a very high proportion of children for immunisation who are not vaccine declines or opt-offs.
Continued focus is needed on developing robust processes to ensure timely follow-up in order to reduce the number of children who 

are missed over the coming quarters.

Continued focus on strategies to improve immunisation coverage at 8 months for the total population and Māori is needed to meet the 
Continued focus on strategies to improve immunisation coverage at 8 months for the total population and Māori is needed to meet the 
Continued focus on strategies to improve immunisation coverage at 8 months for the total population and Māori is needed to meet the 
Continued focus on strategies to improve immunisation coverage at 8 months for the total population and Māori is needed to meet the 

For immunisations, there was decrease in the number of missed children in comparison to last quarter and the number of opt/off 
decline has also decreased over this year. We hope that you are able to keep up the good work you are doing in this area.

HPV immunisation for girls in the West Coast region remained at 39% this year. We 
would like to work with you to better understand how any gaps in your programme 

delivery model can be addressed. While we acknowledge that the Gloriavale community 
will have an impact on coverage it would appear that other influences have also 

contributed to this low coverage. We will follow-up with you in the next month or so.     

It is encouraging to see that there is continued focus on missed children, this will potentially have an impact on improving processes 
for immunisation service delivery in Bay of Plenty. We hope to see this progress built upon in coming quarters as the average rate of 
missed children across the year was the same as the previous year (5 percent).
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Sent by: 
Lea_Ketu'u@moh.govt.nz

14/08/2018 10:23 a.m.

To: Andrew.Lindsay@nmdhb.govt.nz, asd@midlandshn.health.nz, 
Barb.Bradnock@midcentraldhb.govt.nz, BernieH@manaiapho.co.nz, 
BethH@procare.co.nz, betty.gilsenan@westcoastdhb.org.nz, 

cc:
bcc:

Subject: Childhood Immunisation National Teleconference, 1 August 2018 Minutes (Draft)

Hi there, 

Please find attached the minutes from the Childhood Immunisation National Teleconference on 1 August 
2018. 

There were a lot of g eat discussions and resources shared during this meeting. Feel free to review the 
minutes for reference and let me know if you need anything clarified. 

Our Childhood Immunisation Team is in the process of updating our contacts for the DHBs childhood 
immunisation teams and I will be emailing some of you to confirm that we have the right people. 

Childhood Immunisation National Teleconference Minutes - 1 August 2018.docxChildhood Immunisation National Teleconference Minutes - 1 August 2018.docx

Thank you, 

Lea Ketu'u
Advisor
Ministry of Health, Service Commissioning, System Outcomes\Immunisation
133 Molesworth Street, Wellington  View Address
Ph: 04 816 3416
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'll~ I STRYOf 

Minutes 
HEALTH 
MAN itil'U llAUOJ:A 

~ National DHB/Ministry Teleconference 
., f&for Childhood Immunisation (Draft) 

Date: 1 August 2018 

Time: 1-2pm 

Location: Teleconference: Dial 083038 1 Enter code 305-946-5944 

Chair: Chris Millar 

Auckland, Bay of Plenty, Canterbury, Capital & Coast, Counties Manukau, Hawkes 
Invited Bay, Hutt Valley, Lakes, MidCentral, Nelson Marlborough, Northland, South 
DHBs: Canterbury, Southern, Tairawhiti, Taranaki, Waikato, Wairarapa, Waitemata, West 

Coast, Whanganui 



Speaker 2 – Bevan Clayton-Smith from Taranaki DHB on the recommendations from HEAT for 
Taranaki DHB immunisation services   

 Taranaki DHB used the health equity assessment tool (HEAT) to try to understand that 
existing inequities in their childhood immunisation coverage and identify opportunities that can 
be driven by Taranaki DHB to address existing inequities.  

Out of scope

Out of scope
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Out of scope 



Sent by: 
Lea_Ketu'u@moh.govt.nz

07/11/2018 03:02 p.m.

To: Andrew.Lindsay@nmdhb.govt.nz, asd@midlandshn.health.nz, 
Barb.Bradnock@midcentraldhb.govt.nz, BernieH@manaiapho.co.nz, 
BethH@procare.co.nz, betty.gilsenan@westcoastdhb.org.nz, 

cc:
bcc:

Subject: Minutes | Childhood Immunisation National Teleconference | 3 October 2018

Hi there, 

Please find attached the minutes from the Childhood Immunisation National Teleconference on 3 
October 2018  

Childhood Immunisation National Teleconference Minutes - 3 October 2018_final.docxChildhood Immunisation National Teleconference Minutes - 3 October 2018_final.docx

Thank you to the presenters Claudelle Pillay (Counties Manukau DHB) and Fiona Jackson (Hawke's Bay 
DHB) for sharing their innovative DHB story. 

There were a lot of great discussions and resources shared during this meeting. 

Feel free to review the minutes for reference and let me know if you need anything clarified. 

Thank you - Lea 

Lea Ketu'u | Advisor 
Ministry of Health, Population Health and Prevention, Immunisation
133 Molesworth Street, Wellington  View Address
Ph: 04 816 3416
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Minutes          

National Teleconference for Childhood 
Immunisation  

Date: 3 October 2018 

Time: 1-2pm 

Location: Teleconference: Dial 083038 | Enter code 305-946-5944 

Chair: Rachel Webber  

 
Immunisation update 

 Māori infant immunisation coverage has decreased further this quarter to 86%. We continue to 
focus our effort on addressing the barriers to achieving high coverage to childhood 
immunisations. Addressing the current decrease in childhood immunisation coverage will 
require a collaborative effort across all levels of the health sector and the Ministry.    

  
 The focus is to ensure that children are meeting all milestone ages up to age 5 years (i.e. 8 

months, 2 years, 5 years) rather than just 8 months.  

Speaker 1 – Claudelle Pillay from Counties Manukau DHB  

 Counties Manukau DHB was asked to present on their successful Saturday immunisation 
clinic. In Counties Manukau, the OIS team consists of 3 FTEs vaccinators, 3 FTEs of 
community support workers and 0.8 FTEs admin. On average, about 1700 vaccines were 
given per quarter in 2017/2018, this included targeted tamariki, opportunistic and catch up 
immunisations. 

 In May 2014, Counties Manukau DHB set up a B4SC clinic on Saturdays with co-located 
services including immunisation, hearing, vision and oral health for children. This allowed OIS 
opportunistic immunisation of missed children that dropped in the clinic for their B4SC 
including siblings and other whānau members. The target audience for the B4Sc clinic was 
quintile 5 families. These clinics are not available during school holiday periods and long 
weekends. 

 Of the 40 clinics held per year, 300 invitations are sent out per clinic session – around two-
thirds of the invites are for B4SC and around 100 for immunisation. People can walk-in without 
an appointment. On average about 3 to 5 kids are immunised per session.  

 The model of delivery of immunisations has changed for the OIS team in the last few months 
as they focus on home visiting every Saturday, offering immunisations to families referred to 
them. The Saturday B4SC clinic in the interim still offers immunisation by the Public Health 
team. 

 The OIS home visiting have seen 105 families of which 73 families were Māori (seven week 
period). Immunisations were delivered in many ways, some given at home, others returned to 
general practice (GP). Some families moved and were lost to follow up. Some declined this 
service. 

 This initiative is currently under review and although it has been successful they are currently 
exploring new ways to address emerging challenges to high coverage.  

Out of scope
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 Since the Saturday clinic has been in place, 5-year-old immunisation coverage has increased 

for both total and Māori tamariki in Counties Manukau. 

Out of scope
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Key actions:  
 Everyone from DHBs and PHOs who are a part of this teleconference is invited to send their 

feedback on how useful they find the new teleconference format. Please email 
Lea_Ketu’u@moh.govt.nz. 

 The Ministry is continuing to collect information on the barriers causing low Immunisation 
coverage for Māori children. Please send any research that has been done, or any formal or 
informal feedback, to Rachel_Webber@moh.govt.nz. .  

 
 

Out of scope

Out of scope
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Bay of Plenty DHB Quarterly Report  - 2017-2018 
Quarter 2

Portfolio mmunisation Quarter 2017-2018 Quarter 2
Portfolio Manager Joni Wang DHB Bay of Plenty DHB
Directorate Service 
Team

Service Commissioning Created 19/01/2018

Directorate 
Manager

Rachel Webber Completed 08/02/2018 03:43 p.m.

Part Part B Status Completed
Reference B PP21 Immunisation coverage (includes previous health target) FA1-2-year-old and 5-year-old immunisation 

coverage 17/18 
Requirement See attached
Archived 16/03/2018

Overall result for two year old immunisation:  BOP 86% with a decline rate of 9.5%.  WBoPPHO 89%
EBPHA 88%
NMO 80%.
Overall rate for five year old immunisation:  BOP 83% with a 7.4% decline rate.  WBoPPHO 86%
EBPHA 77%
NMO 76%.
These results require improvement.  The impr vement drivers are those of the 8 month target being a new model of support care, a 
refreshed Immunisation Accountability Group with a c inical chair (GP).  
Please read the support information for the 8 month immunisation target in alignment with the above. 

Ministry Feedback

Immunisation coverage at age 2 years and 5 years continues to be unacceptably low and 
improvement is needed. No actions have been provided in your report to show how coverage 
will be improved - this information would be useful. 

 
Response Required By : 08/02/2018
Response Sent To DHB : 31/01/2018

Initial Rating
O
A
P
N
NR
NA
S
B
N

Confirmed Rating
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O
A
P
N
NR
NA
S
B
N

DHB Response to Ministry Feedback
BOPDHB has commented previously that it believes the `iterative` approach to 8 month corrective actions being put in place will 
improve resul s for the 2 & 5 yrs groups
through concentrated action on the 8 month approach.
Response Sent to MoH : 08/02/2018

MoH Comment on DHB Response (MoH Read Only)

Response History
31/01/2018 10:09:11 a.m. Rachel Webber created MoH response: Immunisation coverage at age 2 years and 5 years continues to be unacceptably 
low and improvement is needed. No actions have been provided in you  report to show how coverage will be improved - this information would be 
useful.  (Required By 08/02/2018)
31/01/2018 10:37:56 a.m. Rachel Webber created MoH response: Immunisation coverage at age 2 years and 5 years continues to be unacceptably 
low and improvement is needed. No actions have been provided in your report to show how coverage will be improved - this information would be 
useful.  (Required By 08/02/2018)
8/02/2018 3:43:39 p m. Bay of Plenty DHB created DHB response: BOPDHB has commented previously that it believes the `iterative` approach to 8 
month corrective actions being put in place will improve results for the 2 & 5 yrs groups.
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Northland DHB Quarterly Report  - 2017-2018 Quarter 
2

Portfolio mmunisation Quarter 2017-2018 Quarter 2
Portfolio Manager Joni Wang DHB Northland DHB
Directorate Service 
Team

Service Commissioning Created 19/01/2018

Directorate 
Manager

Rachel Webber Completed 19/01/2018 02:42 p.m.

Part Part B Status Completed
Reference B PP21 Immunisation coverage (includes previous health target) FA1-2-year-old and 5-year-old immunisation 

coverage 17/18 
Requirement See attached
Archived 16/03/2018

Covered by the HT report.

Ministry Feedback

It is encouraging to see an increase in immunisation coverage for 2-year-olds in this quarter 
for Northland DHB. Urgent actions are needed to reach acceptable coverage levels for the 
5-year milestone. In this quarter, 52 five-year-old children (8%) we e not immunised on time, 
excluding declines and opt-offs. This means that considerable gains can be made if 
processes are improved, even if the decline rate is high. 

 
Response Required By : 08/02/2018
Response Sent To DHB : 31/01/2018

Initial Rating
O
A
P
N
NR
NA
S
B
N

Confirmed Rating
O
A
P
N
NR
NA
S
B
N

MoH Comment on DHB Response (MoH Read Only)
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Response History
31/01/2018 12:30:22 p.m. Rachel Webber created MoH response: It is encouraging to see an increase in immunisation coverage for 2-year-olds in this 
quarter for Northland DHB. Urgent actions are needed to reach acceptable coverage levels for the 5-year milestone. In this quarter, 52 five-year-old 
children (8%) were not immunised on time, excluding declines and opt-offs. This means that considerable gains can be made if processes are 
improved, even if the decline rate is high.  (Required By 08/02/2018)
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Bay of Plenty DHB Quarterly Report  - 2017-2018 
Quarter 3

Portfolio mmunisation Quarter 2017-2018 Quarter 3
Portfolio Manager Joni Wang DHB Bay of Plenty DHB
Directorate Service 
Team

Service Commissioning Created 20/04/2018

Directorate 
Manager

Lea Ketu'u Completed 20/04/2018 04:11 p.m.

Part Part B Status Completed
Reference B PP21 Immunisation coverage (includes previous health target) FA1-2-year-old and 5-year-old immunisation 

coverage 17/18 
Requirement See attached
Archived 18/06/2018

see attached

Ministry Feedback

Greater focus on immunisation at age 2 years and 5 years is required to meet acceptable 
levels. It is concerning to see that immunisation coverage for 5 years has shown significant 
decrease in this quarter due to more than 12% of children not being immunised on time for 
the 4-year immunisation event. This suggests that current follow up processes to ensure 
children are being immunised on time need to be improved. 

 
Response Required By : 08/05/2018
Response Sent To DHB : 10/05/2018

Initial Rating
O
A
P
N
NR
NA
S
B
N

Confirmed Rating
O
A
P
N
NR
NA
S
B
N

MoH Comment on DHB Response (MoH Read Only)
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Response History
26/04/2018 2:22:42 p.m. Lea Ketu'u created MoH response: Greater focus on immunisation at age 2 years and 5 years is required to meet acceptable 
levels. It is concerning to see that immunisation coverage for 5 years has shown significant decrease in this quarter due to more than 12% of children 
not being immunised on ime for the 4-year immunisation event. This suggests that current follow-up processes to ensure children are being 
immunised on time need to be improved.  (Required By 08/05/2018)
26/04/2018 2:22:47 p.m. Lea Ketu'u created MoH response: Greater focus on immunisation at age 2 years and 5 years is required to meet acceptable 
levels. It is concerning to see that immunisation coverage for 5 years has shown significant decrease in this quarter due to more than 12% of children 
not being immunised on ime for the 4-year immunisation event. This suggests that current follow-up processes to ensure children are being 
immunised on time need to be improved.  (Required By 08/05/2018)
26 04/2018 2:22:48 p.m. Lea Ketu'u created MoH response: Greater focus on immunisation at age 2 years and 5 years is required to meet acceptable 
levels. It s concerning to see that immunisation coverage for 5 years has shown significant decrease in this quarter due to more than 12% of children 
not being immunised on ime for the 4-year immunisation event. This suggests that current follow-up processes to ensure children are being 
immunised on time need to be improved.  (Required By 08/05/2018)
10/05/2018 2:54:16 p.m. Rachel Webber created MoH response: Greater focus on immunisation at age 2 years and 5 years is required to meet 
acceptable levels. It is concerning to see that immunisation coverage for 5 years has shown significant decrease in this quarter due to more than 12% 
of children not being immunised on time for the 4-year immunisation event. This suggests that current follow-up processes to ensure children are 
being immunised on time need to be improved.  (Required By 08/05/2018)
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Immunisation coverage at milestone age (24 months) 
 

                         

Reporting period: Quarter 3 (Jan to march 2018) 
 

For BOPDHB: 
Results – Milestone ages; 24 months Total 85.7%, Maori 85.3%; 5 years Total 80.1%, Maori 73.8%  

Summary Commentary 

 BOPDHB has been concentrating on the health target for 8 months  as a priority and the 

improvements planned within the 90 Plan are also intended to benefit the other age 

milestones; pr marily from timely system tracking and engagement with families & Whanau 

 BOPDHB appreciates that the results are undesirable for the  population and the 

Immunisation Accountability Group (IAG) will be over seeing improvements in performance  

 The two year DHB result is consistent  for previous 3 month  period, with a high decline rate 

 The five year DHB result is a marginal drop, with but a consistent decline rate present; the 

rate in eastern bay is lower and affects the total result. 

 The action plan in place will investigate the GP recall for these age groups and provide 

feedback to identify areas of potential improvement within the collective team       
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Waitemata DHB Quarterly Report  - 2017-2018 
Quarter 3

Portfolio mmunisation Quarter 2017-2018 Quarter 3
Portfolio Manager Joni Wang DHB Waitemata DHB
Directorate Service 
Team

Service Commissioning Created 16/04/2018

Directorate 
Manager

Lea Ketu'u Completed 16/04/2018 09:36 a.m.

Part Part B Status Completed
Reference B PP21 Immunisation coverage (includes previous health target) FA1-2-year-old and 5-year-old immunisation 

coverage 17/18 
Requirement See attached
Archived 18/06/2018

Please see attached.

Ministry Feedback

It is good to see that immunisation coverage for 2-year-old milestone has slightly increased 
from the last quarter. However, it is concerning that immunisation coverage has dropped for 
the 5-year-old milestone by 3.5% in this quarter and coverage is now unacceptably low at 
84%. Close to 10% (203 children) of the 5-year-old cohort did not get immunised on time. In 
contrast, only 3.1% (59) children in the 2-year-old cohort were missed for this quarter. 
Greater focus is required for the 5-year-old milestone age to improve immunisation 
processes. 

 
Response Required By : 08/05/2018
Response Sent To DHB : 10/05/2018

Initial Rating
O
A
P
N
NR
NA
S
B
N

Confirmed Rating
O
A
P
N
NR
NA
S
B
N

MoH Comment on DHB Response (MoH Read Only)
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Response History
26/04/2018 2:49:27 p.m. Lea Ketu'u created MoH response: It is good to see that immunisation coverage for 2-year-old milestone has slightly 
increased from the last quarter. However, it is concerning that immunisation coverage has dropped for the 5-year-old milestone by 3.5% in this quarter 
and coverage is now unacceptably low at 84%. Close to 10% (203 children) of the 5-year-old cohort did not get immunised on ime. In contrast, only 
3.1% (59) children in the 2-year-old cohort were missed for this quarter. Greater focus is required for the 5-year-old milestone age to improve 
immunisation processes.  (Required By 08/05/2018)
26/04/2018 2:49:33 p.m. Lea Ketu'u created MoH response: It is good to see that immunisation coverage for 2-year-old milestone has slightly 
incr ased from the last quarter. However, it is concerning that immunisation coverage has dropped for the 5-year-old milestone by 3.5% in this quarter 
and coverage is now unacceptably low at 84%. Close to 10% (203 children) of the 5-year-old cohort did not get immunised on ime. In contrast, only 
3.1% (59) children in the 2-year-old cohort were missed for this quarter. Greater focus is required for the 5-year-old milestone age to improve 
immunisation processes.  (Required By 08/05/2018)
10/05/2018 2:57:08 p.m. Rachel Webber created MoH response: It is good to see that immunisation coverage for 2-year-old milestone has slightly 
increased from the ast quarter. However, it is concerning that immunisation coverage has dropped for the 5-year-old milestone by 3.5% in this quarter 
and coverage is now unacceptably low at 84%. Close to 10% (203 children) of the 5-year-old cohort did not get immunised on ime. In contrast, only 
3.1% (59) children in the 2-year-old cohort were missed for this quarter. Greater focus is required for the 5-year-old milestone age to improve 
immunisation proce ses   (Required By 08/05/2018)
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PP21 Increased Immunisation I Performance Report: Q3 2017/18 
Waitemata DHB 

Responsibility 
Georgina Tucker 

Timing/Frequency 
Quarterly 

Ministry Contact 
Target Champion: Pat Tuohy, Chief Advisor, Child and Youth Health (pat tuohy@moh.govt.nz) ~<9~ 

(S) Indicator 1: 24 months coverage <>. j. rget (AP): 
\ 5% of two year olds are fully immunised and coverage is maintained. 

Reporting Requirement 
Each qua ter, when DHBs do not reach 95% coverage they are expected to provide an exception 
qualitative report advising how they will track towards higher coverage 

Target: 95V A Maori: 89.1% Pacific: 91.6% 
' ,I (increase of 2%) (decrease of 3.1%) 

Total: 92.2% 
(increase of 0.8%) 

Commentary +" ~ 

Immunisation coverage>ywaitemata DHB 24 month olds has improved nearly 1%. 

Maori coverage has also imp,12% this quarter; however, the equity gap remains. Pacific coverage 
has decreased over this quarter ~'(S)at the same level as Ql. 

• Significant work continues to be un~erta en to promote childhood immunisation. 
• The importance of timely immunisation on'.tinues to be highlighted due to the outbreaks of both 

mumps and pertussis in Auckland in 201;~ ~ractices are being encouraged to link the recall for 
the 15 month event to the mumps outbrea~~hjh~ght the need for timely MMR immunisation. 

• Vaccine hesitancy concerns remain for some ~!JPS who chose to delay completing 
immunisations. However, there has been a red l'.i"'~i~~ecl ines and opt offs to 4.7% this quarter 
(the same rate as Ql) from 5.6% in Q2. Y / 

• ~e continue to work closely with Immunisation Coordin~~r on practice specific strategies to 
improve coverage. -p 

• It is pleasing to see that Maori coverage has picked up this q ~r~Reducing the equity gap 
continues to be a priority and we are working with our Maori HW_Ains team on strategies to 
improve Maori immunisation rates as part of our action plan. We ee nt e to work with practices 
with large Maori populations on their newborn enrolment and immuni~ 10 processes. We have 
also progressed work on a co-design project to improve promotion of im1JYurfiS: tion to Maori and 
identify initiatives to better engage whanau. ~ • 

• Interpretation of varicella vaccine uptake is still difficult. Conversations with Pld@-~~~cate that 
many parents remain concerned with receiving four immunisations at one visit. P~~ IMAC 
promote all four at once, however some parents still choose to split immunisations a Ci:r7 two 
visits which may be contributing to difficulties achieving high coverage with parents not retu.r 1 g 
for their second set (generally Hiberix and Synflorix). Again we would like to use this opportu ty 
to request that Varicella is included in an identifiable Data mart report. This would enable bettef"\ , 
understanding of uptake of this vaccine and the effect on primary care workforce capacity and ( 
overall 15 month immunisation. It would also help identify those that need further fo llow up to "7 
complete their 15 month course. /' & 

~ 



Indicator 2: 5 years coverage 

Target (AP): 
At least 95% of four year olds are fu lly immunised by age 5 years as at 30 June 2017, reported for each 
three month period quarterly. 

Reporting Requirement 

~ Each quarter, when DHBs do not reach 95% coverage they are expected to provide an exception 
"" rA, quali tative report advising how they wi ll track t owards higher coverage &/ Target: 95% Maori : 78.7% Pacific: 79.6% Total: 83.9% 

/'JC\ (decrease of 2.9%) (decrease 5.5%) (decrease of 3.5%) 
\,.. V Commentary 

<>. Q~ins made over Q2 in the 5 year old event have not been sustained. There has been over 3% 

d~~;se in total coverage, with al l ethnicities experiencing a decrease in coverage. 

q~ving 95% of al l 4 year old children ful ly immunised before they turn 5 years old remains a 

f~~ Waitemata DHB. 
• The <Jecrease in coverage is disappointing given the ongoing promotion of t imely 

immums t10 , rn response to the outbreaks of both mumps and pertussis in Auckland in 
2017 /18. ~r'~)es are being encouraged to link the recal l fo r the 4 year event to the mumps 
outbreak to \ig)~bt the need for t imely MMR immunisation. 

• Previously reported ~C:.1Pe hesitancy concerns remain evident with parents choosing to delay 
immunisations, wit~~~je and opt off for 5 year olds increasing 1% over this quarter to 
6.2%. ,~ 

• We are working with Plu~ to scope out the addition of an opportunistic vaccination service 
as part of the Before School Checl< for high needs children. 

• Over this quarter we have had ~~r; of joint PHO/DHB immunisation education sessions 
where we have focused on convers~t1~~0 encourage immunisation, highlighted the need for 
opportunistic vaccinations and anten{j~l'imwunisations as baby's first immunisations. 

• We anticipate that the 5 year old rates w II also <'benefit from work being undertaken as part of 
the Maori immunisation action plan, partic~r-lill~he o-design project to improve 
communication strategies for Maori whanau.~ 

• PHO Immunisation Coordinators are working wit p~~s that are missing vaccinating 
children enrolled or attending as casuals. One of the t/1gj1'5~ues is the change in contact 
details between the 15 month event and 4 year old eventp~g recall processes difficult. 

• PHOs and the NIR are also working hard with practices exp~;R messaging errors. In some 
cases, comparison between query builds and vaccine lists have a}!':ti.fied large numbers of 
immunisation events missing from the NIR. Priority has been give~if~putting the 8 month 
and 24 month old entries, which may explain part of the drop in cov~~' 

• Waitemata DH B's school based MMR catch up has continued in 5 h igh\.~s:Mi.est Auckland 
schools this quarter. Z 



West Coast DHB Quarterly Report  - 2017-2018 
Quarter 3

Portfolio mmunisation Quarter 2017-2018 Quarter 3
Portfolio Manager Joni Wang DHB West Coast DHB
Directorate Service 
Team

Service Commissioning Created 17/04/2018

Directorate 
Manager

Lea Ketu'u Completed 17/04/2018 08:24 a.m.

Part Part B Status Completed
Reference B PP21 Immunisation coverage (includes previous health target) FA1-2-year-old and 5-year-old immunisation 

coverage 17/18 
Requirement See attached
Archived 18/06/2018

Please find attached

Ministry Feedback

It is great to see that only one child was not immunised on time for the 2-year-old cohort 
(excluding vaccine declines and opt-offs). Immunisation coverage for the 5-year-old 
milestone (not including those who opted off or declined) was 95%, which is only a slight 
drop from last quarter. Keep up the good work. 

 
Response Required By : 08/05/2018
Response Sent To DHB : 10/05/2018
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Response History
26/04/2018 2:49:58 p.m. Lea Ketu'u created MoH response: It is great to see hat only one child was not immunised on time for the 2-year-old cohort 
(excluding vaccine declines and opt-offs). Immunisation coverage for the 5-year-old milestone (not including those who opted off or declined) was 
95%, which is only a slight drop from last quarter. Keep up the good work.  (Required By 08/05/2018)
10/05/2018 12:57:16 p.m. Rachel Webber created MoH response: It is great to see that only one child was not immunised on time for the 2-year-old 
cohort (excluding vaccine declines and opt-offs). Immunisation coverage for the 5-year-old milestone (not including those who opted off or declined) 
was 95%, which is only a slight drop from last quarter. Keep up the good work.  (Required By 08/05/2018)
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~ West Coast District Health Board 
~ Te Poari Ha11ora a Rohe o Tai Poutini 

numbers of opt offs (12) ao,ti;w~ge level of declines (4). This is a combined rate of 20%. In total the West Coast 

missed 1 child this quarter. V ~ 

Immunisation coverage at milesto~1'_2 months of age) 

Target= 95% </ ~ 
~ 

Milestone 
Total NZE '-"" ~aori Pacific Age 

No. FUly No. Fully a\. C 4e. No. Fuly 
No. 

Bg;ble 
lmrrunised "' Eligi>le 

1""""'5ed '14 '14 
Bigible lrrmunised '14 

Eligible 
lo< • - "",_ ~--;« , to<•-

24 Mlnth 80 63 79. % 52 47 90.% 10 '!' l fJJ; 14 00.% 0 0 4 
~ 

'C· 
Children fully immunised at 5 years of age ~ 
We achieved 82% coverage this quarter. We continue to see s ong utcomes for 

Pacific and Asian children, both at 100%. ~ 

Of the 102 eligible children this quarter, 84 consented to be vaccinated wj,t~pting off 

and 7 declining immunisation, this is a combined total of 14 or 13.8% of chi l 8.r.~ 

Asian 

Fuly 
lmmi.rised for "' Ane 

4 100. % 

4 children were missed t his quarter. ~ 

~o· J-'o 
Immunisation coverage at milestone age (5 years of age) 

Target= 95% 
'.L. 

Milestone 
Total NZE Maori Pacific Asian'/ Age 

No. FUly No. Fully No. FUly No. Fuly 
No. 

Fuly /"" 
Bg;ble 

lmrrunised "' a;g;ble 
1""""'5ed '14 

Efigi>le 
ilrm.JrWsed '14 

Bigible lrrmunised '14 
Eligible 

lmmi.rised for 

""'. "" ""' -- "" .... 
5 Year 102 84 82. % 62 57 92. % 21 16 76. % 4 4 100. % 2 2 100. % 

Other 

No. Fully 

Eligi>le 
lmrrunised 

to< • -
14 2 

Other .-. 

~~ 
Fully 

lmm:.tnised 

"". 
"'(13 ,,, 5 

-< 

Health Target: Increased Immunisation I Quarter 2 2017/18 1 

"' 
14. % 

"' 
38.% 



Auckland DHB Quarterly Report  - 2017-2018 Quarter 
4

Portfolio mmunisation Quarter 2017-2018 Quarter 4
Portfolio Manager Joni Wang DHB Auckland DHB
Directorate Service 
Team

Service Commissioning Created 26/07/2018

Directorate 
Manager

Lea Ketu'u Completed 26/07/2018 06:33 p.m.

Part Part B Status Completed
Reference B PP21 Immunisation coverage (includes previous health target) FA1-2-year-old and 5-year-old immunisation 

coverage 17/18 
Requirement See attached
Archived 21/09/2018

Please see report attached.

Ministry Feedback

Congratulations on achieving the 95% target for the 2-year-old milestone.  However, urgent 
action is needed to address the very low coverage for the 4-year-old immunisation event 
(85%). In particular, coverage for Māori 5-year-olds was only 73%  164 children (12%) were 
not immunised on time for the 4-year-old immunisation event, putting these children at risk 
for vaccine-preventable disease.  It is good that this is a focus for the DHB, and we 
encourage you to further investigate opportunistic immunisations as part of the B4 School 
Check.

 
Response Required By : 08/08/2018
Response Sent To DHB : 21/08/2018

Initial Rating
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MoH Comment on DHB Response (MoH Read Only)
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Response History
7/08/2018 9:23:49 a m. Lea Ketu'u created MoH response: Congratulations on achieving the 95% target for the 2-year-old milestone.  However, urgent 
action is needed to address the very low coverage for the 4-year-old immunisation event (85%). In particular, coverage for Māori 5-year-olds was only 
73%. 164 children (12%) were not immunised on time for the 4-year-old immunisation event, putting hese children at risk for vaccine-preventable 
disease.  It is good that this is a focus for the DHB, and we encourage you to further investigate opportunistic immunisations as part of the B4 School 
Check. (Required By 08/08/2018)
21/08/2018 5:11:33 p.m. Lea Ketu'u created MoH response: Congratulations on achieving the 95% target for the 2-year-old milestone.  However, 
urgent action is needed to address the very low coverage for the 4-year-old immunisation event (85%). In particular, coverage for Māori 5-year-olds 
was only 73%. 164 children (12%) were not immunised on time for the 4-year-old immunisation event, putting these children at risk for 
va cine-preventable disease.  It is good that this is a focus for the DHB, and we encourage you to further investigate opportunistic immunisations as 
part of the B  School Check. (Required By 08/08/2018)
21/08/2018 5:11:40 p.m. Lea Ketu'u created MoH response: Congratulations on achieving the 95% target for the 2-year-old milestone.  However, 
urgent action is needed to address the very low coverage for the 4-year-old immunisation event (85%). In particular, coverage for Māori 5-year-olds 
was only 73%. 164 children (12%) were not immunised on time for the 4-year-old immunisation event, putting these children at risk for 
vaccine-preventable disease.  It is good that this is a focus for the DHB, and we encourage you to further investigate opportunistic immunisations as 
part of the B4 School Check. (Required By 08/08/2018)
21/08/2018 5:11:45 p m. Lea Ketu'u created MoH response: Congratulations on achieving the 95% target for the 2-year-old milestone.  However, 
urgent action is needed to ad ress the very low coverage for the 4-year-old immunisation event (85%). In particular, coverage for Māori 5-year-olds 
was only 73%. 164 children (12%) were not immunised on time for the 4-year-old immunisation event, putting these children at risk for 
vaccine-preventable disease   It is good that this is a focus for the DHB, and we encourage you to further investigate opportunistic immunisations as 
part of the B4 School Check. (Requ red By 08/08/2018)
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PP21 Increased Immunisation I Performance Report: Q4 2017/18 
Auckland DHB 

Responsibility 
Georgina Tucker 

Timing/Frequency 
Quarterly 

Ministry Contact 
Target Champion: Pat Tuohy, Chief Advisor, Child and Youth Health (pat tuohy@moh.govt.nz) 

-- Indicator 1: 24 months coverage 

'( rget (AP): 
( 5%_of two year olds are fully immunised and coverage is maintained 

RePorting Requirement 
Each qua ter, when DHBs do not reach 95% coverage they are expected to provide an exception 
qualitative report advising how they will track towards higher coverage 

Target: 95~~ I Maori: 92.1% 
(increase of 4. 7%) 

I Pacific: 94.4% 
(no change) 

I Total: 95.3% 
(increase of 1.9%) 

Commentary +" ~ 

Total coverage has im'Slr, this quarter and Auckland DHB has achieved the target for children to be 
fully ;mmuo;,ed by 24 mootl~ 

The equity gap for Maori has do lSls quarter, with a 4.7% increase in coverage for tamariki Maori 
vs. Q3 coverage and is above the n ti'onal average. 

Pacific coverage remains stable, althouG bek>w the national average. We are working with our 
Pacific Health Gains team on strategies to i~prove engagement with immunisation, particularly on 
increasing this effort in light of the recent situ~dh the MMR vaccine in Samoa, which is likely to 
affect immunisation confidence. ~ • 

~A 
'j 



Indicator 2: 5 years coverage 

Target (AP): 
At least 95% of four year olds are fu lly immunised by age 5 years as at 30 June 2017, reported for each 
three month period quarterly. 

Reporting Requirement 
Each quarter, when DHBs do not reach 95% coverage they are expected to provide an exception 
quali tative report advising how they will track t owards higher coverage 
Target: 95% Maori : 73.3% Pacific: 82.3% 

(decrease of 8.5%) (decrease of 3.4%) 

Commentary 

Total: 84.7% 
(decrease of 3.5%) 

if:lle improvement in 5-year-old coverage was not sustained, with a 3.5% decrease in total coverage this 
~~r. The equity gap has also widened this quarter. 

• Achr ving 95% of al l 4-year-old children ful ly immunised before they turn 5 years old remains a 
foeus ~A ... uckland DHB; however, this continues to be a challenge and coverage is below national 
rates.~ 

• We be l ie~ decrease in immunisation coverage is likely to have been affected by the messaging 
errors whic:fl ~ve plagued the sector. For practices that appear to have messaging problems, 
PHOs and the ~l~evm have undertaken a match between the practice data and NIR data. This 
identified that a ppib1<ifl!.ately 30% of immunisation events were not messaged to the NIR, although 
many of these wil l 1:5e adult-4".)munisations. We are working with MedTech who identified a 
potential explanation and ai::~working on a fix for this, which should also resubmit historical 
messages. #", L-\. 

• In addition to the MedTech fiX:.JI,~ are working with our PHOs to expand the data match to a 
systematic data clean up. As there (~intense follow up of the 5-year cohort (compared with 
~he 8-~on~h cohort) we are hopef~~effort will result in an increase in 5-year-old 
1mmunrsat1on coverage. rp. 

• Previously reported vaccine hesitancy co4~main evident with parents choosing to delay 
immunisations. The total decline and opt off~~creased to 3.3% from 2.6% last quarter. 

• The decrease in Maori coverage is of particular COJIV· Our analysis indicates that this drop in 
coverage was affected by an increase in decl ines t~.f!n estimated 8% (12 children) for this quarter, 
up from an estimated 2.5% last quarter. Discussion with,~ector has not provided any 
explanation for this increase. 

• Strategies to improve engagement of whanau for the 4-yea old immunisation event are a focus 
for the upcoming Immunisation Coordinators meeting. One oft e lii1gg,_est issues is the change in 
contact details between the 15-month-old and 4-year-old events, ro,al<ins;ecall processes difficult . 
The DHB has recently acquired NES look-up access and we are hopeftt');s-Jtill be an additional 
tool to locate 4-year-olds that practices are struggling to recall. We are ~~ with a group of 
practices with a large Maori population to st rengthen their fol low-up of the~Yf -Q.ld event. 

• The importance of timely immunisation cont inues to be highlighted due to theJr~aks of both 
mumps and pertussis in Auckland in 2017 /18. Practices are being encouraged to l'.hk,~ecall for 
the 4-year-old event to the mumps outbreak to highl ight the need for timely MMR i ni~.,lisation. 

• We continue to work with Plunket to scope the addition of an opportunistic vaccination se3Zic as 
part of t he Before School Check for high needs children. 

• Auckland DHB is in the process of establishing an opportunistic vaccinator with the antenatal linrc , 
service, which, in addition to providing antenatal immunisat ion, will provide education to mum't::-( 
to-be on the importance of t imely immunisation of their babies. 

• Auckland DHB established a school-based MMR catch up. Five schools participated in this 
programme over term 2, providing over 1,500 immunisations, indicating vaccination uptake for 
Auckland DHB schools is tracking ahead of the similar Waitemata DHB programme. A further four 
schools are to participate in term 3. 



Bay of Plenty DHB Quarterly Report  - 2017-2018 
Quarter 4

Portfolio Primary Care Implementation Quarter 2017-2018 Quarter 4
Portfolio Manager Jane Wang DHB Bay of Plenty DHB
Directorate Service 
Team

Service Commissioning Created 27/07/2018

Directorate 
Manager

Alison Randall Completed 27/07/2018 04:07 p.m.

Part Part B Status Completed
Reference B PP22 Improving system integration and SLMs 17/18 
Requirement see attached
Archived 21/09/2018

See attached

Ministry Feedback
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Response Sent To DHB : 23/08/2018
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~(9/ 
Bay of Plenty DHB QUARTERtv!RtPORTING 2017 /18 - IDP PP22 Quarter 4 

• 
• 
• 

Whether you are on track meeting eacH de ·ve ble by June 2018, including comment on quarterly milestones 

Any deliverables that are not on track must ~!~ e mitigation strategies and new timeframes for delivery 

Quantitative reporting - must include quarterlV erto ance and quarterly target. 

ANNUAL PLAN DELIVERABLE QUARTERLY EXPECTATIONS 
QUARTER 1 

Integrated Community Nursing and referral coordination centre 
QUARTER2 

Common patient community nursing 
assessment implemented. 

Testing of the common assessment form in 
paper form has been completed with all 
providers and improvements made using 
PDSA cycles. We are ready to implement 
once a technology solution is agreed. 

The Community Care Coordination 
(CCC) demonstration site is on track to 
go live on the 1st of March 2018. 

ecruitment for the new CCC team is 
e , completion , an Operations Manager 
a een appointed with the Registered 

~~1:1rs and Administration Support 
l5ositio~ confirmed and employment 
conmie eing between the 10th January 
and ttie ;l-2 f February. 
The tea is fs working closely with 
Healthpoin ~ ernal w ovider) and our 
community nursing roviders to develop 
a community nurling s vice directory. 
Development of new p~e,s~e;; . 
procedures are under~yjorday to day 
operations. Training ancYs\i tem testing 
have been scheduled fort e month of 
February. ~ 
From the 1st of March, DHB n~sincJ' 
service referrals will come througti to 
CCC, triaged and prioritised by an 
experienced registered nurse and 
allocated to the most appropriate 
community nursing provider, including 
District Nursing, external community 
nursing providers or a practice nurse and 
a person's General Practice. The 
Community Care Coordination trial is part 
of the Bay of Plenty Alliance Leadership 
Integrated Community Nursing service. 

QUARTER3 
Community Nursing 
Routine Care 
reconfigured with a 
twofold approach 

BOPDHB response: 

Implementation of the 
Community Nursing 
project is on track. 

The Community Care Co
ordination Service has 

been established and 
went live on 1 March 
2018. The service is a 
single place for referrals 
for Community Nursing 
services including Routine 
Wound Care and In Home 
Falls Prevention. At 31 

March the service had 
received, prioritised and 
triaged 961 referrals. The 
service determines the 

best care setting and 
provider to deliver the 

been on doeumenting 

standard processe a a 
exceptions. The foe 

areas for the next 2 

other services which 

would be candidates for 
care co-ordination, 

QUARTER4 
Community Care Coordination established 

Response: 

Implementation of the Community Nursing 
project is continuing and is on track. 

The service has now been running for four months. 
A significant amount of work has been undertaken 
in the first four months to manage the impact of 
change and undertake process improvement as 
well as the service managing more than 3600 
referrals in that time. 

A suite of improvement measures has been 
established. Data to the end of June 2018 is now 
available for analysis. We are starting to see the 
benefits and a shift in more ' routine' care being 
delivered in general practice and clinic setting 
were appropriate. This means that as we manage 
the work flow better and release capacity in 
District Nursing, we free up crit ical home visits for 
those who need t hem most. 
The project has reached an appropriate phase to 
refresh the approach, evaluate outcomes to date, 
and gear up for t he next cycles including 
expanding the current scope and opportunities to 
deliver more care in community settings. 



defining co-ordinated 
care and identifying 
patients who would 
benefit most from a co-
ordinated response.  
 

Opotiki integrated model of care 
 
 
 
 
 
 
 
 
 

Progress on this initiative is slower than 
expected however there has been 
interest in the concept of a Health Care 
Home. 

Progress on this initiative has improved 
significantly with a proposal on options for 
a new model of care in Opotiki submitted 
to the BOPDHB Board.  A preferred Model 
of Care  has been agreed  which will ensure 
that urgent care events are dealt with by a 
24/7 dedicated urgent care work stream 
within the primary care setting.  The 
streaming of urgent care means GPs will 
have increased capacity to provide 
extended primary care such as minor 
surgery, procedures and special interest 
clinics. Also part of this model is a single 
point of access and the extension of 
services offered in primary care.  An 
implementation plan is to be developed 
early in 2018.  

Progress has been made 
with the establishment of 
the ‘Pae Ora Community 
Trust’ consisting of two of 
the three Opotiki general 
practices, local 
pharmacists and an 
independent 
physiotherapist. The 
BOPDHB Board has 
endorsed an Integrated 
Model of Care to progress 
the Opotiki Locality work.  
Whakatohea’s general 
practice has since 
relocated to the Opotiki 
Health Centre. Currently 
operating out of the 
health centre is two 
general practices, 
physiotherapist, OPINS 
and district nurses. A 
draft transition plan has 
been developed to 
embed the new model of 
care for Opotiki that 
includes a stepped 
approach and proposed 
skill set to support the 
change management 
process.  
 

Progress: 
A draft MOU outlining the relationship 
between the BOPDHB and Pae Ora Trust has 
been developed and is currently under 
consideration the trust.  
 
Integration is a key activity outlined in the 
Opotiki Locality transition plan.   
 
Discussion has occurred to advance the integration 
of the nursing workforces in the Opotiki Health 
Centre - a management of change process is 
underway including the development of an MOU 
between the nursing service and general practice.   
 
  

Whanau Tahi Connected Care service 
 
 
 
 
 
 
 
 
 

A trial of is progressing under the 
management of Nga Matapuna Oranga 
PHO. Outcomes being tested include 
patient safety, clinician experience of 
system, and communication. 
 
 

The Connected Care IT enablement 
portion of this pilot is progressing well 
with stakeholder IT expertise in the 
PHO, general practice, and District 
Health Board being utilised.  The 
Personalised Shared Care Plan 
functionality is a unique aspect that will 
add the most value to the patient 
journey supporting care planning in 
order to reduce avoidable admissions 
and care on transfer.  Access for 
whanau  to patient portals is also a key 

Limited IT capacity in the 
BO DHB Provider Arm 
has delayed the rollout of 
th s initia ive however 
the Whanau Tahi project 
is now back on track and 
includes the interface 
with WebPAS and 
information flow back to 
CHIP.  This does requi e 
further development for 
the DHB than anticipated 
and Primary Care but will 

Although the trial has had a slower than 
anticipated start (unforeseen additional technical 
work needed to integrate the platform with 
hospital systems) a solution is imminent so we 
expect to see this trial getting underway in earnest 
in the coming months. 
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function. The enrolled population at 
the trial general practice has been 
loaded and Whanau Tahi Connected 
Care goes live in January 2018.  

give valuable insight for 
clinicians even if there is 
not a fully developed care 
plan.   

Home Care Medical after hours and OSH Clinical Hub work as 
virtual team 
 
 
 
 
 
 
 
 
 

BOPALT support the DHB progressing 
the Health Care Home concept.   
Home Care Medical is now well 
embedded in the Western Bay of Plenty 
(12 months). It continues in the Eastern 
bay of Plenty.  
St John has implemented clinical RN 
triage for the Bay of Plenty. 

Home Care Medical (HCM) telephone 
triage service is used by 100% of GP 
practices in the Bay of Plenty. Patients 
telephone their normal GO practice 
telephone number to have connection to 
HCM triage services.  We have a 0800 
number for visitors. Since inception in the 
West Calls to HCM have increased by 50%.  
41% of the calls are from patients over 65 
years. The highest reason is medication 
queries and then abdominal pain. In 
Eastern Bay the calls are mainly for GP 
practice information.  This may be because 
patients there have access to free GP 
afterhours care at ED. 

HCM is now well 
embedded within Eastern 
and Western BOP and 
working well.  St John has 
also commenced its 
clinical triage hub for BOP 
via their Auckland control 
room.  There is a pilot 
which is proving fruitful 
where St John is working 
with Western Bay of 
Plenty PHO to transfer 
enrolled patients from a 
St John call out to the 
patients GP practice 
where clinically 
appropriate at no charge 
to the patient.  The 
funding for the GP visit is 
coming from the Western 
Bay of Plenty PHOs acute 
demand cluster contract 
with the DHB.  

 There have been no changes to Home Care 
Medical in both PHOs with utilisatoin 
remaining stable. It remains an integral 
component of after-hours services within 
both geographical locations. 
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Integrated Communi: 

Key Activities 

Achieved 

Planned Activities 

BAY OF PLENTY 
OISUfCT HEALTH 80AR.O 
H A U OIA A 1 01 

WBOP PHO 
w ... ,..,....~··>liN.-n" 

rrn,...rt ll • ..i111~ .... ......_, 

T .. ..i,wL ......... ~ .... -

"'° ....... "'"''~''•'" ...... . 0 ...... .... 1.: .. 

Assessment Form 

,/ 

./ Electronic form S/~t pursued at 

this stage. Agree<tO ~it until 

Whanau Ta hi Connecte$'.t~are trial 

with NMO completed / J(\ 
./ Paper based testing prog~~ng 

• Co-design with patients to improve 

assessment and experience of care 

• Omaha Classification System 

analysis and map back to 

assessment to be undertaken; 

• Set up information sharing session 

with Northland DHB and Capital & 

Coast DHB 

llSJ Eastern Bay 
llC] Primary Health Allfance Nga Mataapuna Oranga 

"-i0.o,l!Wt11oo ·~~'~ 

Report prepared by: Mike Agnew & Sarah Davey 

ICN Project Co-leads 

Routine Care 

./ Operational effective 1Oct2017 

./ 15 practices participating, 12 

WBOP, 3 EBOP 

./ Met w ith Ward Managers 

./ System for referral management to 

general practices confirmed 

• Monit 

Care Coordination 

./ Job descriptions, sizing and 

approvals complete 

./ Engagement process commenced 

with union delegate 

./ Facilities search continues 

./ Input to design process for 

iRequest continuing 

./ Detailed process mapping 

workshop w ith stakeholders 

undertaken to validate and 

inform service processes 

• Advertising for CCC positions to 

~ ~ b • • ~::::::::::~'::d
0

~ocess for 

commence week of 9 Oct 

• Scope requirements for provider 

'Q prioritising referrals 

~ • Complete service groupings for 

I' ~Request 
• 7 y odertake PDSA test of change 

or rvice Process 

• 



ICN Project Update Report – Key Activities  

 
 

Summary: 

Overall the project is progressing well with the majority of planned activities on track. The project team is progressing without our dedicated project co-
ordinator in the interim. We have been pleased with the response from General Practice to the EOI for Routine Care. This allows for reasonably significant 
volumes of routine care to be referred to test practices during the 4 month testing phase. All positions for the CCC have been approved and advertising can 
commence week of 9 October. Facilities search is proving difficult with all initial and obvious leads having been exhausted. We are now exploring some 
more creative options. 

 

• Letters of agreement with 
Alliance and stakeholders 

• Meet with hospital Nurse Leaders 
 

Risks/Issues 

• Full functionality of asse sment 
form unable to be tested due to 
constraints on electronic format 
testing; 
 

• Quality of referrals 
• Quality of care not meeting 

expectation 

• Delays to plan for development 
of iRequest electronic referral 
system 

• Facilities search proving difficult 
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ICN Project Update Report – Key Activities  
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0-4 ASH 

Milestone: 7 .5% reduction in total 0-4 ASH 
rate by 30 June 2018 

Clinical lead: TBA 

Operational lead: Martin Steinmann 

Amenable Mortality 

Milestone: 2.5% reduction in standardised 
amenable mortality for both total and Maori 
populations 

Clinical lead: Lizzie Spence 

Operational lead: Donna McArley 

Acute Bed Days 

Milestone: 2.5% reduction in standardised 
acute bed days for total population, and a 20% 

reduction in inequality for Maori 

Clinical lead: Dr Luke Bradford 

Operational lead: Philippa Jones 

Patient Experience 

Milestone: 90% of the eligible population 
(during the survey period) are offered the 
chance to participate in the PES 

Clinical lead: Dr Marshall Hollister-Jones 

Operational lead: Jeane Rossiter 

Youth Health 

- Chlamydia testing coverage (per 100,000 
pap.) 

Milestone: A 5% increase in chlamydia testing 
coverage for youth (using total population 
coverage as a proxy) 

Clinical lead: Dr Lorna C/aydon 

Operational lead: Sarah Davey 

Smokefree Households 

Milestone: 5% increase in the proportion of 

babies living in smokefree households at 6 
weeks (using 2-week smokefree status as a 
proxy) 

Clinical lead: Lizzie Spence 

Operational lead: Donna McArley 

Total : 

7698 

Maori: 

8623 

Total : 
107.4 

Maori: 

231.7 

Total : 

407.0 

Maori: 
527.0 

27% 

2088 

83.0% 

7,976 7,733 

104 103.6 G 

100.0 

225 225.2 R 50.0 

650.0 

396 396 A 550.0 

450.0 

350.0 

475 584 R 

100.0% 

80.0% 

60.0% 

90% 46% R 40.0% 

20.0% 

0.0% 

2400 

I 

2200 

2193 2117.3 A 
2000 

1800 

100.0% 

I 

80.0% 

86.4% 85.2% A 60.0% 

40.0% 

............................ .... .. 

--------------
~ 

- ASH 0-4- total 

...... _ 0-4 total - Target 

- ASH 0-4 - Maori 

· · · · · · · 0-4 Maori - target 

The latest 0-4 ASH data for t he 12 month period to March 2018 shows increases in ASH rates for both total and Maori populations, 
though pa rticularly for Maori. This increase aligns with internal figu res, which show the number of ASH presentat ions for Maori were 
significantly increased in the th ree month period Janua ry to Ma rch 2018, when compared to the same three month period in 2017. 
The increases in ASH rates meant, based on the latest data, that BOPDHB missed the 7.5% target set in the System Level Measures plan . 
However, for reporting to t he Ministry, the last fou r 0-4 ASH results have been used, as this gives a more accu rate representat ion of the 
effect of the initiatives implemented during the financial year. On this basis, the target of 7,120 was achieved, with a rate of 7,077. 

While there was no official t arget set for Maori in 2017/18 for ASH - this has changed for 2018/19 -there have been significant 
improvements observed from baseline; this is despite t he significant increase seen in the last three months. Maori 0-4 ASH has reduced 
by over 10% from baseline, which is believed to represent a number of initiatives presently in place, including healthy homes, improved 
pre-school dental enrolment rates for Maori, and a 2% in quarterly 8-month immunisat ion coverage for Maori in t he last twelve months. 

Amenable mortal ity data is provided annually by the MOH, with baselines set from final 2013 data. Final data is now available for both 
2014 and 2015, with 2015 data (t he most recent rates) used as the current figures withi n the dashboard. These current standardises 
rates, 103.6 for the total population and 225.2 for Maori, both represent increases from 2014, but would have met the ta rget for total 

- Amenable mortality- population and just missed t he t arget for Maori. However, within the mortality statistics t hemselves, there was noticeable spike in 
total 

deaths in 2015, which will have impacted on this rate. 
As stated previously, for the purposes of good quality accurate reporting against the 2017/18 SLM plan, t he statuses within this 
dashboard reflect performance against the 2017/18 contributory measures where data is available, as opposed to 2015 amenable 

- Amenable mortality- mortality data, given the lag. At present, we are performing well for the total population for cervical and breast screening, while 
Maori primary care smoking cessation advice is also on target. Therefore a green rating is given for the total population. However, 

performance against screening ta rgets for Maori remains poor, with discrepancies in excess of 10% between Maori and total populat ion 
coverage for both breast and cervical screening, and primary care smoking cessation advice also being below ta rget . Therefore a red 
rating is given for Maori amenable mortality. 

- Acute bed days -
total 

Acute bed days data is now available for the twelve month period end ing 31 March 2018. Age standa rdised rates of acute bed days 
increased for both Maori and total populat ions in the latest reporting period, which means both results are now above target - albeit 
only just for the total population (396.3 v 396). 

------- Total pop. target 

survey 

Generally, standardised acute bed days for the total population have remained steady over the past twelve months. While acute flow 
work has had some impact on average length of stay, the numbers of acute admissions have been higher in t he past 4-5 months, with 
significant demand through ED during this period. 
Following a substantive reduction in standa rdised acute bed days for Maori in Q2 (598.7 to 577.3), t here has been a small increase in the 

rate from 577.3 to 584.0 in the latest reporting period. The significant increase seen from 0116/17 to 0117/18 was driven primarily by 
an increase in admissions, as average length of stay for Maori remained steady over t his period. The large increase in rates for Maori 
means t hat standardised acute bed days for Maori are significantly above t he 2017/18 ta rget, which is further exacerbated by the fact 
the target was set following three periods of decline for t his metric for Maori. 
Note that standardisation is by age only for t his metric. 

The latest primary care patient experience data (May 2018) shows there has been a further reduction in the eligible population offered 
the chance to participate in t he survey, the May result of 46.0% is a 4.1% reduction from the previous survey. The reduction was 

1~d across both WBOPPHO and EBPHA, and was the result of a significant increase in eligible populat ion during t he survey week -
~s ~lso likely to be the case in August. 

/ - - · Target ee proportion of t he population being offered the chance to participate decline, the actual numbers of survey invites for both 

Os ajl.sJ collectively across t he BOPDHB region increased by almost 20% in t he latest quarter. If we maintain response rates at around 

01 17/18 02 17/18 0317/18 Q4 17/18 

~-:-~ 
- Chlamydia 

screening - total 

- - - Target 

Q"<t ~<t q,,<t ~<t 'Q./6'. ~./($'. q,,./CS'. 9.-./CS'. Q""> 
~ ~ ~ ~ ~ ~ ~ ~ ~ 

- Mother smokefree 

~ ---- ~-----~ ---- : -- '.:: 
2 weeks post-natal -
Total 

- - - Total pop. target 

.>o .>o .>o .>o .>o - Mother smokefree 
~ ;>~ %., ;>($'. <'> 2 weeks post-natal -.t,,. ~ ./.s- ~> ~~. 

Maori 

2 ~~ s what was observed during November and February surveys) we would anticipate seeing an equivalent rise in survey 
respor(/{, an · erefore survey data, that can be used as a lever to improve performance. NMO have also en rolled to join t he survey 

and wil l b elude for t he first t ime in Au ust 2018. 

At this stage chla d1a ~coverage data is sourced from the Inst itute of Environmental Science and Research (ESR), which ut ilises 
qua rterly laboratory9 t ugplied- y Pathlab. Baseline and actual rates are averages of the fou r quarterly rates within a calendar year. 
There was an increas fee cQ$erage in 0117/18, which subsequently improved year to date coverage for 2017 to 2117.3 tests 
per 100,000 populat ion. hi 'i(e# e DHB rated amber for this metric, and unlikely to reach t he 2193 target specified in the SLM plan. 
To achieve ta rget we would ~a;;·eve a test rate of 2420 tests per 100,000 population in 02 2017/18. 
There is no BOPDHB data availabl or O 17/18 as yet, so t here is no update available for t his system level measure. A business 
intelligence request has been ma~ u la boratory data directly to measure this milestone for the specified youth age group of 15-
24. The requested data will also enable emo aphic breakdown, e.g. ethnicit y, of chlamydia testing coverage. 

The latest planning guidelines for 2018/19, indic ea f r t his system level measure will shortly be made available to help inform 
2018/19 milestones. This will be looked at closely with t int~n to move to using WCTO data for reporting against this SLM; however, 

this will be dependent ofthe quality and completeness f !( e .lat -;./ ;!Jl,O dataset (in last year's data extract, the majority of household 
smoking status data was incomplete). Therefore, our curr~017L LM plan and reporting ut ilises LMC data (mothers' smoking 
status at 2-weeks post-natal) as a proxy for t his measure. LMC d a indicates steady annual improvements in the proportion of mothers 
who are smokefree two weeks post-natal. Improvements are pa icularly no ble for Maori in 2016/17 and for 2017/18 to date. The 
latest LMC data indicates we are presently in amber status against this met( 

R: The current result is 10% or more from target; A: The curren result is within 10% of target; G: The result is equal to or exceeds the target set 



~ 
SYSTEM LEVEL MEASUR~1\4PROVEMENT PLAN REPORTING - QUARTER FOUR 2017/18 

Submission to the Ministry o~a1th -attach to your System Integration quarterly report and submit through the quarterly reporting data base for PP22. 

SYSTEM LEVEL 
MEASURE 

ASH rates for 0-4 
year olds 

Was the SLM plan fully 
implemented? 

No 

YES 

Has the SLM milestone 
bemg achieved? 

Reflection of the alliance if the SLM plan was not 
fully implemented or milestone not achieved* 

Yes 

• Prioritising improvement initiatives over 

0 "business as usual" has been challenging -

~~ lack of existing resources to support 
~ ~. initiatives. 

• Improvement in pre-school dental enrolments • ~as part the 17 /18 SLM plan has led to other 
~enges, i.e. additional capacity is required 

tp ser~ee the additional oral health 

enrQ1).:e t s. 
• A timelU'e a child's oral health journey is 

required crelJrble collaboration w ith other 
communit~~rees; this will ensure the right 
care is provided:at e right time. 

• The 17 /18 plan foc~se on individual 
measures as oppose ~i:> opulation health 
measures - a better bala~e eeds to be 
struck in future plans. 

• Data challenges in relation to t he who and 
where' of data recording and stora ;.were 

encountered. In addition, existing da~t:') 
governance created challenges for utilisl.9g Hie 
data in the Working Group setting, thougll this 

MINISTRY RESPONSE 

improved during the year. J · r\ 
• Although members of the group have key links lY 



with NGOs, no NGO representation was in the 
group this year – need to look at this next 
year. 

• Plan for 17/18 was not developed by the 
working group, which hindered 
implementation; there was significant down 
time as the group got together and orientated 
to its purpose. We anticipate significant 
improvements in this area in 2018/19 as the 
group has fully developed and presented the 
plan, and will lead its implementation.  Good 
input across all 3 PHOs and DHB. 

• It is important to note that despite initial 
challenges, the working group managed to 
deliver on the majority of actions in this area. 
The only action missed was in regard to SUDI, 
which was determined to be out of scope of 
this group. 

• The 7.5% reduction in total population ASH 
was achieved in 2017/18, despite the latest 
result (March 2018) being above target. This 
was because a weighted average of Q1-Q4 
2017/18 ASH results (as published by the 
MOH for SI1) represented an 8% reduction. 

• While there was no official target set for 0-4 
Maori ASH, it was pleasing to see a 12% 
reduction in ASH for this cohort during the 
year (again based on a weighted average of 
Q1-Q4 data) 

• The improvement in Maori 0-4 ASH resulted in 
a reduction in disparity between Maori and 
non-Maori rates from 25% (March 2017) to 
15%. 

Acute hospital 
bed days No Yes and No 

• Too many objectives and measures were 
identified for this Milestone – a more focussed 
approach is required to ensure improvements 
are made across the system. 
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• Led by a key champion in the hospital system 
and a champion in primary care.   Both 
working Group Leaders belonged to one PHO 
which resulted in targeted interventions (test 
of change), but created challenges for full 
system involvement and integration, 
particularly in Eastern Bay of Plenty. 

• System integration was also challenged 
through PHOs applying SLM funding in 
different areas – this meant initiatives may 
not always be implemented in the same way 
in all PHOs. 

• Some new initiatives in primary care have in 
part been supported by successful 
applications for additional funding. For 
example, the initiatives in Aged Residential 
Care (ARC) that resulted in a 10% reduction in 
ARC admissions. 

• Other initiatives are still embedding, such as 
referring presentations for cellulitis and 
pneumonia from Tauranga ED back into 
primary care. Care pathways have been 
developed and are also shared with St John – 
these have been self-funded by WBOPPHO. 

• Whakatane ED has implemented a primary 
care nurse practitioner who accepts ED 
referrals. This initiative is about to be 
evaluated. 

• Within primary care different general 
practices have trialled different options for 
managing their acute demand. The outcomes 
of these tests of change will be shared later 
this year. 

• A risk stratification tool has been developed 
and applied, with findings to be shared in the 
coming months. 

• The new initiatives detailed above have 
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contributed to the achievement of a 2.5% 
reduction in standardised acute hospital bed 
days for the total population, which was one 
of the milestones set in the 2017/18 plan. 

• The second milestone, a reduction in 
inequality for Maori standardised acute bed 
days, was missed, as there was a sharp 
increase in acute bed days for Maori in the 
four quarters following the baseline. This 
increase was driven by increased admissions 
for Maori – Maori ALOS was unchanged or 
slightly reduced.  

• Further investigation showed the increased 
Maori admissions were across both sites and 
across triage levels, though the specific reason 
for this increase is still unknown. An audit is 
planned with two general practices to try and 
gain insight. 

• As a consequence of 2017/18 results, the 
2018/19 SLM milestone is solely focussed on a 
reduction in acute bed days for Maori. 

Amenable 
mortality 

No Yes 

• Amenable Mortality data provided by the 
Ministry is meaningless for this working group, 
as it does not enable measurement of changes 
tested given the three year delay. 

• To engage people in the plan requires 
measures that are meaningful and can guide 
our interventions to the areas of greatest 
need and potential impact. 

• There were some initial challenges in 
obtaining meaningful data for the group to 
work with regarding smoking prevalence by 
GP practice. This was because PHO data 
governance requirements necessitated due 
diligence of the request. However, despite the 
differing data governance frameworks of the 
three PHOs, data has now been made readily 
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and regularly available for the majority of GP 
Practices across the BOPDHB region. 

• Real opportunities remain here to enhance 
working relationships, with a test of change 
underway to improve screening rates. This will 
be a focus in 18/19. 

• SLM milestones were both met for this group 
– though they are based on 2015 amenable 
mortality rates, which are not relevant to 
initiatives undertaken in 2017/18. 

• Therefore, the 2018/19 plan takes a longer 
terms view, with a five year milestone set. 

• The 2018/19 plan aims to take a prevention 
approach, with a significant focus on smoking 
prevalence and screening, particularly for 
Maori. 

Patient 
Experience of 
care 

Yes No 

• There were significant challenges developing 
meaningful measures and a sensible 
milestone without existing baseline data.  

• The working group found it challenging to 
understanding their role and purpose, 
especially where the SLM Action plan 
intersected with project or programme 
already resourced and underway e.g. Future 
Care Planning  DNA.   

• There was a feeling this group was tasked with 
too much, focussing across a broad range of 
areas that touched on patient experience, as 
opposed to taking a more focussed approach 
– this has been remedied for 18/19. 

• Increased learning and understanding 
between the group (primary and secondary 
care), with good relationships built across the 
system through the working group. 

• As mentioned previously, the milestone for 
this system level measure was set without any 
baseline data, and as such was far too 
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optimistic. However, it has been encouraging 
to see the steady improvements in survey 
uptake over the year – so while the milestone 
was missed, significant improvements were 
made. 

• The creation of a new Health consumer 
council provides potential for engaging health 
consumers in designing initiatives to improve 
their experience with healthcare. This is an 
exciting development and has resulted in a 
real sense of enthusiasm within the working 
group. 

Youth access to 
and utilisation of 
youth 
appropriate 
health services 

Yes No 

• Membership of the working group is very 
important to ensure continuity, clinical 
expertise and patient/consumer input (this 
was of particular importance in this domain, 
with a dual focus on sexual health and laying 
the foundation for the inclusion of mental 
health in 18/19) 

• The domain and actions chosen for this year 
were very narrow and therefore limited the 
required people to action – although this was 
great for implementation of the plan, it 
reduced system buy-in for future 
development (see next bullet point) 

• Challenge to involve members when actions 
did not involve them this year but with 
development of 18/19 n mind and 
opportunity to build towards this.  This was 
the case for our Mental Health members who 
we hope will see more relevance with their 
own plan for 18/19. 

• The milestone for 2017/18 was missed, and 
once again was not directly relevant to the 
system level measure itself.  

• As with other system level measures, while 
the milestone was missed, there were 
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improvements in chlamydia testing coverage 
observed – just not at the level targeted in the 
plan. 

• There is currently work underway to source 
NHI level data for chlamydia testing coverage, 
which would enable demographic profiling – 
this will be a key factor in identifying any 
inequalities in testing coverage for Maori. 

• The 18/19 plan also incorporates the mental 
health domain, with close integration 
between system level measure planning and 
BOPDHB’s Suicide Prevention Post-vention 
plan. 

Babies living in 
smokefree homes 

Yes No 

• The Babies living in smokefree homes 
measure was integrated into the ASH 0-4 
working group, with a focus on improving data 
capture and quality. 

• Baseline data for 2018/19 planning indicates 
that this appears to have been relatively 
successful, with significant improvements in 
data capture in the last twelve months – 
however, further work is required in this area. 

• The milestone for the 2017/18 plan was set 
based on using ‘mother’s smokefree at two 
weeks post-natal’ as a proxy, as LMC data for 
this question was reasonably complete and 
readily available for mothers in the BOPDHB 
region.  

• While the milestone was missed, steady 
improvements in mother smokefree two-
weeks post-natal continue to be observed, 
though significant disparities continue to exist 
for Maori.  

• These significant disparities mean 18/19 
planning is focussed on reducing smoking 
prevalence in Maori households. 
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Please see the Q4 2017/18 System Level Measures embedded below. This provides a commentary on performance against each of the six milestones. Please note, 
the amenable mortality status fo  Maori is based on performance against the contributory measures as these are more meaningful. 

SLM Reporting 
Dashboard for the MO     

Place an X in the appropriate box to indicate whether the SLM plan was fully implemented by all partners to the plan and whether the SLM milestone was achieved by 
the end of Quarter Four. 

*Using ‘reflective thinking’ is a very important part of the quality improvement process. This requires your alliance to: 

• clearly analyse what happened based on all the information available – data, reports, conversation with alliance partners and clinicians, minutes, impact of 
mitigation activity tried during the year, etc) 

• identify the problem – the reason(s) why the plan was not implemented based on the evidence used in the above analysis], and 
• agree how the insights can be used in following years to improve the ‘odds’ for success. 

We are happy to support alliances in this process. If you would like to discuss the completion of this report (the process your alliance should use, the type of 
information available to assist your discussion, support in understanding the enablers and the barriers to implementation, how best to ‘tell your story’, or simply how 
to complete the template) please contact the people below. It is important to note that this report and/or process is not to be used to ‘blame’ or ‘shame’ but rather 
an opportunity for alliances to collectively reflect on how the Improvement Plan was developed and implemented and maintain a continuous improvement approach. 

In assessing why certain aspects of the Plan weren’t successfully implemented alliances should consider the following four dimensions, all of which are required in 
high functioning health systems. Alliances should reflect on what caused the lack of progress and what could be done differently in the future to increase the chances 
of success.  

• Effectiveness/maturity of the district alliance – consider the following – which is not an exclusive list -: 
i. relationship and trust at the alliance table – are discussions robust but courteous, resulting in well-informed decisions? 

ii. number of alliances in the district - should ideally be one with all relevant health system partners. 
iii. membership - breadth of membership – is it broader than DHB and PHO(s)? 
iv. does the alliance operate with a common shared purpose?  
v. are discussions and decisions patient centred? 

vi. administrative processes - is there an identifiable resource allocated to manage/run the alliance and its processes? 
• Clinical leadership and engagement – are appropriate clinicians across primary, secondary and community care involved in the development and 

implementation of the plan? Was consensus reached between clinicians, and between clinicians and mangers on appropriate services and approaches?  
• Capacity and capability for quality improvement –  

i. is the alliance supported by robust quality improvement science, tools and information technology? 
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ii. if the district lacks this skill set, has it either contracted the service in or partnered with a larger organisation that has the capacity and capability?  
iii. is there a clear line of sight between the data, the problem definition and actions/services? 
iv. how is the PHO capacity and capability funding supporting the quality improvement infrastructure, both resources and systems? (75% of the PHO 

SLM funding is o build capacity and capability). 
• Use of commissioning to target investment especially where health inequities exist – does the alliance understand the district’s health needs assessment, 

where disparity in health outcomes exist and the population groups that consistently experience poor health outcomes? Are current investment 
strategies targeted at addressing health inequities for Māori and Pacific populations? Is the commissioning strategy based on what’s best for the patient 
and the whole of health system? 
 

2. This report will be used by the Ministry to understand how each district alliance is progressing with the implementation of SLMs to improve health outcomes of 
their population and determine quarter 4 payments for PHOs. Therefore clear and thoughtful analysis from the alliance is needed.  

3. Contact people: Kanchan Sharma at Kanchan Sharma@moh govt.nz OR Alison Randall at Alison Randall@moh.govt.nz.  
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Lakes DHB Quarterly Report  - 2017-2018 Quarter 4

Portfolio mmunisation Quarter 2017-2018 Quarter 4
Portfolio Manager Joni Wang DHB Lakes DHB
Directorate Service 
Team

Service Commissioning Created 25/07/2018

Directorate 
Manager

Lea Ketu'u Completed 27/07/2018 09:24 a.m.

Part Part B Status Completed
Reference B PP21 Immunisation coverage (includes previous health target) FA1-2-year-old and 5-year-old immunisation 

coverage 17/18 
Requirement See attached
Archived 21/09/2018

see attached

Ministry Feedback

Immunisation coverage remained at 89% at the 2-year-old milestone for Lakes DHB in this 
quarter. Additional focus is required to improve immunisation coverage at age 5 years, which 
dropped by 3% to 82%. Twelve percent of 5 years olds (43 children) were not immunised on 
time (excluding declines and opt-offs). This low coverage is putting children at risk of 
vaccine-preventable disease. Please provide further information on the actions you plan to 
take to support improved immunisation coverage for these age groups  

 
Response Required By : 08/08/2018
Response Sent To DHB : 21/08/2018

Initial Rating
O
A
P
N
NR
NA
S
B
N

Confirmed Rating
O
A
P
N
NR
NA
S
B
N

MoH Comment on DHB Response (MoH Read Only)
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Response History
7/08/2018 9:28:25 a m. Lea Ketu'u created MoH response: Immunisation coverage remained at 89% at the 2-year-old milestone for Lakes DHB in this 
quarter. Additional focus is required to improve immunisation coverage at age 5 years, which dropped by 3% to 82%. Twelve percent of 5 years olds 
(43 children) were not immunised on ime (excluding declines and opt-offs). This low coverage is putting children at risk of vaccine-preventable 
disease. Please provide further information on the actions you plan to take to support improved immunisation coverage for these age groups.  
(Required By 08/08/2018)
21/08/2018 5:15:21 p.m. Lea Ketu'u created MoH response: Immunisation coverage remained at 89% at the 2-year-old milestone for Lakes DHB in 
this quarter. Additional focus is required to improve immunisation coverage at age 5 years, which dropped by 3% to 82%. Twelve percent of 5 years 
olds (43 children) were not immunised on time (excluding declines and opt-offs). This low coverage is putting children at risk of vaccine-preventable 
disease. Please provide further information on the actions you plan to take to support improved immunisation coverage for these age groups.  
(Required By 08/08/2018)
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~ 

I 

Please note use of this template is optional and will not affect the performance 
rating . It is solely intended to reduce the time spent on reporting; other report formats 
are equally acceptable. 

Indicator: Increased Immunisation 2 years and 5 years 

DHB: Lakes 

Reporting period: Quarter 4 2017-18 

Contact (role and name): Pip King Lakes DHB Portfolio Manager 

) Target definition 
f'~rcentage of eligible children fully immunised at two years and five years 

-~ 
Summary of results: coverage at age 24 months 
Please complete the table (optional) and provide a brief summary of the DHB's performance in 
the Progress Report section. 

Target: 95o/rl, Total Maori Pacific Dep 9-10 Change: Change: 
( ~ total Maori 

9.4 2017-j§] · I~~ ".: 'A.. ~ @] M H9 1 3% 

Q3 2017-18 89,.,. 
~" 91 100 91 f 2% j 5% 

Q2 2017-18 87 "F ... 1,!6 71 87 13% 1 2% 
.., 
~8' Q1 2017-18 90 89 87 l 1.5% l 1% -

Q4 2016-17 91.5 90 ( l 80 90 l 0.5 NC 

Q3 2016-17 91 90 ~/; t1·go 91 j3% j 3% 

Q2 2016/17 88 87 ""• 7~ ~ . 88 13% 1 3% 

Q1 2016/17 91 90 sv~, .... 91 14% l 6.6% 

Q4 2015/16 95.4 96.6 91.ff/ _20 f 4% j 5% 

Q3 2015/16 91.4 91.5 80 J 1a·9..1 - l 1% l .5% 
< 

Q2 2015/16 92 92 100 9'Qr" f 2% i 1% 

Q1 2015/16 90% 91% 100% 93°kV"~,-
Progress report ""t'2,_ 

• No change. Small Pacific numbers. General Practice have been i~ed on other 
areas in the last quarter Continue to have a general reliance on oaf~ to improve 
the coverage by GP. -"" 

'---



Summary of results: coverage at age five years 
Please complete the table (optional) and provide a brief summary of the DHB's performance in 
the Progress Report section. 

Target: 95% Total Maori Pacific Dep 9-10 Change: Change: 
total Maori 

g] 201 7~ ~ ru. 100 
·~ 

81' i=-- ! 3% ! 2% 

03 201718 ~ ~ M ~ [ij 821 = NC NC 
~ ) ~ 201 7~ ~% m ru: 84 ! 1% ! 2% i=..:J 

I 
~9.l.201 7-18 86% 85 90 86 t 1% j 2% • 
~94Jl;17 85.1 83 78 88 i 1.1% NC 

03~-01'6-Jl 84 83 91 85 ! 2% ! 6% 

0220161tJ'A 86 89 77 92 ! 5% ! 1% 

01 2016117 /r, ; 1 90 100 89.5 f 4% j 3% 

04 2015/16 V, ~.1 87.6 44 81 f 6% j 6% I 

03 2015/16 .._af'.'"8,. ~ ~ 81.3 84.2 80 f 3% j 5% 

02 2015/16 78 </1 76 71 76 t 5% j 4% 

01 2015/16 73 ,~ ~2 83 71 

Progress report o 
• Inconsistent results ~ 
• Pacific numbers too small to no 9!ds . 
• Disappointing the coverage contm~~,., tea d~crease 

A.J) A 

New initiatives and successes (optional) "\'l' ~ 
• 'h-, .. 



Northland DHB Quarterly Report  - 2017-2018 Quarter 
4

Portfolio mmunisation Quarter 2017-2018 Quarter 4
Portfolio Manager Joni Wang DHB Northland DHB
Directorate Service 
Team

Service Commissioning Created 27/07/2018

Directorate 
Manager

Lea Ketu'u Completed 27/07/2018 02:05 p.m.

Part Part B Status Completed
Reference B PP21 Immunisation coverage (includes previous health target) FA1-2-year-old and 5-year-old immunisation 

coverage 17/18 
Requirement See attached
Archived 21/09/2018

Covered by the HT imms report.

Ministry Feedback

Northland DHB continues to be challenged by high vaccine decline rates of 10 to 12%. 
Please continue to focus on the children that are not opted off or declined, particularly for the 
5-year-old target. Six percent of 5 years olds (35 children) were not immunised on time 
(excluding declines and opt-offs). It is good to see the initiatives being undertaken to improve 
precall and recall system for immunisation. We would recommend that the new initiative 
includes precall/recall for the 4-year-old immunisation event as well as the under 2s.    

 
Response Required By : 08/08/2018
Response Sent To DHB : 21/08/2018

Initial Rating
O
A
P
N
NR
NA
S
B
N

Confirmed Rating
O
A
P
N
NR
NA
S
B
N

MoH Comment on DHB Response (MoH Read Only)
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Response History
7/08/2018 9:29:35 a m. Lea Ketu'u created MoH response: Northland DHB continues to be challenged by high vaccine decline rates of 10 to 12%. 
Please continue to focus on the children that are not opted off or declined, particularly for the 5-year-old target. Six percent of 5 years olds (35 
children) were not immunised on time (excluding declines and opt-offs). It is good to see the initiatives being undertaken to improve precall and recall 
system for immunisation. We would recommend that the new initiative includes precall/recall for the 4-year-old immunisation event as well as the 
under 2s.     (Required By 08/08/2018)
21/08/2018 5:16:00 p.m. Lea Ketu'u created MoH response: Northland DHB continues to be challenged by high vaccine decline rates of 10 to 12%. 
Ple se continue to focus on the children that are not opted off or declined, particularly for the 5-year-old target. Six percent of 5 years olds (35 
children) were not immunised on time (excluding declines and opt-offs). It is good to see the initiatives being undertaken to improve precall and recall 
system for immunisation. We would recommend that the new initiative includes precall/recall for the 4-year-old immunisation event as well as the 
under 2s      (Required By 08/08/2018)
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Waikato DHB Quarterly Report  - 2017-2018 Quarter 4

Portfolio mmunisation Quarter 2017-2018 Quarter 4
Portfolio Manager Joni Wang DHB Waikato DHB
Directorate Service 
Team

Service Commissioning Created 20/07/2018

Directorate 
Manager

Lea Ketu'u Completed 16/08/2018 09:25 a.m.

Part Part B Status Completed
Reference B PP21 Immunisation coverage (includes previous health target) FA1-2-year-old and 5-year-old immunisation 

coverage 17/18 
Requirement See attached
Archived 21/09/2018

Waikato DHB Q4 report attached.

(This Report is visible to other DHBs)

Ministry Feedback

Immunisation coverage for Waikato DHB was 89% for the 2-year-old milestone and dropped 
4% to 85% for the 5-year-old milestone this quarter. 120 children (8%) were not immunised 
on time for the 4-year-old immunisation event, putting these children at risk for 
vaccine-preventable disease. We are pleased that the DHB is developing the Tactical 
Immunisation Project to address these issues, and look forward to working with you to 
improve coverage in 2018/19. 

Final Ministry Feedback on 22/08/2018: Thank you for the additional comments, we look 
forward to catching up with you over the coming weeks.

 
Response Required By : 08/08/2018
Response Sent To DHB : 08/08/2018

Initial Rating
O
A
P
N
NR
NA
S
B
N

Confirmed Rating
O
A
P
N
NR
NA
S
B
N

DHB Response to Ministry Feedback
We welcome your offer to work closely with us during this coming quarter to help us achieve our immunisation targets.  If you could 
suggest some preferred dates in September we will coordinate the team at our end. By then we will have investigated the very low 
coverage in NHC and be able to report back at our meeting in September. What we are most concerned about is the equity gap 
between Māori and non-Māori for immunisations at 6 month
8 months and 15 months had increased 5 percentage points over the last two years. 
Whist the action plan is still in place we are focussing on the three elements (the Tactical Immunization Project) which will make the 
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most difference to achieving the targets 
• Reaching agreement  with Anglesea  Accident and Medical Centre to  immunise children and their siblings if immunisations 
events are not up to date
• Really focusing on immunizations being  done on time in general practice 
increasing opportunistic immunisations
and reducing reliance on Immunisation Outreach
• Reviewing the PHO Child Health Coordination Service (in place since April 20170 which has significant discretionary DHB 
funding has not improved our immunisation performance
• Reviewing our  Immunisation Outreach services to ascertain the effectiveness and value of this significant investment of 
approximately $750k per annum
• Working with the  B4SC coordinator to increase uptake of immunisation on the same  day as the  check as almost all Waikato 
children have their checks in their usual general practice
• Increased delivery in hospital settings by increasing RN Vaccinator  resource
• Liaison  with PHARMAC about a pharmacy pilot
and   
• Leadership from our clinical primary and secondary partners to reduce  decliners and delayers in primary care 
In Quarter 1 the Waikato Child Health Network meeting is on 9 August 2018 (there are representatives from Te Puna Oranga our 
Māori Health Unit
pharmacy
primary and secondary ca e)  These representatives will have an opportunity to provide further advice to Strategy and Funding about 
ways to improve coverage 
In quarter 1 as well we have arranged a meeting for Family Start providers
Well Child Tamariki Ora Services and primary care to learn about what is needed to improve child health outcomes
and get to know each in the same locality .The National Advisor of Family Stat (Oranga Tamariki) as well as their local funding 
managers will be in attendance
This meeting was arranged when earlier th s year we  became aware that 80% of children in Family Start services were enrolled in a 
PHO and just over 70%  had received their scheduled immunisations  
Response Sent to MoH : 16/08/2018

MoH Comment on DHB Response (MoH Read Only)

Response History
7/08/2018 9:33:46 a m. Lea Ketu'u created MoH response: Immunisation coverage for Waikato DHB was 89% for the 2-year-old milestone and 
dropped 4% to 85% for the 5-year-old milestone this quarter. 120 children (8%) were not immunised on time for the 4-year-old immunisation event, 
putting these children at risk for vaccine-preventable disease. We are pleased that he DHB is developing the Tactical Immunisation Project to address 
these issues, and look forward to working wi h you to improve coverage in 2018/19.  (Required By 08/08/2018)
16/08/2018 9:25:47 a.m. Waikato DHB created DHB response: We welcome your offer to work closely with us during this coming quarter to help us 
achieve our immunisation targets.  If you could suggest some preferred dates in September we will coordinate the team at our end. By hen we will 
have investigated the very low coverage in NHC and be able to report back at our meeting in September. What we are most concerned about is the 
equity gap between Māori and non-Māori for immunisations at 6 month.
21/08/2018 5:18:13 p.m. Lea Ketu'u created MoH response: Immunisation coverage for Waikato DHB was 89% for the 2-year-old milestone and 
dropped 4% to 85% for the 5-year-old milestone this quarter. 120 children (8%) were not immunised on time for the 4-yea -old mmunisation event, 
putting these children at risk for vaccine-preventable disease. We are pleased that he DHB is developing the Tactical Immunisation Project to address 
these issues, and look forward to working wi h you to improve coverage in 2018/19. 

 (Required By 08/08/2018)
21/08/2018 5:22:18 p.m. Lea Ketu'u created MoH response: Immunisation coverage for Waikato DHB was 89% for the 2-year-old milestone and 
dropped 4% to 85% for the 5-year-old milestone this quarter. 120 children (8%) were not immunised on time for the 4-year-old immunisation event, 
putting these children at risk for vaccine-preventable disease. We are pleased that he DHB is developing the Tactical Immunisation Project to addr ss 
these issues, and look forward to working wi h you to improve coverage in 2018/19. 

Thank you for the additional comments, we look forward to catching up with you over the coming weeks. (Required By 08/08/2018)
22/08/2018 11:28:40 a.m. Lea Ketu'u created MoH response: Immunisation coverage for Waikato DHB was 89% for the 2-year-old milestone and 
dropped 4% to 85% for the 5-year-old milestone this quarter. 120 children (8%) were not immunised on time for the 4-year-old immunisation event, 
putting these children at risk for vaccine-preventable disease. We are pleased that he DHB is developing the Tactical Immunisation Project to address 
these issues, and look forward to working wi h you to improve coverage in 2018/19. 

Final Ministry Feedback on 22/08/2018: Thank you for the additional comments, we look forward to catching up with you over the coming weeks. 
(Required By 08/08/2018)
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Health Target: Increased Immunisations in 8 month olds 
Waikato DHB Quarter Four Report 2017-2018 

Narrative report 

r. bl 7 E' ht a e - I l mon th Ml . t' 1 es one mmumsa ion R It b Q rt esu s 'Y ua er 

Quarter 03 16/17 04 16/17 01 17/18 Q2 17/18 03 17/18 04 17/18 
(Provisional) 

Result 90% 89% 88% 90% 89% 88% 

Maori 89% 86% 82% 86% 83% 82% 

Ranking 16 15 15 15 14 Unavailable 

We :~~e process of implementing the new immunisation action plan. Therefore we are 
about to co['~~ce a review and redesign of immunisation and related services including 
the role of t117 aikato Child Health Coordination Service in improving coverage. 

The review will fe~~ Strategy and Funding. This is a clinically led group with our 
Immunisation; Cham~.n Dr Felicity Dumble, a key member of the group. 

• Additional 0.3 FTE reg isterea m ~e vaccinator to provide opportunistic immunisation in 
emergency departments, rural hospit ~and outpatients. This funding has been approved; 

·Additional 0.5 FTE registered nurse va$ · i i :et9r for Anglesea Accident and Medical Clinic 
dependent on a review of their data, and 0u '}--~ sessment of whether this will improve access 
for Maori; \,. ~ • 

• Developing a transition plan for the Waikato Chtl{J~alth Coordination Service, as this 
provider is not delivering on immunisation coverage asxlguired in the contract. Included in 
the transitional plan will be the role of NCHIP, as this ITLal~~ is the enabler to track 
children within the Waikato Child Coordination Service; /() 

• The Outreach Immunisation Services will be reviewed to detetm..JI?\ whether those 
families/whanau who cannot travel to their usual GP have equit~Ojla~cess across the 
district; / ~ 

• Investigation into a new initiative to explore the role of pharmacists as ~ •ehild hood 
vaccinators. We will be liaising with PHARMAC to determine the best appro;®M nd work 
through the Midland Community Pharmacy Group to implement this, if feasible; 

• lncentivising families/ whanau by offering food or petrol vouchers to those identif~oalheir 
general practice as being difficult to reach in respect to getting their children and babre'!""l .J( 
immunised on time; and < 
•Keeping the MoH updated on our Tactical Immunisation Project and its impact. 7& 

~ Measles, Mumps and Rubella (MMR) Vaccination in Samoa 

• The MoH has sent out an advisory to the health sector given the media attention to two 
recent deaths in Samoa shortly after vaccination. We will report to the next meeting of the 
board the MoH will update all DHBs on the international investigation by UNICEF. 



 
 
PP221 (1) FA1 Immunisation Coverage 2 and 5 years  
 
Narrative report  
 
Please refer to HT Q1-Q4 Increased Immunisation – 8 months as the Tactical Immunisation 
Project will address all early childhood immunisations improvements. 
 
In particular there will be on-going reminders to the B4SC coordinator to reinforce the 
message to practice nurses that the 4 year old immunisations are to be at the same time of 
the check. The reason we have B4SC in primary care is to ensure both get done at the same 
time at the 4 year olds usual general practice.  
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Waitemata DHB Quarterly Report  - 2017-2018 
Quarter 4

Portfolio mmunisation Quarter 2017-2018 Quarter 4
Portfolio Manager Joni Wang DHB Waitemata DHB
Directorate Service 
Team

Service Commissioning Created 26/07/2018

Directorate 
Manager

Lea Ketu'u Completed 26/07/2018 06:36 p.m.

Part Part B Status Completed
Reference B PP21 Immunisation coverage (includes previous health target) FA1-2-year-old and 5-year-old immunisation 

coverage 17/18 
Requirement See attached
Archived 21/09/2018

Please see reports attached.

Ministry Feedback

Improving coverage for the 4-year-old immunisation event needs to be prioritised for 
Waitemata DHB; coverage was 85% and 171 children (8%) were not immunised on time, 
putting these children at risk for vaccine-preventable disease  Immunisation coverage at age 
2 years remained at 92% this quarter. It is good to hear that you have projects underway 
around promotion of immunisation and improving engagement for Māori and Pacific families, 
and are working with Plunket to optimise opportunities for vaccinations as part of the Before 
School Check. We hope to see these activities translate into improved coverage. 

 
Response Required By : 08/08/2018
Response Sent To DHB : 21/08/2018

Initial Rating
O
A
P
N
NR
NA
S
B
N

Confirmed Rating
O
A
P
N
NR
NA
S
B
N

MoH Comment on DHB Response (MoH Read Only)
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Response History
7/08/2018 9:34:30 a m. Lea Ketu'u created MoH response: Improving coverage for the 4-year-old immunisation event needs to be prioritised for 
Waitemata DHB; coverage was 85% and 171 children (8%) were not immunised on time, putting these children at risk for vaccine-preventable 
disease. Immunisation coverage at age 2 years remained at 92% this quarter. It is good to hear that you have projects underway around promotion of 
immunisation and improving engagement for Māori and Pacific families, and are working with Plunket to optimise opportunities for vaccinations as part 
of the Before School Check. We hope to see these activities translate into improved coverage.  (Required By 08/08/2018)
21/08/2018 5:22:37 p.m. Lea Ketu'u created MoH response: Improving coverage for the 4-year-old immunisation event needs to be prioritised for 
Wa temata DHB; coverage was 85% and 171 children (8%) were not immunised on time, putting these children at risk for vaccine-preventable 
di ease  Immunisation coverage at age 2 years remained at 92% this quarter. It is good to hear that you have projects underway around promotion of 
immunisation and improving engagement for Māori and Pacific families, and are working with Plunket to optimise opportunities for vaccinations as part 
of the Be ore School Check. We hope to see these activities translate into improved coverage.  (Required By 08/08/2018)
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PP21 Increased Immunisation I Performance Report: Q4 2017/18 
Waitemata DHB 

Responsibility 
Georgina Tucker 

Timing/Frequency 
Quarterly 

Ministry Contact 
Target Champion: Pat Tuohy, Chief Advisor, Child and Youth Health (pat tuohy@moh.govt.nz) ~<9~ 

(S) Indicator 1: 24 months coverage <>. j, rget (AP): 
\ 5% of two year olds are fully immunised and coverage is maintained. 

Reporting Requirement 
Each qua ter, when DHBs do not reach 95% coverage they are expected to provide an exception 
qualitative report advising how they will track towards higher coverage 

Target: 95V A Maori: 88.1% Pacific: 97.4% 
' ,I (decrease of 1.0%) (increase of 5.7%) 

Commentary +" 

Total: 91.5% 
(decrease of 0.7%) 

Immunisation covera~~r 24-month-olds in Waitemata DHB has decreased by 0.7%; this is similar 
coverage to Q2 and iS\sli~lv below national coverage. 

• Significant work continu~ be undertaken to promote childhood immunisation. 
• Disappointingly, our Maori "-0~e has fa llen 1% this quarter, to slightly below national average. 

Reducing the equity gap contiQM.es to be a priority. We continue to work with our Maori Health 
Gains team on strategies to improv~i immunisation rates, including working with a group of 
practices with a large Maori populat'oo.-0'1"the ir immunisation processes. We are also working 
with the public health service on deve lo.p~~vertising strategies targeting Maori and Pacific 
famil ies to strengthen their engagement li'Vi~funisation . The co-design project to improve 
promoti~n of immunisation to Maori and i de~ftiatives to better engage whanau is 
progressing. 

• Pacific coverage has significantly improved this quar e . W~re working with our Pacific health 
team on strategies to improve engagement with immun~flon, and wil l increase this effort in light 
of the recent situation in Samoa with the MMR vaccine, w!f1c'ti~ely to affect immunisation 
confidence. r~ 

• Vaccine hesitancy concerns remain for some groups who chose V A completing 
immunisations. Total declines and opt offs increased to 5.4%, up fr~inli:: in the last quarter and 
are similar to Q2 rates. ' '-~ 

• PHOs and IMAC continue to encourage the 15-month event is al l four vac-jl1~'"'at once. Our 
analysis of this cohort suggests that the majority of children receive the th~~ntifiable vaccines 
on the Datamart report at once; however, the new varicella report shows an up~H 81% for this 
cohort, which is well below the total coverage. We will continue to work with lm. sat ion 
Coordinators to encourage varicella vaccination. Again, we would like to use this oppo~nity to 
request that Varicella is included in an identifiable Datamart report. This would enable'bette r. 
understanding of uptake of this vaccine, the effect on primary care workforce capacity, an C! oJ.ral l 
15-month immunisation. It would also help identify those that need further fo llow-up to complete , 
their 15-month course. ( 

• We continue to work closely with Immunisation Coordinators on practice-specific strategies to "7 
improve coverage. The importance of timely immunisation continues to be highlighted due to the , r'\ 
outbreaks of both mumps and pertussis in Auckland in 2017 /18. Practices are being encouraged to ~ ~ 
link the recall for the 15-month event to the mumps outbreak to highlight the need for timely U-_J 
MMR immunisation. ' 

• Immunisation Week this quarter saw practices with displays promoting immunisation and PHOs, 
the DHB and ARPHS promoted immunisation via social media. The DHB also hosted an 
immunisation promotion event at west Auckland in conjunction with their 'mums and babies play 
morning', which was well received. 



Indicator 2: 5 years coverage 

Target (AP): 
At least 95% of four year olds are fully immunised by age 5 years as at 30 June 2017, reported for each 
three month period quarterly. 

Reporting Requirement 
Each quarter, when DHBs do not reach 95% coverage they are expected to provide an exception 
qualitative report advising how they will track t owards higher coverage 
Target: 95% Maori: 85.3% Pacific: 81.8% Total: 85.0% 

(increase of 6.5%) (increase of 2.3%) (increase of 1.1%) 

Commentary 
~ta l 5-year-old immunisation coverage improved over this quarter. The equity gap also narrowed for 
b~aori and Pacific groups. 

• Achr ving 95% of al l 4-year-old children ful ly immunised before they turn 5 years old remains a 
foeus ~~aitemata DHB, however this continues to be a challenge and coverage is below national 
rates.~ 

• Althoug~rage has improved, we believe this immunisation event is affected by messaging 
errors whic:fl e ve plagued the sector. For practices who appear to have these problems, PHOs and 
the NIR team t·i:a~~dertaken a match between the practice data and NIR data. This has 
identified that aP'Plbi<ifl!.ately 30% of immunisation events were not messaged to the NIR, although 
many of these wil l 1:5e adul t-4".)munisations. We are working with MedTech who identified a 
potential explanation a nd ai::EJ"orking on a fix for this, which should also resubmit historical 
messages. #", L-\. 

• In addition to the MedTech fi X:.JI,~ are working with the PHOs to expand the data match to a 
systematic data clean up. As there (~intense fol low-up of the 5 year cohort (compared with 
the 8-month cohort) we are hopef~'tjij~effort will result in an increase in 5-year-old 
coverage. rp. 

• Previously reported vaccine hesitancy co4~main evident with parents choosing to delay 
immunisations. Total decline and opt off for ~e_p-olds increased to 6.0%, up from 5.5% last 
quarter and remains persistently higher than thi~~last year. 

• The importance of timely immunisation continues't"Q~ighlighted due to the outbreaks of both 
mumps and pertussis in Auckland in 2017 /18. Practices ar~ng encouraged to link the recall for 
the 4-year event to the mumps outbreak to highlight the ri,eeaifor timely MMR immunisation. 

• Strategies to improve engagement of whanau for the 4-yea ri'!id immunisation event is a focus for 
the upcoming Immunisation Coordinators meeting. One of the iggest issues is the change in 
contact details between the 15-month-old and the 4-year-old even~, x ing recall processes 
difficult. The DHB recently acquired NES look-up access and we are IYaW,a~this will be an 
additional tool to locate 4-year-olds that practices are struggling to recall/-

• It is pleasing to see that Maori coverage for the 4-year immunisation has impp~f. Our analysis 
suggests that this is attributed to a lower decline rate - approximately 3.2% fof~~ort. We are 
working with a group of practices with a large Maori population to strengthen the r f~_X-up of 
the 4-year-old event. ~ . ./ 

• Work is progressing on a co-design project to improve promotion of immunisation to Maori an~ 
identify initiatives to better engage whanau. We are also working with the public health s~i on 
developing advertising strategies targeted at Maori and Pacific fami lies to strengthen their c, 
engagement with immunisation. ( 

• We continue to work with Plunket to scope the addition of an opportunistic vaccination service as "7 
part of the Before School Check for high needs children. , r'\ 

• Waitemata DHB has completed the school-based MMR catch-up at five West Auckland schools and ~ ~ 
delivered nearly 1,500 immunisations. The service was also offered to students under alternative V _J 
education. ' 



West Coast DHB Quarterly Report  - 2017-2018 
Quarter 4

Portfolio mmunisation Quarter 2017-2018 Quarter 4
Portfolio Manager Joni Wang DHB West Coast DHB
Directorate Service 
Team

Service Commissioning Created 23/07/2018

Directorate 
Manager

Lea Ketu'u Completed 23/07/2018 09:04 a.m.

Part Part B Status Completed
Reference B PP21 Immunisation coverage (includes previous health target) FA1-2-year-old and 5-year-old immunisation 

coverage 17/18 
Requirement See attached
Archived 21/09/2018

Please find attached

Ministry Feedback

West Coast DHB continues to be challenged by high vaccine decline and opt-off rates, but it 
is great to see that coverage of 90% was reached for the 2-year old milestone. Only four 
children were not immunised on time (excluding declines and opt-offs) for the five-year-old 
group.   
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Response History
7/08/2018 9:34:49 a m. Lea Ketu'u created MoH response: West Coast DHB continues to be challenged by high vaccine decline and opt-off rates, but 
it is great to see hat coverage of 90% was reached for the 2-year-old milestone. Only four children were not immunised on time (excluding declines 
and opt-offs) for the five-year-old group.    (Required By 08/08/2018)
21/08/2018 5:22:48 p.m. Lea Ketu'u created MoH response: West Coast DHB continues to be challenged by high vaccine decline and opt-off rates, 
but it is great to see that coverage of 90% was reached for the 2-year-old milestone. Only four children were not immunised on time (excluding 
declines and opt-offs) for the five-year-old group.    (Required By 08/08/2018)
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~ West Coast District Health Board 
~ Te Poari Ha11ora a Rohe o Tai Poutini 

small po ul tton numbers. 

Children ful~11r1ised at 24 months of age 

We achieved·; a.·rage this quarter w ith st rong results for NZE (97%). This quarter we saw a lower number of opt 

offs (5) and no decl in~)) means there was only 6.2% of the population that could not be reached. 

Only three ch ildren were ru.i~is quarter. 

Immunisation coverage at miles~re (24 months of age) Target = 95% 
,,, A 

Milestone 
Total Ntf)) Maori Pacific Asian Other 

Age 
No. FUly No. Fully 

r~ No. FUly No. Fuly 
No. 

Fuly No. Fully 

Bg;ble 
lmrrunised "' Eligi>le 

1""""'5ed Bligiible ilrm.JrWsed "' Bigible lnwnunised "' Eligible 
lmmi.rised for "' Eligi>le 

lmrrunised "' "" . ~ "" -- ~ "" . 
24 Mlnth 81 73 90. % 59 57 97. % '13 ' 12 92. % 0 0 0 0 - 9 4 44.% 

Children fully immunised at 5 years of age v~• 
We achieved 81% coverage this quarter. We cont inue to s"-gng outcomes for Pacific (100%) and Maori (95%). 

Of the 89 eligible children this quarter, 72 w ere vaccinated ~yopting off and 6 decl ining immunisation, this is a 

combined total of 13 or 14.65%. h 
Four children w ere missed this quarter. ~ '-
Immunisation comage at milestone age (5 years of age) Target = 95% 0 ~ 

Milestone 
Total NZE Maori Pacific · 1~.Al!an Other 

Age 
No. FUly No. Fully No. FUly No. Fuly No.~ 4~1w No. Fully 

lmrrunised "' 1""""'5ed "' ilrm.JrWsed "' lnwnunised "' "' lmrrunised "' Bg;ble -·- Eligi>le 
""'-

Bligiible ""·- Bigible 
~-·-

Eligible -- Eligi>le ,,.._ 
5 Year 89 72 81. % 47 41 87. % 23 20 87. % 3 3 100. % 6 r , 6 1..00. % 10 2 20. % -r; 
HPVCoverage ~ 
Quarter 4 2017 / 18 sees the end of year result for girls born in 2004. Of this group, 42% had dose one an~ ose two. 

Current initiat ives to vaccinate at a general practice level have been stalled due to the lack of vaccine av~lity. 

Vaccines were primarily directed at the school based program but unfortunately uptake at a school based level lfas ee 

disappointing. Public Health Nurses are working at individual school level to promote and educate regardin 

importance of the vaccine. 

Health Target: Increased Immunisation I Quarter4 2017/18 1 



~ West Coast District Health Board 
~ Te Poari Ha11ora a Rohe o Tai Poutini 

.~ ,,,. Number of HPV doses given (numerator) 

':Sv,I' CHI Vaccination Maori Pacific Asian Other"' All 

'r' t\.)_L J-Pi/-1 Q..cadivalent 9 0 4 54 67 

H'l/-2 Qalriy- 9 0 4 49 62 

--..JI H'l/-3 Qalriy- 5 0 0 16 21 

'V 

Maori 

30 

Estimated eligible population• 
Immunisation coverage 

(denominator) 

Pacific Asian Other• All Maori Pacific As;.n Other .. All IRdine 

0 0 130 160 30% -% -% 42% 42% 5(3.1%) 

30% -% -% 38% 38% 2(1.3%) 

17% -% -% 12% 13% 2(1.3%) 

Health Target: Increased Immunisation I Quarter4 2017/18 2 

Opt off 

0(0.0%) 



Bay of Plenty DHB Quarterly Report  - 2018-2019 
Quarter 1

Portfolio mmunisation Quarter 2018-2019 Quarter 1
Portfolio Manager Jane Wang DHB Bay of Plenty DHB
Directorate Service 
Team

Service Commissioning Created 19/10/2018

Directorate 
Manager

Lea Ketu'u Completed 19/10/2018 03:18 p.m.

Part Part B Status Completed
Reference B PP21 Immunisation coverage at 2 and 5 years of age 18/19 
Requirement see attached

see attached

Ministry Feedback

Our focus for the 2018/19 year is ensuring that children are fully immunised by age 5 years, 
having reached all of the immunisation milestones in that journey (age 8 months, 2 years and 
5 years). We are concerned that in the last 18 months there has been a significant decrease 
in immunisation coverage across the country affecting all milestones. National immunisation 
coverage at age 8 months has dropped to 91 percent (from previous levels of 93 percent), 
coverage at age 24 months has dropped to 91 percent (from 93 percent), and there has 
been no improvement at age 5 years with coverage of 88% (previously 89 percent and 
against a target 95 percent). The equity gap for Māori infants is the worst it has been for five 
years – immunisation coverage for Māori infants is six percent lower than for the total 
population. 
The Ministry is working on identifying what has caused these changes in immunisation 
coverage and where the gaps are in delivery of immunisation services for our Māo i 
populations.  We know that the factors contributing to the drop in immunisation coverage are 
multifactorial and complex, and will require a collective effort at all levels of the health sector 
to address. 
Bay of Plenty DHB is not meeting expectations for any of the immunisation milestone ages 
despite the introduction of the Immunisation Collective delivery model. Further consideration 
needs to be given to the design of the service delivery model for the region, with focus 
across all the immunisation milestones (8 months, 2 years, 5 years). We are happy to 
discuss further, if you require. 
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Response History
7/11/2018 1:31:46 p m. Lea Ketu'u created MoH response: Our focus for the 2018/19 year is ensuring that children are fully immunised by age 5 
years, having reached all of the immunisation milestones in that journey (age 8 months, 2 years and 5 years). We are concerned that in the last 18 
months there has been a significant decrease in immunisation coverage across the country affecting all milestones. National immunisation coverage at 
age 8 months has dropped to 91 percent (from previous levels of 93 percent), coverage at age 24 months has dropped to 91 percent (from 93 
percent), and there has been no improvement at age 5 years with coverage of 88% (previously 89 percent and against a target 95 percent). The equity 
gap for Māori infants is the worst it has been for five years – immunisation coverage for Māori infants is six percent lower than for the total population. 
The Ministry is working on identifying what has caused these changes in immunisation coverage and where the gaps are in delivery of immunisation 
services for our Māori popula ions.  We know that the factors contributing to the drop in immunisation coverage are multifactorial and complex, and will 
require a collective effort at all levels of the health sector to address. 
Bay of Plenty DHB is not meeting expectations for any of the immunisation milestone ages despite the introduction of the Immunisation Collective 
deliv ry model. Further consideration needs to be given to the design of the service delivery model for the region, with focus across all the 
immunisation milestones (8 months, 2 years, 5 years). We are happy to discuss further, if you require.  (Required By 08/11/2018)
22/11/20 8 11:27:51 a.m. Lea Ketu'u created MoH response: Our focus for the 2018/19 year is ensuring that children are fully immunised by age 5 
years, having reached all of the immunisation milestones in that journey (age 8 months, 2 years and 5 years). We are concerned that in the last 18 
months there has been a significant decrease in immunisation coverage across the country affecting all milestones. National immunisation coverage at 
age 8 months has dropped to 91 percent (from previous levels of 93 percent), coverage at age 24 months has dropped to 91 percent (from 93 
percent), and there has been no improvement at age 5 years with coverage of 88% (previously 89 percent and against a target 95 percent). The equity 
gap for Māori infant  is the worst it has been for five years – immunisation coverage for Māori infants is six percent lower than for the total population. 
The Ministry is working on dentifying what has caused these changes in immunisation coverage and where the gaps are in delivery of immunisa ion 
services for our Māori p pula ons.  We know that the factors contributing to the drop in immunisation coverage are multifactorial and complex, and will 
require a collective effort at all levels of the health sector to address. 
Bay of Plenty DHB is not meeting expectations for any of the immunisation milestone ages despite the introduction of the Immunisation Collective 
delivery model. Further conside ation needs to be given to the design of the service delivery model for the region, with focus across all the 
immunisation milestones (8 months, 2 years, 5 years). We are happy to discuss further, if you require.  (Required By 08/11/2018)
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PP 21 Report BOPDHB 

 Reporting period: Quarter 1 (July to September 2018) 

Immunisation coverage at milestone age (24 months & 5 years) 
 

For BOPDHB: Focus 1 
Results – Milestone ages; 24 months NZE 87%, Maori 80%; 5 years NZE 87%, Maori 76%  

Decline rates: 24 months 11.4% and 5 years at 7.5% 

Summary Commentary 
• Disparities in coverage for Maori have increased an average of 4.5% for 2 yrs and 5 yrs this 

quarter. This is of concern and possibly reflects anecdotal comments that decline rates for 
Maori have increased contributing to reduced coverage. This will be further investigated by 
ethnicity review of NHI level data to confirm.  

• Declines have increased for 2 years coverage and for the 8 month target and are a consistent 
and current barrier for BOPDHB to improve coverage performance. Options for reduced 
declines are being explored including support to the immunisation workforce and revamped 
communications and promotion on a local level to counter delaying behaviour and negative 
public messages.  

• BOPDHB has been concentrating on the health target for 8 months  as a priority and the 
quality system improvements planned within the Improvement Plan are also intended to 
benefit the other age milestones; primarily from timely system tracking, GP performance 
and engagement with families & Whanau 

• The Immunisation Accountability Group (IAG) are actively reviewing system performance for 
all milestone ages through the improvement plan in place with the `collective` provider and 
this will be further qualified through a service review for the new collective model of 
delivery currently underway. 

For BOPDHB: Focus 2 

HPV 
• HPV group: commentary for quarter 
• BOPDHB has an active HPV sub-group facilitating information and support between parties 

committed to the HPV programme 
• A revised strategy and action plan for the next 5 years is now being drafted 
• Gardasil back in limited availability  – need to confirm access to adequate supply for primary 

care then a decision regarding timing of the HPV vaccination catch up campaign will be 
confirmed 

• Public health Communications expertise to review HPA resources and ensure these are 
communicated through our free-channels and clinical staff. 
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• Included within the brief of the HPV sub-group is an active annual plan of activities; this is 
currently being updated (especially with delayed vaccine) 

• Of note is the low 3 third dose which is likely to be related to current supply!  
• The summary data report from the school based programme is not available currently but 

will be copied next quarter  R
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Lakes DHB Quarterly Report  - 2018-2019 Quarter 1

Portfolio mmunisation Quarter 2018-2019 Quarter 1
Portfolio Manager Jane Wang DHB Lakes DHB
Directorate Service 
Team

Service Commissioning Created 24/10/2018

Directorate 
Manager

Lea Ketu'u Completed 24/10/2018 08:03 a.m.

Part Part B Status Completed
Reference B PP21 Immunisation coverage at 2 and 5 years of age 18/19 
Requirement see attached

see attached

Ministry Feedback

Our focus for the 2018/19 year is ensuring that children are fully immunised by age 5 years, 
having reached all of the immunisation milestones in that journey (age 8 months, 2 years and 
5 years). We are concerned that in the last 18 months there has been a significant decrease 
in immunisation coverage across the country affecting all milestones. National immunisation 
coverage at age 8 months has dropped to 91 percent (from previous levels of 93 percent), 
coverage at age 24 months has dropped to 91 percent (from 93 percent), and there has 
been no improvement at age 5 years with coverage of 88% previously 89 percent and 
against a target 95 percent). The equity gap for Māori infants is the worst it has been for five 
years – immunisation coverage for Māori infants is six percent lower than for the total 
population. 
The Ministry is working on identifying what has caused these changes in immunisation 
coverage and where the gaps are in delivery of immunisation services for our Māori 
populations.  We know that the factors contributing to the drop in immunisation coverage are 
multifactorial and complex, and will require a collective effort at all levels of the health sector 
to address. 
The priority areas for your DHB to address are immunisation for Māori children at age 8 
months, 2 years and 5 years, and the number of children not being immunised on time for 
the 5-year milestone. From your report, we understand that Lakes DHB is currently 
undergoing change that could impact on immunisation service delivery. Please keep us 
updated and let us know how we can support you to increase immunisation delivery through 
general practice. 
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Response Sent To DHB : 22/11/2018
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Response History
7/11/2018 1:33:42 p m. Lea Ketu'u created MoH response: Our focus for the 2018/19 year is ensuring that children are fully immunised by age 5 
years, having reached all of the immunisation milestones in that journey (age 8 months, 2 years and 5 years). We are concerned that in the last 18 
months there has been a significant decrease in immunisation coverage across the country affecting all milestones. National immunisation coverage at 
age 8 months has dropped to 91 percent (from previous levels of 93 percent), coverage at age 24 months has dropped to 91 percent (from 93 
percent), and there has been no improvement at age 5 years with coverage of 88% (previously 89 percent and against a target 95 percent). The equity 
gap for Māori infants is the worst it has been for five years – immunisation coverage for Māori infants is six percent lower than for the total population. 
The Ministry is working on identifying what has caused these changes in immunisation coverage and where the gaps are in delivery of immunisation 
services for our Māori popula ions.  We know that the factors contributing to the drop in immunisation coverage are multifactorial and complex, and will 
require a collective effort at all levels of the health sector to address. 
The priority areas for your DHB to address are immunisation for Māori children at age 8 months, 2 years and 5 years, and the number of children not 
being immunised on time for the 5-year milestone. From your report, we understand that Lakes DHB is currently undergoing change that could impact 
on immunisation service delivery. Please keep us updated and let us know how we can support you to increase immunisation delivery through general 
practice   (Required By 08/11/2018)
22/11 20 8 11:28:49 a.m. Lea Ketu'u created MoH response: Our focus for the 2018/19 year is ensuring that children are fully immunised by age 5 
years, having reached all of the immunisation milestones in that journey (age 8 months, 2 years and 5 years). We are concerned that in the last 18 
months there has been a significant decrease in immunisation coverage across the country affecting all milestones. National immunisation coverage at 
age 8 months ha  dropped to 91 percent (from previous levels of 93 percent), coverage at age 24 months has dropped to 91 percent (from 93 
percent), and there has been no improvement at age 5 years with coverage of 88% (previously 89 percent and against a target 95 percent). The equity 
gap for Māori infants is the worst it has been for five years – immunisation coverage for Māori infants is six percent lower than for the total population. 
The Ministry is working on identifying what has caused these changes in immunisation coverage and where the gaps are in delivery of immunisa ion 
services for our Māori popula ons.  We know that the factors contributing to the drop in immunisation coverage are multifactorial and complex, and will 
require a collective effort at all levels of the health sector to address. 
The priority areas for your DHB to address are immunisation for Māori children at age 8 months, 2 years and 5 years, and the number of children not 
being immunised on time for the 5-year milestone. From your report, we understand that Lakes DHB is currently undergoing change that could impact 
on immunisation service delivery. Please keep us updated and let us know how we can support you to increase immunisation delivery through general 
practice.  (Required By 08/11/2018)
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~ 

I 

Please note use of this template is optional and will not affect the performance 
rating. It is solely intended to reduce the time spent on reporting; other report formats 
are equally acceptable. 

Indicator: Increased Immunisation 2 years and 5 years 

DHB: Lakes 

Reporting period: Quarter 1 2018-19 

Contact (role and name): Pip King Lakes DHB Portfolio Manager 

) Target definition 
f'~rcentage of eligible children fully immunised at two years and five years 

-~ 
Summary of results: coverage at age 24 months 
Please complete the table (optional) and provide a brief summary of the DHB's performance in 
the Progress Report section. 

Target: 95o/rl, Total Maori Pacific Dep 9-10 Change: Change: 
( ~ total Maori 

ru 201s--m · I~~ ".: 'A.. n .4 ITT ~ H9 ! 1.4% 

Q4 2017-18 89,.,. 
~" 88 93 84 NC ! 3% 

Q3 2017-18 89 "F ... l,!1 100 91 f 2% j 5% 
.., 
~GI Q2 2017-18 87 71 87 !3% ! 2% -

Q1 2017-18 90 88 ( l 89 87 ! 1.5% ! 1% 

Q4 2016-17 91.5 90 ~/; ~Q 90 l 0.5 NC 

Q3 2016-17 91 90 ""• ~10"Qi • 91 j3% j 3% 

Q2 2016/17 88 87 w~, .... 88 !3% ! 3% 

Q1 2016/17 91 90 92 Y/ j.1 ! 4% ! 6.6% 

Q4 2015/16 95.4 96.6 91.7 J 19·0,. ~ - f 4% j 5% 
( 

Q3 2015/16 91.4 91.5 80 av" ! 1% ! .5% 

Q2 2015/16 92 92 100 90 '-"A,_ f 2% i 1% 

Q1 2015/16 90% 91% 100% 93% "'J. ,, 
Progress report .,, ~~ 

• No change. Small Pacific numbers. General Practice have been foe , ~ 6 n other 
areas in the last quarter Continue to have a general reliance on outre dH l improve 
the coverage by GP. ~ 



Summary of results: coverage at age five years 
Please complete the table (optional) and provide a brief summary of the DHB's performance in 
the Progress Report section. 

Target: 95% Total Maori Pacific Dep 9-10 Change: Change: 
total Maori 

ru 201 8~ §1] [8:"1 [_&] 76j ~ ~ 2% 
04 2017-18 82 81 100 81 ! 3% ! 2% 

~ ) 03 2017-18 85 83 78 82 NC NC 
I 

~9~201 7-18 85% 83% 91 84 ! 1% ! 2% • 
~aG18 86% 85 90 86 t 1% j 2% 

04~-01'6-Jl 85.1 83 78 88 i 1.1% NC 

03 2016"tv" A 84 83 91 85 ! 2% ! 6% 

02 2016117 /r, ,S6 89 77 92 ! 5% ! 1% 

01 2016/17 V, ~ 90 100 89.5 f 4% j 3% I 

04 2015/16 "-8r.1,. ., 87.6 44 81 f 6% j 6% 

03 2015/16 81.8(/) 81.3 84.2 80 f 3% j 5% 

02 2015/16 78 't 1J 6 N-1 71 76 t 5% j 4% 

01 2015/16 73 72r) 83 71 

Progress report "'-""~ 
• Inconsistent results :t. • 
• Pacific numbers too small to note tre1i'<.t§ • 
• Disappointing the coverage continue\i>'1J..e'iease 

;' ,.., 
New initiatives and successes (optional) F'_r't ,.-, 

• #"'" 
'-



Northland DHB Quarterly Report  - 2018-2019 Quarter 
1

Portfolio mmunisation Quarter 2018-2019 Quarter 1
Portfolio Manager Jane Wang DHB Northland DHB
Directorate Service 
Team

Service Commissioning Created 19/10/2018

Directorate 
Manager

Lea Ketu'u Completed 19/10/2018 02:39 p.m.

Part Part B Status Completed
Reference B PP21 Immunisation coverage at 2 and 5 years of age 18/19 
Requirement see attached

Covered by the HT report.

Ministry Feedback

Our focus for the 2018/19 year is ensuring that children are fully immunised by age 5 years, 
having reached all of the immunisation milestones in that journey (age 8 months, 2 years and 
5 years). We are concerned that in the last 18 months there has been a significant decrease 
in immunisation coverage across the country affecting all milestones. National immunisation 
coverage at age 8 months has dropped to 91 percent (from previous levels of 93 percent), 
coverage at age 24 months has dropped to 91 percent (from 93 percent), and there has 
been no improvement at age 5 years with coverage of 88% (previously 89 percent and 
against a target 95 percent). The equity gap for Māori infants is the worst it has been for five 
years – immunisation coverage for Māori infants is six percent lower than for the total 
population. 
The Ministry is working on identifying what has caused these changes in immunisation 
coverage and where the gaps are in delivery of immunisation services for our Māo i 
populations.  We know that the factors contributing to the drop in immunisation coverage are 
multifactorial and complex, and will require a collective effort at all levels of the health sector 
to address. 
As you noted, the priority area of focus for Northland DHB is declines across all childhood 
immunisation milestones at 8 months, 2 years and 5 years. This needs to be the continued 
area of focus alongside maximising every opportunity for immunisation. We are pleased to 
hear of your initiatives including After Hours clinics and looking at new messaging 
opportunities.

 
Response Required By : 08/11/2018
Response Sent To DHB : 22/11/2018

Initial Rating
O
A
P
N
NR
NA
S
B
N

Confirmed Rating
O
A
P
N
NR
NA
S
B
N

MoH Comment on DHB Response (MoH Read Only)

R
eleased under the O

fficial Inform
ation A

ct 1982

R
eleased under the O

fficial Inform
ation A

ct 1982



Response History
7/11/2018 1:36:27 p m. Lea Ketu'u created MoH response: Our focus for the 2018/19 year is ensuring that children are fully immunised by age 5 
years, having reached all of the immunisation milestones in that journey (age 8 months, 2 years and 5 years). We are concerned that in the last 18 
months there has been a significant decrease in immunisation coverage across the country affecting all milestones. National immunisation coverage at 
age 8 months has dropped to 91 percent (from previous levels of 93 percent), coverage at age 24 months has dropped to 91 percent (from 93 
percent), and there has been no improvement at age 5 years with coverage of 88% (previously 89 percent and against a target 95 percent). The equity 
gap for Māori infants is the worst it has been for five years – immunisation coverage for Māori infants is six percent lower than for the total population. 
The Ministry is working on identifying what has caused these changes in immunisation coverage and where the gaps are in delivery of immunisation 
services for our Māori popula ions.  We know that the factors contributing to the drop in immunisation coverage are multifactorial and complex, and will 
require a collective effort at all levels of the health sector to address. 
As ou noted, the priority area of focus for Northland DHB is declines across all childhood immunisation milestones at 8 months, 2 years and 5 years. 
This needs to be the continued area of focus alongside maximising every opportunity for immunisation. We are pleased to hear of your initiatives 
inc ud ng After Hours clinics and looking at new messaging opportunities. (Required By 08/11/2018)
22/11/20 8 11:29:16 a.m. Lea Ketu'u created MoH response: Our focus for the 2018/19 year is ensuring that children are fully immunised by age 5 
years, having reached all of the immunisation milestones in that journey (age 8 months, 2 years and 5 years). We are concerned that in the last 18 
months there has been a significant decrease in immunisation coverage across the country affecting all milestones. National immunisation coverage at 
age 8 months has dropped to 91 percent (from previous levels of 93 percent), coverage at age 24 months has dropped to 91 percent (from 93 
percent), and there has been no improvement at age 5 years with coverage of 88% (previously 89 percent and against a target 95 percent). The equity 
gap for Māori infant  is the worst it has been for five years – immunisation coverage for Māori infants is six percent lower than for the total population. 
The Ministry is working on dentifying what has caused these changes in immunisation coverage and where the gaps are in delivery of immunisation 
services for our Māori p pula ons.  We know that the factors contributing to the drop in immunisation coverage are multifactorial and complex, and will 
require a collective effort at all levels of the health sector to address. 
As you noted, the priority area of f cus for Northland DHB is declines across all childhood immunisation milestones at 8 months, 2 years and 5 years. 
This needs to be the continued area of focus alongside maximising every opportunity for immunisation. We are pleased to hear of your initiatives 
including After Hours clinics and looking at new messaging opportunities. (Required By 08/11/2018)
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South Canterbury DHB 

PP21: Immunisation coverage  
 
Focus area 1:  24 months and 5 year old coverage (for Quarter 1 July – September 2018) 

 
• Percentage of eligible children fully immunised at 24 months of age – total DHB 

population, Māori and Pacific 
At 24 months of age, 90% of total DHB children were fully immunised, 88% for Maori 
all Pacific children. 
 
Of the 16 children not fully immunised on time, 10 were of NZ European ethnicity, 3 
Maori, 2 Asian and 2 other ethnicities.  There were: 

• 12 decline 
• 2 opt off 
• 2 missed 

 
• Percentage of eligible children fully immunised at 5 years of age – total DHB 

population, Māori and Pacific 
At 5 years of age, 89% of total DHB children were fully immunised, 100% for Maori 
and Pacific children. 
 
Of the 19 children not immunised on time  15 are of New Zealand European ethnicity, 
and 4 other ethnicities.  There were: 

• 15 decline 
• 1 opt off 
• 3 missed (3 children on catch-up programmes born overseas)  

 
Qualitative report: We note that we have not reached the 95% target this quarter, although 
we are consistent with national averages.  The outreach immunisation service continues to 
focus on hard to reach families and has strong professional relationships with Primary Care. 
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~ West Coast District Health Board 
~ Te Poari Ha11ora a Rohe o Tai Poutini 

in opt offs (10.8%) an ' d?.)es (4.8%). This means there was 15.6% of the population that could not be reached. 

Only two children were mi$s~s quarter. 

Immunisation coverage at miles~~e (24 months of age) Target= 95% 

NO. - .... - '"""""' " " T... " 
24Mlnth 83 1 1 100.% 7 100. % 11 2 18.% 9 (0) 10.8 (0.0) % 4 4.8% 

Children fully immunised at 5 years of age o~ 
We achieved 77% coverage this quarter. We continue;.-toZ strong outcomes for Pacific (100%) children. 

Of the 91 eligible children this quarter, 70 were vaccinatedGi!b t o opting off and 5 declining immunisation, this is a 

combined total of 15 or 16.5% and means the highest possible I" ~e can achieve is 83.5%. 

Six children were missed this quarter. h 
Immunisation coverage at milestone age (5 years of age) Target = 95:Q ro .. 

NO. - " T ... " 
5Year 91 77.% 61 90.% 13 8.% 10 (0) 11.0 (0.0) % 5 5.5% 

~· 
75% of 65+ year olds immunised - flu vaccine, total DHB population, Maori, Pa~ Other. 

West Coast General Practices and Pharmacy's managed to vaccinate at least 55% of our populatio ~gfd 65 years and 

older, based on information loaded on to the National Immunisation Register (NIR). This did not rea , 

target of 75%. 
-

DHB NAME Total Maori Pacific Asian Othei/ r'\ 
FIAly Fully Fulty Fully 

Fuly ' I+ ~ No. Eligible Immunised "' No. Eligble Immunise< % No. Eligible Immunised % No. Eliglble Immunised "' No. Eligible Immunised 
~ . "" "" ~ ~ 

West Coast 6,195 3,389 55. % 300 151 50. % 40 5 13. % 105 17 16. % 5,750 3,216 56.•k 

Health Target: Increased Immunisation I Quarter 1 2018/19 1 



~ West Coast District Health Board 
~ Te Poari Ha11ora a Rohe o Ta i Poutini 

here continues to be some concern with this data: 

~Y Awareness that all vaccinations given in an occupational health programme (DHB or private organisation) are not loaded on 
/" J(\ to. t~e NIR. Due to the increasing number of those 65 and over still in the workforce, a catchment of the population is 

\,.V~smg. 
• nf\ns that this data is calculated based on census population projection and not actual population. It is felt that a 

coe~n with PHO level enrolment data, may give more realistic coverage, especially when monitoring the Maori and 

Pacifi~~ulation coverage. 
• Not all l~a vaccinations given are being loaded correctly on to the NIR, with some practices not correctly opting 

patients on, es~ly for practices doing large Aged Care clinics. 

~~ 
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06> 
o~. 

/'a. 
{s>/ 

h 
~~ 
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District Health Boards 2018/19 Annual Plan Review 

Immunisation guidance priorities 

All DHBs. Work as one team across all immunisation providers w ithin your region, and in collaboration with other child services, to improve immunisation 

rates and equity for the key milestone ages in early childhood. This includes delivery of the primary series of vaccines under one year of age, and 

completion of immunisations due at t wo and five years of age, with a particular focus on increasing immunisation rates for Maori infants. 

Priority DHBs: Please provide three specific actions that will increase Maori infant immunisation coverage levels and sustain high levels during 2018/19. 

These actions must be accompanied by a date for implementation of the action, an expected outcome, and a date by which the outcome will be achieved 

DHB ·guidance 

Auckland 
One team -
collaboration, 12M, 
2y, Sy, Maori focus 

DHB response to Immunisation 
guidance 

Refine the hospital discharge summary 
process for immunisation status to be 
mandatory and reflect current status by 
December 2018 
Work with PHOs and NIR to undertake 
systematic clean-up of practice-level 
data for 0-S year olds by March 2019 
Investigate cross-programme synergies 
and develop model for co-ordination 
hub for NCHIP by June 2019. 
Plan integration of NES within NCHIP 
design by June 2019 
Engage with PHOs and OIS services to 
draft standard business processes for 
enrolling all babies with a GP by Mar 
2019 

Service change section 
Introduction of immunisation service in 
antenatal clinics 

Outcome 

9S% of 8mo, 2y, Sy 
(including Maori) fully 
immunised 

SO% of pregnant 
women vaccinated for 
Pertussis and flu 

1 



Actions MMR 
catch-up 

Three specific 
actions to increase 
and sustain Maori 
imms coverage 

SLM section 
Promotion of pregnancy immunisation 
especially to Maori and Pacific women, 
through the use of vouchers, in primary 
care, pharmacy, LMC, and in other 

re nanc service roviders 
Undertake an MMR catch up 
programme in 10 low-decile high 
schools (EOA) (Dec 2018) 
Evaluate MMR catch-up programme 
and apply learnings to improve 
coverage for Year 7 - 9 school 
students June 2019 
Support IMAC and PHOs to develop 
and roll-out a training programme for 
primary care practices' non-clinical staff 
on their role in immunisation, including 
data quality and engaging with whanau 
by December 2018 (EOA) 
Utilise NES to improve Maori newborn 
enrolment with general practice by 
June 2019 (EOA) 
Develop and test a smart algorithm to 
improve on-time immunisation for 
tamariki Maori at the 3-month 
vaccination event by September 2018 
(EOA). 

Co-design educational and promotional 
material to improve Maori community 
engagement with immunisation (Dec 
2018) (EOA) 

Expand immunisation service delivery 
to meet Maori whanau demand for 
mobile clinics and/or Saturday drop-in 
clinics EOA 

97% of consented are 
vaccinated 

95% of 8mo, 2y, Sy 
(including Maori) fully 
immunised 
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BOP 
One team -
collaboration, 12M, 
2y, Sy, Maori focus 

Three specific 
actions to increase 
and sustain Maori 
imms coverage 

The BOPDHB will ensure enrolment 
information is accurate and 
immunisation data is available for use 
by other childhood services (31 Dec 
2018). 

The BOPDHB will focus on improving 
general practice immunisation 
performance, including improving 
administration between the National 
Immunisation Register and Outreach 
Immunisation Services (ongoing -
monthly reports). 

The BOPDHB will develop a locally 
focused social media campaign to 
promote immunisation to parents and 
whanau (30 Sep 2018). 

The BOPDHB will continue to deliver its 
childhood immunisation service by a 
PHO and BOPDHB collective. This 
collective prioritises collaboration with 
Maori and Hauora providers to ensure 
improved equity of access to the 
immunisation service [EOA] (review by 
31 March 2019) 

The BOPDHB will ensure immunisation 
staff have training to engage effectively 
with Maori by 31 Dec 2018 

The BOPDHB will develop a 
wraparound service between the 
Outreach Immunisation Service and 
Well Child Tamariki Ora services to 
improve immunisation rates for Maori.. 
The wra around service will include 

9S% 8mo, 2y, Sy fully 
immunised 

Referral to OIS 
reduced by 10% 

PHOs to report 
monthly with 
explanations for 
Missed/Declines 

Media campaign 
delivered 

Service delivery model 
reviewed 31 March 
2019 including 
evaluation of delivery 
on agreed 
performance 
indicators 

All staff involved in 
immunisation are 
trained 

Immunisation updates 
are designed for 
sharing between 
services 

Feedback to Minister 
The plan for the immunisation indicators meets 
our requirements. However, we note that Bay of 
Plenty DH B's performance against the 
immunisation health target remains below 
desirable levels (average infant immunisation 
coverage 86%; Maori coverage 83%) despite 
the introduction of a new DHB/PHO Collective 
immunisation service delivery model last year. 
As indicated in the plan, this delivery model will 
be reviewed in March 2019. 
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Canterbury 
One team -
collaboration, 12M, 
2y, Sy, Maori focus 

Capital & Coast 
One team -
collaboration, 12M, 
2 , S , Maori focus 
Three specific 
actions to increase 

sharing current lists of children due for 
immunisation with the services. This 
will assist with keeping contact details 
up-to-date, enable priority children to 
be identified, and assist with 
coordinating visits by both services (by 
31 Dec 201B . 
Continue to invest in the outpatients' 
vaccination programme to reach 
women and children who a e not 
vaccinated. (EOA) 
Continue to support practices with 
catch-up schedules and overseas 
vaccination history for children new to 
living in Canterbury. 
Refresh the immunisation process chart 
and include tips and prompts for having 
difficult immunisation conversations. 
Engage with alliance partners to better 
understand higher Maori and Pacific 
five-year-old declines rates and work 
with practices to reduce declines for 
these high need populations. (EOA) 

LMC focus group held to identify 
barriers to promoting immunisation 
(01) 
03: Options for difficult conversation 
training for practice nurses explored. 
04: Opportunities to reduce decline 
rates ca tured. 
Scope, formalise and implement a plan 
of activities that will improve S-year 
immunisation rates for Pacific children. 

- Scope, formalise and implement a plan of 
activities to reduce the vaccine decline/non
com letion rate for Maori children Ian 

SO% of pregnant 
women vaccinated for 
Pertussis. 9S% Brno, 
2y, Sy fully immunised 

9S% Brno, 2y, Sy fully 
immunised 

02: B7% of Maori are 
enrolled in a PHO 
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and sustain Maori developed and implemented by quarter 
imms coverage two) 

Counties 
Manukau 
One team -
collaboration, 12M, 
2y, Sy, Maori focus 

- Work with PHOs to identify opportunities 
to increase the rate of Maori enrolment. 
This will be done by data matching the NIR 
against enrolment codes to identify children 
who aren't currently involved in practice and 
follow up. (EOA) (90% o Maori children are 
enrolled in a PHO by quarter four) 
- Implement additional immunisation 
outreach over the winter period in Po irua 
for influenza immunisation for all high risk 
Maori & Pacific children b uarter three 

Active promotion of antenatal 
immunisations, providing incentives to 
Primary Care for active recall of hapu 
mamas 

Facilitate early enrolment of all babies 
with Primary Care, aligning with CM 
Health's initiatives to improve newborn 
enrolment (please refer to the section 
on the Primary Care priority). 

Weekly case discussion of whaanau 
not engaging in services. 

Extend the Outreach Immunisation 
Service (OIS) to late nights and 
weekends. 

04: 90% of Maori are 
enrolled in a PHO 

Influenza 
immunisation 
coverage <:2017 

95% 8mo and 2y fully 
immunised for Maori 

Tech PP21 correct 

Final draft 14/1 1/1 8 

Please provide a timeframe for when each 
action in the Immunisation Section will be 
started and/or completed. 

For the following actions (under School-based 
Health Services), please clarify what 
immunisations and age group these actions are 
related to: 
Identify the top 10 schools with the highest 
Maaori percentage of students to 
undertake the following (EOA).: 
• Attempt to re-engage to gain consent, 
recontact via phone and home visits 
with whaanau who have not returned consent 
forms 
• Contact all whaanau who have declined the 
immunisation and attempt to 
convert to a consent. 
• For those students absent on the day of 
immunising, invitations to attend 
Saturda MSC Immunisation Clinics 
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Actions MMR 
Catch-up 

Nurse Leader to work with PHOs to 
support general practices to actively 
recall all enrolled 13-29 year olds with 
an incomplete two dose MMR history. 
This will be an incentivised approach 
with a focus on practices with high 
Maaori and Pacific enrolments 

Added 29/10/2018 -

The programme will run from 1 July 
2018 to 30 June 2019, or until the allocated 
funding is spent 

The targeted age group is 13 to 27 
years old. Maaori and Pacific young people 
will be prioritised by practices for the recall 
(EOA). 

The criteria for recall is being 
overdue for the MMR vaccination by having 
only one documented dose given or no 
documented doses of MMR. 

The incentive is $20 per dose MMR 
administered for those meeting the criteria. 

Funding will be claimed at least 
monthly for the practices through the 
PHOS. 

Monitor no. of doses 
completed for target 
age group 

Tech 

• Increase the number of catch-up clinics at the 
10 schools with the highest 
percentage of Maaori students 
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Three specific 
actions to increase 
and sustain Maori 
imms coverage 

Hawkes Bay 
One team -
collaboration, 12M, 
2y, Sy, Maori focus 

Identify the top 10 schools with the highest 
Maaori percentage of students to 
undertake the following (EOA).: 
D Attempt to re engage to gain consent, 
recontact via phone and home visits 
with whaanau who have not returned 
consent forms. 
D Contact all whaanau who have declined 
the immunisation and attempt to 
convert to a consent. 
D For thos e students absent on the day of 
immunising, invitations to attend 
Saturday MSC Immunisation Clinics 
D Increase the number of catch-up clinics 
at the 10 schools with the highest 
percentage of Maaori students. 

Proactive early identification and 
monitoring of Maaori pepe to identify 
incomplete immunisations (EOA). 
Prioritisation of pepe for outreach 
immunisation services (EOA). 
Develop and implement an incentives 
scheme for whaanau to enable early 
decision making around their decision 
to immunise EOA 
Evaluate Kahungunu Executive's 
progress in supporting the 
immunisation outreach service in 
Wairoa targeting high needs I Maori 
and Pasifika infants in quarter one 
[EOA] 
Engage with Te Taiwhenua o 
Heretaunga Whanake Te Kura 
antenatal programme, designed to 
engage the Hawkes Bay Population of 
largely Maori and Pasifika births, to 
increase inclusion of immunisation 

Monito no. pepe on Tech 
prioritisation register, 
no. of OIS referrals by 
age 10 weeks, no. 
successful mms 
completed by OIS 

9S% 8mo, 2y, Sy fully 
immunised 
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Hutt Valley 
One team -
collaboration, 12M, 
2y, Sy, Maori focus 

Three specific 
actions to increase 
and sustain Maori 
imms coverage 

education within the programme in 
quarter two and four [EOA] 
Investigate augmenting the 
immunisation contract with Choices (a 
Maori provider offering midwifery 
services) to enable them to offer 
national schedule vaccines across all 
a es b uarter three 
lncentivise general practices to improve 
immunisation rates through 
implementation of the Health Care 
Home patient-centred model of care 
across the Hutt Valle b June 2019 
1. Implement a process to identify the 
immunisation status of children 
presenting at hospital (including ED) 
and refer them for immunisation if not 
up to date by March 2019. This action 
is expected to increase Maori infant 
immunisation coverage because a 
disproportionate number of Maori 
infants who present to hospital and are 
unimmunised compared with other 
ethnic groups. 
2. Work with GP practices (focussing 
on those that have the highest referrals 
to outreach immunisation services) to 
review their processes for active follow
up with families and whanau who are 
due for their immunisations. This 
action is expected to increase Maori 
infant immunisation coverage because 
a disproportionate number of Maori 
infants are referred for outreach 
immunisation services because 
immunisations are late compared with 
other ethnic groups. 02 
3. Consider options to increase the 
ca acit of the Outreach Immunisation 

9S% 8mo, 2y, Sy fully 
immunised 
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Lakes 
One team -
collaboration, 12M, 
2y, Sy, Maori focus 

Service during school holiday periods 
with the provision of Regional Public 
Health school-based nurses by 
December 2018. This action is 
expected to increase Maori infant 
immunisation coverage because a 
disproportionate number of Maori 
infants are referred for outreach 
immunisation services and are 
unimmunised compared with other 
ethnic groups. 02 
4. lncentivise general practices to 
improve immunisation rates though 
implementation of the Health Care 
Home patient-centred model of care 
across the Hutt Valley, by June 2019. 

Implement a robust pathway to begin 
immunisations for pregnant women and 
their children at 28-38 weeks of 
pregnancy, starting in quarter one 
Identify the areas and services where 
opportunistic and planned 
immunisations can be delivered to 
increase access points for mothers and 
babies. This will include: maternity 
services, Well Child Tamariki Ora 
services, after hours, community 
clinics, 84 Schools, after hours, and 
weekends where demand for outreach 
immunisation services is high; 
stocktake in quarter one and action 
group and alternative models and 
pathways established in quarter two. 
Implement a 'week day' review of 
inpatients and 'weekly' review of 
outpatients to identify unvaccinated 
children and, where clinically 
a ro riate, rovide immunisations b 

9S% 8mo, 2y, Sy fully 
immunised 
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Midcentral 
One team -
collaboration, 12M, 
2y, Sy, Maori focus 

Nelson 
Marlborough 

paediatric nurses; or refer the child to 
general practice or outreach 
Re-establish immunisation action group 
with key stakeholders with the scope to 
investigate different immunisation 
service access and utilisation that 
works for high needs women and 
babies by quarter two [EOA] 
Work with Maori providers, Whanau 
ora, Family Start, Children's Team, 
Oranga Tamariki to support track and 
trace of individual children and co
visiting where relevant for outreach 
Immunisation from Q1 and ongoing 
[EOA] 
Explore opportunities to work with 
Maori providers to focus specifically on 
Maori whanau declining immunisations 
from Q1 and on oin EOA 

Implement annual Immunisation work 
programme agreed by the collective 
Immunisation Stakeholder Group (including 
the seasonal influenza campaign for older 
people and pertussis for pregnant women), 
focused on closing equity gaps 

Increase coverage rates by milestone ages 
for Maori infants and children 
D Provide earlier referrals to Outreach 
Immunisation Service (OIS) to enable 
contact prior to milestone age 
D Increase FTE for OIS by an additional 
one day per week 
D Focus weekly monitoring with team, 
including OIS, on tracking coverage and the 
decline, deferral and NIR o t-off rates 

Implement agreed process with the 
Ministry of Social Development to 

9S% 8mo, 2y Sy fully 
immunised 

9S% 8mo, 2y, Sy fully 
immunised (including 
Maori 
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One team -
collaboration, 12M, 
2y, Sy, Maori focus 

Three specific 
actions to increase 
and sustain Maori 
imms coverage 

Northland 
One team -
collaboration, 12M, 
2y, Sy, Maori focus 

locate and immunise children (process 
in pace by 02) 
Continue delivery of the Talk 
Immunisation programme to health 
professionals to ensure a consistent 
approach to conversations with those 
who choose not to immunise 
Ensure women are linked with general 
practices by cross-referencing 
secondary facility maternity lists with 
NIR, and practices notified of pregnant 
women not immunised starting 02 
Proactively follow up on reasons for 
declining via Immunisation Facilitator in 

rimar care b 03 
Implement the Hauora Direct 
Programme which includes 
immunisation (pilot by 01 , with tool in 
place by 04) 
Fund a Hapu Wananga parenting 
education programme that supports 
Hauora Direct and immunisation (by 
01) 
Communications promoting 
immunisations targeted to vulnerable 
populations 
Work with other ageAsies to aevelop 
prosesses for s~pportiAg assess to 
'•'assiAatioAs 

Work with MSD to develop 
processes for supporting access to 
vaccinations for vulnerable families 
throu h referral to PHOs b 02. 

Establish administration capacity in PHOs 
to support GP in pre-call and re-call 
activities (01 and ongoing). 

1 % decrease in 
percentage of 
decliners 

9S% 8mo, 2y, Sy 
Maori fully immunised 

SO people completed 
Hapu Wananga 

Increase in timely 
immunisation in 
prioritised practices. 

Feedback to Minister/CE 
We note that performance of Northland DHB 
against the immunisation health target remains 
below desirable levels (infant immunisation 

e 8S% on avera e ; as outlined in the 
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Three specific 
actions to increase 
and sustain Maori 
imms coverage 

Examine the current messaging, and work 
with marketing specialist to develop a 
communications strategy targeting all 
whanau with young families, commencing 
in pregnancy (by 04) 

Expand options for after-hour access to 
immunisation, particularly in rural 05 areas 
(by 04). 

Working in collaboration with primary care, 
strengthen pre-call and re-call processes 
and opportunistic engagement with Maori 
whanau through expanding the providers 
who can offer immunisation (that is, 
Tamariki Ora I Maori NGOs) (by 02). 

Working with the Maori coordinator of Hapu 
Wananga to present immunisation 
information that is meaningful and relevant 
to Maori whanau (key messages agreed by 
02). 

Audit of pre-call and 
re-call in targeted 
GPs. 

Increased no of 
after-hours venues 
offering 
immunisation. 

Increased no. of 
immunisation given 
in after hour clinics. 

plan , support for greater flexibility of models for 
immunisation service delivery will be key in 
addressing this. 

Feedback to DHB 
We note that performance of Northland DHB 
against the immunisation health target remains 
below desirable levels (infant immunisation 
coverage 85% on average). We are pleased to 
see a range of actions that will address this 
through providing greater flexibility in 
immunisation service models (e.g. out of hours 
clinics and a wider range of providers offering 
childhood immunisation services). 
Please provide timeframes for implementation of 
your actions. 
Please provide a target outcome for increased 
timeliness of immunisation in prioritised 
practices and how that will be measured. 

21/09/2018 - timeframes added 
Outcome: # of children vaccinated on time for 
each milestone, includin Maori. 
Thank you for providing a range of actions to 
support the immunisation programme for your 
Maori population. Please provide timeframes 
for implementation of your actions. 

21/09/2018 - timeframes added 
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South Canterbury - Embed year 7 Boostrix 
One team - immunisation option in the school-based 
collaboration, 12M, immunisation programme (by 01) 
2y, Sy, Maori focus Strengthen B4SC process to include 

Southern 
One team -
collaboration, 12M, 
2y, Sy, Maori focus 

more robust immunisation status checking 
and capture (by 01) 

Introduce ethnicity and high deprivation 
reporting to identify inequities in 
coverage, to enable targeted outreach 
services (by 03) 

Readjust service delivery models to align 
with community needs and to support One 
Team Approach by quarter four (EOA) 
- Realign services to support families in a 
more integrated way, i.e. wraparound 
service. 
- Focus on vulnerable families (including 
Maori) , e.g. those not currently engaged 
with GPs, to improve equity of care 
- Share administration between child health 
services such as dental services, 
immunisation, 84 School Check and Public 
Health Nursing to identify and follow up 
children missing out on services 

Undertake work to understand and address 
the volati lity of Maori immunisation 
coverage rates, by quarter four. 

Undertake a review of vaccines declines, 
delays and DNAs (did not attend), by 
quarter two. 

Continue to work with the Ministry of Health 
(MoH), Immunisation Advisory Centre 
(IMAC) and WellSouth on the feasibility of 
an 'Online Catch Up Calculator' (EOA), by 

uarter two 

9S% 8mo, 2y, Sy fully 
immunised - including 
focus on Sy 

9S% 8mo, 2y, Sy fully 
immunised 

Increase in coverage 
rates of Maori children 
at 6 months of age 

More consistent 
coverage rates for 
Maori children is 
achieved by end of 
04, across all 
milestones ages 

Every child has an 
identified GP and Well 
Child Tamariki Ora 
Provider by 3 months 
of age 

Increased number of 
PHNs/B4SC nurses 
able to provide 
opportunistic 
vaccinations across 
the district 
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Tairawhiti 
One team -
collaboration, 12M, 
2y, Sy, Maori focus 

Three specific 
actions to increase 
and sustain Maori 
imms coverage 

Increase number of workforce providing 
opportunistic vaccinations (EOA) 
- Change OHS vaccinator training update 
and authorisation criteria from immunisation 
age specific to site specific by quarter three 

Explore the feasibility of combining the 
Vaccine Preventable Disease (VPD), 
Human Papillomavirus (HPV) and Influenza 
steering groups, to adopt and lead the One 
Team approach, by quarter two. 

Promote the benefits of vaccination in 
pregnancy, starting in quarter two. 
- Work with Midwifery sector on identifying 
education needs and roll out promotion of 
key National messages 
- Work with WellSouth to deliver 
opportunistic vaccinations through 
Outreach services 

Increased coverage of 
vaccination in 
pregnancy by 04 

Work as one team across all immunisation PP21 
providers, lead by Mahi Tahi Tamariki - a 
local integrated leadership group which 
incorporates OHS, PHO and other 
community partners with a specific focus on 
equity for Maori (established by 01 ). This 
collaborative network will focus on: 

developing a joined up multi-disciplinary 
team approach to current barriers which 
is delaying immunisation pre 8 months 
and persistent vaccine decliners by 03. 
developing a communication plan for PP21 
immunisation services to improve health 
literacy for work force and whanau by 
03 

Short term additional Outreach 
Immunisation Service su ort was trialled 

Feedback to Minister/CE 
We note that performance of Tairawhiti DHB 
against the immunisation health target remains 
below desirable levels (infant immunisation 
coverage 85% on average). Support and 
leadership at all levels of the OHS will be 
needed to address this. 



Taranaki 
One team -
collaboration, 12M, 
2y, Sy, Maori focus 

Three specific 
actions to increase 
and sustain Maori 
imms coverage 

in late 2017/18. We will evaluate the impact 
of this additional intervention on 
immunisations across the district. 
Assess current T aranaki outreach services 
against the recommendations from the 
2016 Ministry of Health Outreach 
Immunisation Services Report to identify 
opportunities for future service 
improvement (assessment by quarter one, 
recommendations developed by quarter 
three) 

Develop and target interventions aimed at 
increasing uptake of influenza vaccinations 
for Maori over 6S years, by working with 
community pharmacies and Te Kawau 
Maro/Maori provider network to increase 
access to vaccinations in high needs 
localities by quarter three 

Implement the Hapu Wananga antenatal 
education programme to address a range 
of determinants of health and wellbeing 
(e.g. nutrition, breast feeding, oral health, 
immunisations, safe sleeping and smoking) 
with a specific focus on Maori and high 
needs populations (evaluation completed 
by quarter three; 12 workshops delivered 
by quarter four) 

Undergo a self-review process of the 
current Taranaki Immunisation Advisory 
Group to ensure equity-focussed member 
representation, review Terms Of Reference 
and assess strategic intent and access to 
ensure effectiveness and increase equity in 
relation to immunisation services as per 
2018 Taranaki Public Health Unit HEAT 
recommendations b uarter two 

9S% 8mo, 2y, Sy fully 
immunised 

Increase coverage for 
influenza 
immunisation age 6S+ 

9S% 8mo, 2y Sy fully 
immunised (including 
Maori) 

15 



Waikato 
One team -
collaboration, 12M, 
2 , S , Maori focus 
Three specific 
actions to increase 
and sustain Maori 
imms coverage 

Review and assess immunisation declines, 
by ethnicity w ithin Taranaki to inform 
development of an action plan to reduce 
vaccine decline rates for high needs 
populations (review by quarter two, action 
plan by quarter four) 

Develop and implement a three year work 
plan based on the findings of the 2017/18 
Immunisation Health Equity Assessment 
(HEAT) Report to address identified primary 
health care access barriers (workplan 
developed by quarter two, 3 priority actions 
com leted b uarter four 
1. Opportunistic and outreach immunisation 
services (EOA) 
• Monitor the effectiveness of Outreach 
Immunisation Services 
(OIS) across the Waikato district 
• Ensure opportunistic immunisation are 
offered at every contact with the health care 
system including After Hours clinics, 
starting in quarter one. 
• Opportunistic is looking at all that are not 
immunised and the majority are Maori 
according to our performance. 

2. Family Start inter sectoral collaboration, 
by quarter three. Family Start is targeted 
at high need and Maori families (EOA) 
•Work with Oranga Tamariki as the funder 
of Family Start to ensure all children 
enrolled in Family Start are fully 
immunised on time (EOA) 
•Access anonymised data from Family 
Start as to what percentage of children are 
immunised or enrolled with a GP who are in 
Famil Start care 

9S% 8mo, 2y, Sy fully 
immunised 

9S% 8mo, 2y Sy fully 
immunised 
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Wairarapa 
One team -
collaboration, 12M, 
2y, Sy, Maori focus 

Waitemata 
One team -
collaboration, 12M, 
2y, Sy, Maori focus 

• Facilitate ongoing management meetings 
with Oranga Tamariki. 

3. Investigate financial incentives for 
families/whanau who complete their child's 
immunisations on time, by quarter three 
(EOA). 

4. Complete the build and roll out of the 
Hauora iHub within the hospital to offer 
opportunistic immunisations for all children 
who are inpatients or passing through the 
hospital with whanau, by quarter two The 
Hauora ihub id targeted at high need and 
Maori families (EOA) 

- Continue to maintain collaborative 
immunisation activity with a focus on Maori 
throughout year 
- Refine NIR and outreach activities to 
increase support for practices to identify 
children at risk of delayed immunisation. 
- Focus on increasing flu vaccination 
coverage for eligible children, particularly 
Maori. EOA 
- Support IMAC and PHOs to develop and 
roll-out a training programme for primary 
care practices' non-clinical staff on their role 
in immunisation, including data quality and 
engaging with Maori women and whanau 
by December 2018 
- Refine the hospital discharge summary 
process for immunisation status to be 
mandatory and reflect current status by 
December 2018 
- Work with PHOs and NIR to undertake 
systematic clean-up of practice-level data 
for 0-S ear olds b March 2019 

9S% 8mo, 2y, Sy fully 
immunised 

9S% 8mo, 2y, Sy fully 
immunised (including 
Maori children) 

SO% of pregnant 
women (including 
Maori) receive both 
pertussis and 
influenza vaccines 

Note - general immunisation performance is 
good for Wairarapa DHB so BAU is ok 
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MMR catch-up 

Three specific 
actions to increase 
and sustain Maori 
imms coverage 

- Investigate cross-programme synergies 
and develop a model for a co-ordination 
hub for NCHIP by June 2019 
- Engage with PHOs and OIS services to 
draft standard business processes for 
enrolling all babies with a GP, by March 
2019. 
- Plan integration of NES within NCHIP 
design and roll out, by June 2019. 

Test NES database access and 
acceptability by Sep 2018 - BAU not 
included 

Complete and evaluate the catch-up MMR 
programme in five low-decile West 
Auckland high schools and students in 
alternative education settings, and apply 
learnings to improve coverage for Year 7 -
9 school students by September 2018 
EOA 

- Develop and test a smart algorithm to 
improve on-time immunisation for the 
tamariki Maori 3-month vaccination event 
(EOA) by Sep 2018 
- Co-design educational and promotional 
material to improve Maori community 
engagement with immunisation, including 
hapu wahine (EOA) by Dec 2018 
- Expand immunisation service delivery to 
meet Maori whanau demand for mobile 
clinics and/or Saturday drop-in clinics 
EOA b June 2019 

97% of consented 
students are 
vaccinated 

95% 8mo, 2y Sy fully 
immunised (including 
Maori children) 

18 



West Coast 
One team -
collaboration, 12M, 
2y, Sy, Maori focus 

Whanganui 
One team -
collaboration, 12M, 
2y, Sy, Maori focus 

Three specific 
actions to increase 
and sustain Maori 
imms coverage 

Fill the vacant Maori provider role on the 
cross-system Immunisation Advisory Group 
to ensure a strong focus on Maori as a 
priority group (EOA) 01 

Continue with a focus on pregnancy 
vaccination, supporting LMCs to have the 
conversation with pregnant women. 04 

Share refreshed immunisation process 
charts and include tips and prompts for 
having difficult immunisation 
conversations. 02 

Support general practice to promote the co 
deliver model for HPV and Tda 02. 
Increased focus on the five year old target 
by the Outreach Immunisation Service 
starting in quarter one 

Provide NIR data earlier for OIS to enable 
practices to follow up and vaccinate 
children in recommended timeframes. To 
support general practice be the consistent 
(primary lead) health provider for the child 
and their whanau. 

Public Health to complete the transition to 
vaccinating to all year 8 children for HPV 
starting in quarter two. 
General practice teams to proactively follow 
up youth who have missed or not 
completed HPV immunisation starting in 

uarter two. 
Conduct opportunistic childhood 
vaccination with a focus on Maori tamariki 
during routine primary care visits, at the 
time of the before school check, during 
interfaces with communit roviders, and 

9S% 8mo, 2y, Sy fully 
immunised 

SO% of pregnant 
women vaccinated for 
pertussis 

04: Options for 
difficult conversation 
training for practice 
nurses explored. 

9S% 8mo, 2y, Sy fully 
immunised 

93% of children 
immunised at age S 
with equity of 
coverage for Maori 

7S% of youth fully 
immunised for HPV 
with equity of 
coverage for Maori 
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during health visits to hospital and accident 
and medical services. 
 
OIS to engage with Well Child Tamariki Ora 
nursing staff to raise awareness and 
understanding of safety of immunisations 
and the immunisation schedule and 
promote to whânau. 
 
Increase primary care and OIS 
collaboration with kaupapa Mâori  services 
to focus on Mâori tamariki and increase 
uptake  
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Sent by: Rachel 
Webber/MOH

15/06/2018 12:34 p.m.

To: Pat Tuohy/MOH@MOH, Chris Millar/MOH@MOH, Jane Chambers/MOH@MOH, 
cc: Lea Ketu'u/MOH@MOH, 

bcc:

Subject: Imms results for May

Hello

Sorry for the delay in monthly results. Because of the days that the dates fell on, we couldn't get complete 
monthly data until after the refresh on the 12th.

Results are very similar to last quarter and April. We are just holding on to have a quarter result that 
rounds to 92%, but it could drop to 91%. Latest data suggest we won't go below 91%, which it looked like 
it might at one stage  

8-month imms
overall coverage 91.5%

Māori coverage 87%

Pacific coverage 93%

Opt-off declines 4.8%

Missed 3.6%

Bay of Plenty has dropped again to 86% mainly due to increased declines 

Northland is really dropping and is now 82% due to both increased declines and increased Missed

Tairawhiti has improved to almost 90%

Taranaki has dropped to 86% due to more missed children

Waikato is down to 87% due to declines and Missed children

2y imms
overall 92%

Māori 89%

Pacific 95%

5y imms
overall 88%

Māori 86%

Pacific 88%

  

Immunisation Monthly Summary DHB level Coverage by eth and dep_13Jun2018_114855.xlsxImmunisation Monthly Summary DHB level Coverage by eth and dep_13Jun2018_114855.xlsx

Immunisation Quarterly declines-opt-off summary by DHB_13Jun2018_115856.xlsxImmunisation Quarterly declines-opt-off summary by DHB_13Jun2018_115856.xlsx

Cheers
Rachel

Rachel Webber
Senior Advisor Immunisation

R
eleased under the O

fficial Inform
ation A

ct 1982



System Outcomes
Service Commissioning
Ministry of Health
DDI: 04 816 2664
Mobile:  (not available Tuesdays and Thursday mornings) 

http://www.moh.govt.nz
mailto:Rachel_Webber@moh.govt.nz

Please note that I work four days per week and am not usually available on Tuesdays
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IMMUNISATION COVERAGE AT MILESTONE AGE (5 YEARS OF AGE) 
Reporting Period: Three-month period ending 31~May-2018 
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ill!Pfopfta:e tnml.1'116.-:IM6 Dy tne time tney ti.rneo ltle mlKtCl'le age. 
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IMMUNISATION COVERAGE: RATES OF DECLINES AND OPT-OFFS AT MILESTONE AGE (S 
YEARS Of AGE) 

Reporting Period: Three--month period ending 31-May-2018 
Ailllo'trun4*: 13-Jln-20l8 Provisional fJgures I 

nie cepon. mea&ures lhe num:ier r.i crdcten Yof'IO tume<J lfle rruiK10ne age ors years between o i -Mar-2o is aoo 3i-M~·'1018 ano'6tlOhJNeoecslne<J IRITll.Wll6a!Jon or 
~Ille NlR, otrnt6&ee100f11*Un9 lnel' age approp1af.e rrmirnatlcl'l& by lhe ttme lhe)'llme<I' lhe mlft;xine age. 

DHBArea 

.... 
..... ·-c "'" "" l,161 .......... "' HUllV• y 

U:dCmlrai 
.. __ 
..,,..., ...,,_,,, "' .. 

" 0 

'· ' " ,..,, 

"' N#bon•I ..... 

Coverage figures include Pneomococcal vaccine 

Total ""'°" oec11nea comt11neaopt 
M.1s-.o cNldren 

ota'decftned .. 
"""::' · . 

"" " "' " · 
"' . " " ". " 1.11' " ..• ... 
"" ' ..,. . ... 
""" " 9 1.11' " ..... 
"' ..... . 1.11' 

" ..... ' ..,. " ..... " . ,,,. " S.1'15 " ... 
" '·"' s .,. 

' 1.11' " " " .,,. .... ,. ,. . ' "'. " .... "' ' ·- ' ' 
"" "' "' .... '" "' ' ...,. " . .. ' ..• . ., .. ... 

lhel"l.IM:tefoldltwnWO~~ l et:lcl"<e• <b!~fC'O<l'O'lg per!Cd. 

lhel"l.IM:tefoldgbleCNdfl!l'l""°~co tiedd lllrtgie~IA'l'l'U'llMISCMtl)"ll'<l'ffnll'be)l~ ~mlet:lcl"<e«lfl'. 

lhel"l.IM:tefoldl~ f::lr-"Om~~· all'llSO J!'ied•lic.-t (ll'lfl''OS:Ct'-ltkln 

Thtl"l.lfl'C>efoldltwnt:ir..rw:mtht~~ Q)t (lflm !;fl ll!lll~on t>er~~onthtHllllONlll'tmm~Aegln!f 

lhet:lblfU"'CcrdllQgl)ill' crtll:Wnfl®:Dlg l'lll'~d. <Md •~eh~unnottoe~Ml:ltof!OH&.ts~ldl..nu•rmnottoeen 

"'"''"" · 

Tht~anl!fMl:l bll'lllRIXll'trmtieeri~ .,_.,e~.,_,,,nSllllOnRll'QISlu"~W el'ill'M"n'flr/dHeOttlrmc-.en .a~sblp$toll'IWJrt:MhWI~ 

~bll'lllRIXlll:IS«O.Ql:leww:llo:im~ 1 «0!llbt10~«rt:socnt~tw l'lll'~erlll.,., Cl'lthtworrnd:on1Sv Ot~utf'l_,,f'd~on. 



Sent by: Rachel 
Webber/MOH

14/05/2018 03:24 p.m.

To: Chris Millar/MOH@MOH, Lea Ketu'u/MOH@MOH, Pat Tuohy/MOH@MOH, Jane 
Chambers/MOH@MOH, 

cc:
bcc:

Subject: Childhood imms results for April

H

Not much good news for April I'm afraid. Immunisation at age 8 months is holding at 91.7%, but I think 
there is a good chance we will slip below 91.5% (rounding to 91%) for the overall quarter.

The decrease in coverage is more about an increase in Missed children (now 3.6%) than declines (now 
4.7%). When we were performing well (e.g. Dec 2016 93.3%), the Missed was only 2.6% and declines 
was 4.2%.

We are also seeing a marked decrease at the other age milestones as well now. Coverage at 24 months 
is 92.0% (previously consistently between mid 93 and 94%) and for the first time in 18 months coverage 
at age 5 years has dropped from 89% to 88.4%. 

At age 8 months, Māori and Pacific coverage are pretty much the same as March (87.4% and 92.9%)

Poor performers

Waikato -  89% (refer action plan they have provided)
Taranaki - 87% (we need to follow up with them - this is much lower than their normal and Missed 
children is 6%)
Northland - 84% (we need to follow-up )
Tairawhiti -  87% (an improvement)
Bay of Plenty - 88.5% - slowing heading upwards and the number of Missed children has decreased

Immunisation Monthly Summary DHB level Coverage by eth and dep_14May2018_104025.xlsxImmunisation Monthly Summary DHB level Coverage by eth and dep_14May2018_104025.xlsx

Immunisation Quarterly declines-opt-off summary by DHB_14May2018_144838.xlsxImmunisation Quarterly declines-opt-off summary by DHB_14May2018_144838.xlsx

Cheers
Rachel

Rachel Webber
Senior Advisor Immunisation
System Outcomes
Service Commissioning
Ministry of Health
DDI: 04 816 2664
Mobile:  (not available Tuesdays and Thursday mornings) 

http://www.moh.govt.nz
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IMMUNISATION COVERAGE AT MILESTONE AGE (5 YEARS OF AGE) 
Reporting Period: Three-month period ending 30-Apr-2018 

Atoortn.n<r* , ~20'l8 Provisional figures • nie repa1 mea&ul'ff tne nl.Wd:ler ot crt1renwno turneo tne m le6'Xlf'le age ot s yearg, ber6'Hfl 01-F~201a aoo JO.>.pr-2018 ano wno nave CCITlpleleo ~age 
ill!Pfopfta:e tnml.1'116.-:IM6 Dy tne time tney ti.rneo ltle mlKtCl'le age. 

Coverage figures include Pneumococcal vaccine 
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Sent by: Rachel 
Webber/MOH

08/10/2018 03:18 p.m.

To: Pat Tuohy/MOH@MOH, Jane Chambers/MOH@MOH, Chris Millar/MOH@MOH, 
Caroline McElnay/MOH@MOH, Hilda Fa'asalele/MOH@MOH, 

cc: Lea Ketu'u/MOH@MOH, 
bcc:

Subject: Immunisation preliminary quarter one results

Hello

We have the unconfirmed quarter one results for immunisation ( it is unlikely that results will change for 
the final results).

Imms at age 8 months
 

Total coverage is very slightly higher than last quarter at 91.4%

Māori coverage has dec eased further to 85.6% ( a decrease of 0.4% compared with last quarter)

Pacific coverage has increased slightly to 93.9%

Declines (combined declin s/opt-off) are very similar to last quarter but higher than last year at 5.3%

The rate of missed children is slightly lower than last quarter at 3.4% 

Two DHBs met target - Canterbury and Auckland

There have been decreases in coverage for BOP (84%) and Tairawhiti (85%) and small increases 

but still very low coverage for Northland (83%) and Waikato (88%).

Imms at age 2 years

Imms at 2 years has dropped significantly by 1% to now being 90.9%. This is important because it 

includes the first measles dose. We were previously sitting around 93% coverage.
Māori coverage has decreased to 86.9% (a decrease of 1.5% compared with last quarter)

Pacific coverage has decreased to 94.1% (a decrease of 1 3%)

 
Imms at age 5 years

Imms at 5 years is very similar to last quarter at 88.2%, but this is 1% less than the best we have 

previously achieved
Māori coverage is the same at 85%

Pacific coverage has increased by 0.9% to 89.5%.

Immunisation Quarterly declines summary_Q1 2018-19 30 Sep 2018_unchecked.xlsxImmunisation Quarterly declines summary_Q1 2018-19 30 Sep 2018_unchecked.xlsx

Immunisation Quarterly Summary_Q1 2018-19 30 Sep 2018_unchecked.xlsxImmunisation Quarterly Summary_Q1 2018-19 30 Sep 2018_unchecked.xlsx

FYI here is the trend in declines (combined declines/opt-offs) and missed children over the last 4 years at 
age 8 months. In 2014/15 and 2015/16, average declines was 4%. It is sneaking up closer to 5% now.   
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Cheers
Rachel

Rachel Webber
Senior Advisor Immunisation
System Outcomes
Service Commissioning
Ministry of Health
DDI: 04 816 2664
Mobile:  (not available Tuesdays and Thursday mornings) 

http://www.moh.govt.nz
mailto:Rachel_Webber@moh.govt.nz

Please note that I work four days per week and am not usually available on Tuesdays

s 9(2)(a)
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IMMUNISATION COVERAGE: RATES OF DECLINES AND OPT-OFFS AT MILESTONE AGE (S 
YEARS Of AGE) 

Reporting Period: Three-month period ending 30-~2018 
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Coverage figures include Pneomococcal vaccine 
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CHANGE IN IMMUNISATION COVERAGE AT MILESTONE, 
Current quarter (ending 30-Sep-2018) versus previous quarter (er 
Report run date: 08-0ct-2018 

The report measures the number of children who turned the milestone age of 5 years between 01-Jul-2018 and 3C 
by the time they turned the milestone age.This is compared to the same measure in the previous quarter. 

IMMUNISATION COVERAGE BY PRIORITISED ETHNICITY 

I' 
I; 

DHB Area Total NZE Maori 
1 ~ 

1--~ % current % previous 
Ch..-ige % rurrent % previous Change % current % previous 

Change % current 
quarter quarter quarter quarter quarter quarter quarter 

Auckland 85.8% 84 .7% 1.2% 90.0% 91.9% -1.9% 76.8% 73.3% 3.5% 84.8% 

Bay of Plenty 80.8% 78.4% 2.4% 87.0% 82.7% 4.3% 76.1% 77.5% -1.4% 84.8% 

Canterbury 92.9% 92.7% 0.2% 95.4% 96.4% -1.0% 93.9% 87.1% 6.8% 94.4% 

Capital & Coast 90.5% 91.7% -1.1% 90.9% 93.3% -2.5% 87.4% 88.1% -0.7% 94.3% 

Counties Manukau 899% 90.3% -0.4% 89.7% 90.5% -0.8% 85.9% 84.8% 1.2% 91 .9% 

Hawkes Bay 914% 93.0% -1.6% 92.2% 94.9% -2.7% 91 .5% 89.8% 1.7% 92.1% 

Hutt Valley 91 . % 91.5% -0.4% 93.4% 93.5% -0.1 % 89.1% 93.5% -4.4% 85.1% 

Lakes 81 .6% 82.0% -0.4% 87.6% 85.6% 2.0% 78.1% 81 .0% -2.8% 93.3% 

Midcentral 91 .8% 92.2% -0.4% 93.4% 94.0% -0.6% 91 .9% 91 .6% 0.3% 90.3% 

Nelson Martborough 87.4% 88.8% 1.3% 90.2% 89.4% 0.8% 85.1% 90.3% -5.2% 87.5% 

Northland 84.5% 84.0% 0.6% 83.8% 84.2% -0.5% 85.5% 83.8% 1.7% 100.0% 

South Canterbury 89.3% 92.2% -30% 87.4% 94.8% -7.4% 100.0% 95.7% 4.3% 100.0% 

Southern 93.1% 92.9% 0.1% 95.7% 93.4% 2.4% 93.2% 92.5% 0.7% 94.3% 

Tairawhiti 93.4% 88.8% 4.6% 96.6% 950% 1.6% 93.0% 88.8% 4.2% 100.0% 

Taranaki 89.6% 88.2% 1.4% 94.2% 91 .9% 2.2% 85.0% 85.7% -0.7% 100.0% 

Waikato 85.1% 84.6% 0.5% 87.8% 87.4% 0.4% 82.7% 82.7% 0.0% 83.1% 

Wairarapa 88.7% 94.3% -5.6% 88.2% 95.3% -7.1% 93.2% 977% -4.5% 50.0% 

Waitemata 85.8% 85.0% 0.8% 87.9% 86.6% 1.3% 78.0% 85.3% -7.2% 86.1% 

West Coast 76.9% 80.9% -4.0% 90.2% 87.2% 2.9% 84.6% 87.0% -2.3% 100.0% 

Whanganui 89.6% 87.2% 2.3% 94.2% 94.3% -0.1% 89.7% 83.1% 6.5% 66.7% 

National 88.2% 88.0% 0.2% 90.9% 90.9% 0.0% 85.3% 85.1% 0.2% 89.5% 

IMMUNISATION COVERAGE BY LEVEL OF DEPRIVATION 0 'A 

DHB Area Dep 1-2 Dep 3-4 Dep 5-6 

% current % previous 
Ch..-ige % rurrent % previous 

Change 
% current % previou 

Change % current 
quarter quarter quarter quarter quarter qua rte quarter 

Auckland 90.4% 85.8% 4.6% 89.4% 88.7% 0.7% 86.8% 89.0% -2.1% 84.2% 
Bay of Plenty 78.0% 81.6% -3.6% 83.2% 82.9% 0.2% 83.4% 79.9% 3.6% 84.1% 

Canterbury 87.2% 90.5% -3.2% 95.8% 92.8% 3.0% 95.0% 92.7% 2.3% 915% 

Capital & Coast 95.1% 93.9% 1.3% 84.9% 89.3% -4.4% 89.3% 90.8% -1 .6% 87.9% 

Counties Manukau 91.4% 91.4% 0.0% 93.6% 94.4% -0.8% 89.7% 93.2% -3.5% 88.8% 

Hawkes Bay 91 .5% 96.2% -4.7% 91.1% 95.6% -4.5% 89.2% 95.3% -6.2% 90.5% 

Hutt Valley 92.3% 89.4% 2.9% 94.9% 91.4% 3.5% 85.6% 94.0% -8.4% 95.2% 

Lakes 90.2% 83.8% 6.4% 84.6% 80.4% 4.2% 76.2% 83.7% -7.5% 85.7% 

Midcentral 96.3% 91 .2% 5.1% 92.4% 94.1% -1.7% 89.7% 91 .0% -1.3% 89.1% 

Nelson Mar borough 91.9% 93.7% -1.8% 94.6% 90.2% 4.3% 82.9% 83.0% -0.1% 87.3% 

Northland 97.1% 76.7% 20.4% 75.8% 79.1% -3.3% 82.7% 92.9% -10.2% 83.7% 

South Canterbury 88.5% 100.0% -11.5% 85.2% 88.5% -3.3% 97.4% 90.9% 6.5% 83.8% 

Southern 94.2% 91.3% 2.9% 95.5% 93.7% 1.8% 94.1% 94.2% -0.1% 91.8% 

Tairawhiti 100.0% 82.4% 17.6% 94.7% 95.0% -0.3% 84.2% 95.8% -11.6% 94.1% 

Taranaki 89.7% 850% 4.7% 88.6% 90.0% -1.4% 89.6% 84 .1% 5.5% 92.5% 

Waikato 88.1% 89.7% -1.5% 86.4% 84.1% 2.3% 83.1% 81 .4% 1.7% 86.9% 

Wairarapa 90.0% 95.2% -5.2% 800% 95.0% -15.0% 96.7% 95.2% 1.4% 90.5% 



Waitemata 86.2% 89.3% -3.1% 87.7% 85.0% 2.7% 85.7% 83.4% 2.4% 84.5%
West Coast 100.0% 88.9% 11.1% 83.3% 78.6% 4.8% 88.9% 80.0% 8.9% 82.1%
Whanganui 85.7% 78.6% 7.1% 91.7% 85.7% 6.0% 86.7% 86.5% 0.2% 90.9%
National 90.0% 89.8% 0.2% 89.9% 89.1% 0.8% 87.8% 88.3% -0.5% 87.8%

KEY

Fully Immunised for 
Age

The information contained in this report has been derived from the National Immunisation Register database. While the Ministry               
this report is accurate and complete, it accepts no liability or responsibility for the manner in which the information is used or sub   

The number of eligible children who had completed all of their age appropriate immunisations b        

Dep Deprivation - the average socioeconomic deprivation of an area. An individual's address is mat                 
deprivation, Dep 9-10 the greatest level of deprivation. 

National The total number of eligible children including the number of individuals where the address can             

Dep Unavailable Level of deprivation cannot be assigned as the individual's address has not been recognised.

Other Children enrolled on the NIR of any ethnicity except Maori, Pacific, Asian or New Zealand Euro        

No. Eligible The number of children who turned the milestone age during reporting period.R
eleased under the O

fficial Inform
ation A

ct 1982



AGE (5 YEARS OF AGE) 
1ding 30-June-2018) 

Provisional figures 

l-Sep-2018 and who have completed their age appropriate immunisations 

Coverage figures include Pneumococcal vaccine 

Pacific Asian Other 

% previous 
Change 

% current % previous 
Change 

% current % previous 
Change quarter quarter quarter quarter quarter 

82.3% 2.5% 89.5% 86.4% 3.1% 75.3% 75.3% 0.0% 

82.4% 25% 85.7% 77.6% 8.1% 67.1% 60.0% 7.1% 

90.0% 4 4% 93.8% 94.4% -0.6% 75.5% 76.6% -1.2% 

95.5% -1.2% 94.9% 93.3% 1.6% 83.8% 86.3% -2.4% 

91.6% 0.3% 93.3% 93.9% -0.5% 80.4% 88.4% -8.1% 

90.9% 1.2% 96.9% 96.8% 0.1% 78.1% 100.0% -21.9% 

93.1% -8.0% 90.7% 89.2% 1.5% 92.9% 81.5% 11.4% 

100.0% -6.7% 84.6% 63 2% 21.5% 69.6% 77.8% -8.2% 

88.0% 2.3% 90.7% 94.4% -3.7% 81.6% 81.8% -0.2% 

83.3% 4.2% 88.0% 92.0% -4.0% 67.6% 78.8% -11 .2% 

95.2% 4.8% 81 .3% 81.8% 0.6% 73.1 % 76.9% -3.8% 

100.0% 0.0% 100.0% 83.3% 16.7% 75.0% 73.3% 1.7% 

90.6% 3.7% 94.0% 93.3% 0.7% 71 8% 90.5% -18.8% 

100 0% 0.0% 100.0% 57.1% 42.9% 66.7% 66.7% 0.0% 

100 0% 0.0% 82.8% 85.0% -2.2% 71.4% 66.7% 4.8% 

89.0% -6.0% 90.2% 90.1% 0.1% 72.4% 65.1% 7.4% 

33.3% 16.7% 66.7% 100 0% -33.3% 85.7% 87.5% -1 .8% 

81 .8% 4.2% 90.4% 91.0% -0.6% 76.7% 71.4% 5.3% 

100.0% 0.0% 33.3% 100.0% -66.7% 8.3% 20.0% -11 .7% 

75.0% -8.3% 81.8% 87.5% -5.7% 72.7% 70.0% 2.7% 

88.7% 0.9% 91 .2% 90.4% 0.8% 75.4% 76.6% -1.1% 

Dep 7-8 Dep 9-10 Dep Unavailable 

% previous 
Change 

% current % previous 
Change 

% current % previous 
Change quarter quarter quarter quarter quarter 

84.2% 0.0% 77.8% 75.9% 1.9% 93.6% 92.0% 1.7% 

70.9% 13.2% 76.4% 74.7% 1.8% 82.2% 87.4% -5.1% 

92.3% -0.8% 95.3% 92.0% 3.3% 94.6% 98.0% -3.4% 

91 .5% -3.7% 90.8% 90.6% 0.2% 91.8% 92.8% -1 .0% 

91 .7% -2.9% 90.1% 88.1% 2.0% 86.8% 88.4% -1 .6% 

92.2% -1.7% 92.6% 90.3% 2.3% 95.1% 93.8% 1.4% 

90.6% 4.6% 86.5% 90.2% -3.7% 96.4% 100.0% -3.6% 

82.7% 3.0% 76.7% 81 .3% -4.6% 81 .0% 81.8% -0.9% 

92.6% -3.5% 91 .8% 90.2% 1.6% 95.5% 100.0% -4.5% 

93.9% -6.7% 77.8% 82.1% -4.4% 84.1% 82.1% 2.0% 

82.0% 1.7% 85.1% 85.1% 0.0% 91 .3% 79.2% 12.1% 

90.9% -7.1% 93.8% 100.0% -6.3% 100.0% 100.0% 0.0% 

94.5% -2.8% 87.7% 92.1% -4.4% 92.0% 88.6% 3.4% 

91.2% 2.9% 93.2% 85.9% 7.3% 0.0% 0.0% 0.0% 

89.4% 3.1% 83.3% 92.4% -9.1% 94.3% 86.7% 7.6% 

86.6% 0.3% 81.1% 79.6% 1.4% 89.1% 92.1% -2.9% 

92.1% -1.6% 82.4% 95.5% -13.1% 100.0% 0.0% 100.0% 



83.2% 1.3% 83.2% 82.0% 1.3% 85.8% 85.2% 

91.3% -9.2% 56.0% 65.2% -9.2% 50.0% 100.0% 

93.0% -2.1% 90.1% 860% 4.1% 100.0% 100.0% 

87.9% -0.2% 85.7% 84.8% 0.8% 89.5% 90.0% 
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-0.5% 

of Health has taken al reasonable steps to ensure that the information contained in 
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IMMUNISATION COVERAGE AT MILESTONE AGE (5 YEARS OF AGE) 
Reporting Period: Three-month period ending 30-~2018 

Ato<irtn.n<re1e:aa-o:t-201s Provis io nal fig ures -nie repa1 mea&ul'ff tne nl.Wd:ler ot crt1renwno turneo tne m le6'Xlf'le age ot s yearg, ber6'Hfl 01-Ju1-201s ano ~sep.-2018 ano Wl)O nave coq>1eteC1 ~age 
ill!Pfopfta:e tnml.1'116.-:IM6 Dy tne time tney ti.rneo ltle mlKtCl'le age. 

Coverage figures inc lude Pneomococcal vaccine 
.. MUNlSATION COVERAGE BY PRIORITTSED ETHNICITY 
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Sent by: Rachel 
Webber/MOH

07/12/2017 02:40 p.m.

To: Pat Tuohy/MOH@MOH, Rayoni Keith/MOH@MOH, 
cc: Caitlin Leonard/MOH@MOH, 

bcc:

Subject: November imms results

Hi

I was hoping that this quarter would show some improvement for 8-month imms, given that Q2 is 
normally our strongest quarter, but it isn't looking too great so far. 

Taking a close look over the last 3 months you can see that the best results were at the beginning of 
October, which is actually the imms data for September, so won't be included in this quarter's results.

Data for November alone are back down to 91.9%. Let's hope there is a big push in December.   

For the three-month period ending 30 Nov:

overall coverage at age 8 months is 92.35%

- Māori coverage has increased slightly back up to 88.3%

- no DHBs are at target but 4 are very close

- BOP still at 87% -  EBPHA continues to perform poorly (see dot graph)
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- Tairawhiti has slightly improve to 87%

- Waikato has increased slightly to 90.6%

overall coverage at age 24 months is 92.2%

overall coverage at age 5 years is 88.9%

Immunisation Monthly Summary DHB level Coverage by eth and dep_07Dec2017_133155.xlsxImmunisation Monthly Summary DHB level Coverage by eth and dep_07Dec2017_133155.xlsx

Coverage Trend Graphs_1 December 2017.xlsCoverage Trend Graphs_1 December 2017.xls

Cheers
Rachel

Rachel Webber
Senior Advisor Immunisation (School-based Immunisation)
System Outcomes
Service Commissioning
Ministry of Health
DDI: 04 816 2664
Mobile:  (not available Tuesdays and Thursday mornings) 

http://www.moh.govt.nz
mailto:Rachel_Webber@moh.govt.nz

Please note that I work four days per week and am not usually available on Tuesdays

s 9(2)(a)
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IMMUNISATION COVERAGE AT MILESTONE AGE (5 YEARS OF AGE) 
Reporting Pertod: Three-month ptfiod encing 30-Nov-2017 

Atoortn.l'l<f'*'=OH>e:·2Dt7 Provisional figures • nie repa1 mea&ul'ff tne nl.Wd:ler ot crt1renwno turneo tne m le6'Xlf'le age ot s yearg, ber6'Hfl 01-sep-2011 ano » Nov--2011 ano wno nave ccmpieteo ~age 
ill!Pfopfta:e tnml.1'116.-:IM6 Dy tne time tney ti.rneo ltle mlKtCl'le age. 

Coverage figures include Pneumococcal vaccine 
.. MUNlSATION COVERAGE BY PRIORITTSED ETHNICITY 
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Sent by: Rachel 
Webber/MOH

23/11/2018 01:53 p.m.

To: Hilda Fa'asalele/MOH@MOH, Pat Tuohy/MOH@MOH, Chris Millar/MOH@MOH, 
Jane Chambers/MOH@MOH, 

cc: Lea Ketu'u/MOH@MOH, 
bcc:

Subject: Childhood immunisation results October

Hello

Apologies for the delay. Please find attached the childhood immunisation results for October.

Immunisation at age 8 months is slightly down on September, with coverage of 91.0% versus 91.4% in 
September. The decrease is mainly due to an increase in children being Missed. Declines and Opt-offs 
are 5.4%.
Maori and Pacific coverage are essentially unchanged (85.4% and 93.9%, respectively)

Immunisation at age 2 years is essentially unchanged (90.8%, Māori 86.7% and Pacific 93.8%).

Immunisation at age 5 years is also still largely the same (88.1%, Māori 85.4%, Pacific 89.1%). 

 

Immunisation Quarterly declines-opt-off summary by DHB_31 Oct 2018.xlsxImmunisation Quarterly declines-opt-off summary by DHB_31 Oct 2018.xlsx

Immunisation Quarterly Summary DHB level Coverage_31 Oct 2018 xlsxImmunisation Quarterly Summary DHB level Coverage_31 Oct 2018 xlsx

Cheers
Rachel

Rachel Webber
Senior Advisor Immunisation
Population Health and Prevention
Ministry of Health
DDI: 04 816 2664
Mobile: (not available Tuesdays and Thursday mornings) 

http://www.moh.govt.nz
mailto:Rachel_Webber@moh.govt.nz

Please note that I work four days per week and am not usually available on Tuesdays

s 9(2)(a)
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IMMUNISATION COVERAGE: RATES OF DECLINES AND OPT-OFFS AT MILESTONE AGE (S 
YEARS Of AGE) 

Reporting Period: Three-month period ending 31-0ct-2018 
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IMMUNISATION COVERAGE AT MILESTONE AGE (5 YEARS OF AGE) 
Reporting Period: Three-month period ending 31-0e-t·2018 

Provis io nal f ig ures -nie repa1 mea&ul'ff tne nl.Wd:ler ot crt1renwno turneo tne m le6'Xlf'le age ot s yearg, ber6'Hfl 0 1-Aug-2018 ana J t-0Ct·2018 ano vmo haYe ccmpieteo trier age 
ill!Pfopfta:e tnml.1'116.-:IM6 Dy tne time tney ti.rneo ltle mlKtCl'le age. 

Coverage figures inc lude Pneomococcal vaccine 
.. MUNlSATION COVERAGE BY PRIORITTSED ETHNICITY 
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CHANGE IN IMMUNISATION COVERAGE AT MILESTONE, 
Current quarter (ending 31-0ct-2018) versus previous quarter (e 
Report run date: 23-Nov-2018 

The report measures the number of children who turned the milestone age of 5 years between 01-Aug-2018 and~ 
by the time they turned the milestone age.This is compared to the same measure in the previous quarter. 

IMMUNISATION COVERAGE BY PRIORITISED ETHNICITY 

I' 
I; 

DHB Area Total NZE Maori 
1 ~ 

1--~ % current % previous 
Ch..-ige % rurrent % previous Change % current % previous 

Change % current 
quarter quarter quarter quarter quarter quarter quarter 

Auckland 86.7% 86.7% 89.3% 89.3% 80.3% 80.3% 86.2% 

Bay of Plenty 79.9% 79.9% 86.3% 86.3% 74.7% 74.7% 72.7% 

Canterbury 92.3% 92.3% 94.5% 94.5% 91 .6% 91.6% 91.3% 

Capital & Coast 89.8% 89.8% 90.2% 90.2% 87.8% 87.8% 92.8% 

Counties Manukau 906% 90.6% 89.4% 89.4% 86.4% 86.4% 92.4% 

Hawkes Bay 925% 92.5% 93.8% 93.8% 92.1% 92.1% 91.7% 

Hutt Valley 90.9% 90.9% 94.3% 94.3% 89.4% 89.4% 83.6% 

Lakes 80.9% • 80.9% 830% 83.0% 78.7% 78.7% 80.0% 

Midcentral 90.1% ; 90.1% 92.8% 92.8% 91 .2% 91.2% 90.3% 

Nelson Martborough 89.5% 89.5% 92.2% 92.2% 89.7% 89.7% 90.9% 

Northland 83.0% 83.0% 83.6% 83.6% 83.7% 83.7% 84.6% 

South Canterbury 91 .5% 91 5% 90.6% 90.6% 100.0% 100.0% 100.0% 

Southern 91.4% 91.4% 94.6% 94.6% 91 .3% 91.3% 90.0% 

Tairawhiti 92.7% 92.7% 95.1% 95.1% 92.9% 92.9% 100.0% 

Taranaki 88.4% 88.4% 91.9% 91 .9% 83.2% 83.2% 100.0% 

Waikato 86.1% 86.1% 88.5% 88.5% 83.1% 83.1% 84.5% 

Wairarapa 91 .8% 91.8% 90.9% ' 90.9% 97.8% 97.8% 66.7% 

Waitemata 85.4% 85.4% 86.8% . /. 86.8% 80.0% 80.0% 84.5% 

West Coast 75.8% 75.8% 89.3% - I 89.3% 100.0% 100.0% 100.0% 

Whanganui 88.9% 88.9% 94.9% 94.9% 87.1% 87.1% 77.8% 

National 88.1% 88.1 % 90.5% 90.5% 85.4% 85.4% 89.1 % 

IMMUNISATION COVERAGE BY LEVEL OF DEPRIVATION 0 'A 

DHB Area Dep 1-2 Dep 3-4 Dep 5-6 

% current % previous 
Ch..-ige % rurrent % previous 

Change 
% current % previou 

Change % current 
quarter quarter quarter quarter quarter qua rte quarter 

Auckland 90.5% 90.5% 88.2% 88.2% 88.7% 88.7% 85.6% 
Bay of Plenty 82.1% 82.1% 800% 80.0% 82.3% 82.3% 81.9% 

Canterbury 86.4% 86.4% 95.6% 95.6% 95.0% 95.0% 902% 

Capital & Coast 93.5% 93.5% 85.6% 85.6% 88.3% 88.3% 85.0% 

Counties Manukau 90.6% 90.6% 91.9% 91 .9% 88.5% 88.5% 89.9% 

Hawkes Bay 90.6% 90.6% 91.0% 91 .0% 92.7% 92.7% 90.9% 

Hutt Valley 91.4% 91.4% 94.9% 94.9% 92.5% 92.5% 92.7% 

Lakes 88.7% 88.7% 83.8% 83.8% 71 .1% 71 .1% 81.6% 

Midcentral 95.7% 95.7% 89.5% 89.5% 89.4% 89.4% 87.0% 

Nelson Marlborough 92.1% 92.1% 96.8% 96.8% 85.4% 85.4% 88.2% 

Northland 100.0% 1000% 80.8% 80.8% 84.8% 84.8% 81.9% 

South Canterbury 93.3% 93.3% 88.0% 88.0% 97.1% 97.1% 86.8% 

Southern 92.3% 92.3% 94.3% 94.3% 93.1% 93.1% 90.7% 

Tairawhiti 100.0% 1000% 92.9% 92.9% 90.5% 90.5% 95.2% 

Taranaki 83.3% 83.3% 90.8% 90.8% 86.3% 86.3% 89.6% 

Waikato 88.4% 88.4% 86.7% 86.7% 87.3% 87.3% 86.9% 

Wairarapa 92.0% 920% 89.7% 89.7% 96.8% 96.8% 95.0% 



Waitemata 85.1% 85.1% 86.7% 86.7% 86.4% 86.4% 83.3%
West Coast 87.5% 87.5% 75.0% 75.0% 94.7% 94.7% 90.5%
Whanganui 81.0% 81.0% 87.1% 87.1% 91.1% 91.1% 93.8%
National 89.3% 89.3% 89.5% 89.5% 88.6% 88.6% 87.3%

KEY

Fully Immunised for 
Age

Other Children enrolled on the NIR of any ethnicity except Maori, Pacific, Asian or New Zealand Euro        

No. Eligible The number of children who turned the milestone age during reporting period.

The information contained in this report has been derived from the National Immunisation Register database. While the Ministry               
this report is accurate and complete, it accepts no liability or responsibility for the manner in which the information is used or sub   

The number of eligible children who had completed all of their age appropriate immunisations b        

Dep Deprivation - the average socioeconomic deprivation of an area. An individual's address is mat                 
deprivation, Dep 9-10 the greatest level of deprivation. 

National The total number of eligible children including the number of individuals where the address can             

Dep Unavailable Level of deprivation cannot be assigned as the individual's address has not been recognised.
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AGE (5 YEARS OF AGE) 
nding 31-0ct-2018) 

Provisional figures 

11-0ct-2018 and who have completed their age appropriate immunisations 

Coverage figures include Pneumococcal vaccine 

Pacific Asian Other 

% previous 
Change 

% current % previous 
Change 

% current % previous 
Change quarter quarter quarter quarter quarter 

86.2% 89.6% 89.6% 77.8% 77.8% 

72 7% 88.6% 88.6% 65.3% 65.3% 

91 3% 95.1% 95.1% 77.7% 77.7% 

92.8% 91.4% 91.4% 85.6% 85.6% 

92.4% 94.0% 940% 84.7% 84.7% 

91 .7% 95.0% 
~ 

950% 83.3% 83.3% 

83.6% 93.3% 7 _ 93.3% 82.5% 82.5% 

80.0% 84.0% ~) 840% 81.8% 81 .8% 

90.3% 86.7% ~,; 86.7% 76.4% 76.4% 

90.9% 86.2% 86.2% 73.9% 73.9% 

84.6% 80.0% 80.0% 71.0% 71 .0% 

100.0% 100.0% 100.0% 77.8% 77.8% 

90.0% 90.9% 90.9% 70 9% 70.9% 

100.0% 100.0% 100.0% 62.5% 62.5% 

100.0% 92.3% 92.3% 68.4% ~ 68.4% 

84.5% 91 .2% 91.2% 77.0% ~v 77.0% 

66.7% 75.0% 75.0% 83.3% '""" 83.3% 

84.5% 91.4% 91.4% 74.2% '-"' 74.2% 

100.0% 66.7% 66.7% 21.1% - oc- 21 .1% 

77.8% 83.3% 83.3% 66.7% 66.7% 

89.1% 91.6% 91.6% 76.0% 76.0% 

Dep 7-8 Dep 9-10 Dep Unavailable 

% previous 
Change 

% current % previous 
Change 

% current % previous 
Change quarter quarter quarter quarter quarter 

85.6% 80.5% 80.5% 91.2% 91 .2% 

81 .9% 73.7% 73.7% 83.5% 83.5% 

90.2% 93.5% 93.5% 95.2% 95.2% 

85.0% 90.4% 90.4% 93.0% 93.0% 

89.9% 90.9% 90.9% 90.9% 90.9% 

90.9% 94.0% 94.0% 95.7% 95.7% 

92.7% 86.0% 86.0% 88.9% 88.9% 

81 .6% 77.9% 77.9% 85.7% 85.7% 

87.0% 87.4% 87.4% 96.3% 96.3% 

88.2% 88.9% 88.9% 82.6% 82.6% 

81 .9% 81.7% 81.7% 78.3% 78.3% 

86.8% 94.1% 94.1% 100.0% 100.0% 

90.7% 84.7% 84.7% 88.7% 88.7% 

95.2% 90.5% 90.5% 0.0% 0.0% 

89.6% 87.7% 87.7% 93.5% 93.5% 

86.9% 83.4% 83.4% 860% 86.0% 

95.0% 81.0% 810% 100.0% 100.0% 



83.3% 83.9% 83.9% 85.9% 

90.5% 46.4% 46.4% 100.0% 

93.8% 87.5% 87.5% 100.0% 

87.3% 85.8% 85.8% 89.3% 

)Y the time they turned the milestone age. 

ched to the level of deprivation for that area. Dep 1-2 has the lowest level of 

not be assigned to a DHB, as individual's address has not been recognised. 

1pean Includes European, African, Middle Eastern, Latin American/Hispanic. 

85.9% 

100.0% 

100.0% 

89.3% 

of Health has taken al reasonable steps to ensure that the information contained in 
1sequently relied on. 
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Scoping brief for research on improving immunisation coverage for 
Māori infants  
 
Objective 
Immunisation coverage rates for Māori infants have dropped significantly since early 2017. While 

there is anecdotal evidence for a number of contributory factors, we lack concrete evidence on what 

has caused the drop in coverage or how it can be addressed.  

We are seeking to address three main questions: 

• what has changed since early 2017 that has caused the drop in Māori infant immunisations 

rates 
• how can we improve Māori infant immunisation rates 
• how can we build resilience into the system to avoid future drops in Māori infant 

immunisation rates.     

Achieving high immunisation rates for Māori infants will require a fresh perspective and a stronger 

consumer voice in order to identify and address any systemic issues and deliver better services to all 

New Zealanders. 

The aim of this paper is to identify what information is already available from previous research on 
factors that support or hinder high immunisation coverage for Māori children, identify any gaps in 

our understanding of this area, and identify the next steps. It is not intended that this paper identify 

all available research, but rather identifies those areas where there is robust knowledge and those 

areas where there are knowledge gaps. 

   

Problem definition 
In 2017/18, the national health target was 95 percent of children being fully immunised by eight 

months. Performance measures also aim for 95 percent immunisation coverage at ages 2 and 5 

years. High levels of immunisation coverage are important to protect individuals and/or the 

community from vaccine-preventable diseases.  

In 2015 and 2016, overall infant immunisation coverage measured at age 8 months averaged 93 
percent, while coverage for Māori infants averaged 91 percent. 

Since the start of 2017, infant immunisation rates have decreased significantly, particularly for 

Māori. For the quarter ending 30 June 2018, overall immunisation rates were 91 percent and Māori 
immunisation rates were 86 percent at age 8 months (see Figure 1). The equity gap of 5 percent is 

the worst it has been since 2013.  

While there has also been a decrease in coverage for those in higher deprivation, this alone does not 

account for the change in Māori coverage as coverage for those in Dep 9-10 was 89 percent at 30 

June 2018 (Figure 1).  In fact, older research showed that Māori ethnicity remained a risk factor for 

low immunisation coverage even after controlling for socioeconomic deprivation.[1] Also, high 

immunisation coverage is achieved for Pacific infants despite socioeconomic disadvantage.    
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Timeliness of immunisation is a pa ticular issue for the Māori population. At age 6 months, only 61 

percent of Māori infants are fully immunised compared with 78% of the total population and 82% of 

New Zealand Europeans.    

It is important to note that the vast majority of Māori families have confidence in immunisations and 

their children are fully immunised; for instance the evaluation of the implementation of the 

introduction of the varicella vaccine in 2017 found that 82% of Māori and Pacifica families were 

confident or very confident in their child receiving the varicella vaccine. This paper focuses on the 
less than 20 percent of Māori families who are late for, delay or decline immunisation, 

acknowledging that this group will be heterogeneous with different beliefs, motivating factors and 

barriers.  

Policy context 
As a population group, Māori have on average the poorest health status of any ethnic group in New 

Zealand,[2] and are at greater risk than New Zealand Europeans for some vaccine-preventable 

diseases. For instance, the age standardised rate of invasive pneumococcal disease is 4-times higher 
for Māori than European people.[3] While Māori do not have a higher incidence of pertussis in 
general, they are greatly over-represented in cases of children requiring hospitalisation for pertussis 

(i.e. Māori are at higher risk of more severe disease).[4] The risk of infectious disease hospitalisation 

is 1.5 times higher for Māori infants compared with European infants.[5]  

Immunisation is effective in reducing these inequities if good coverage is achieved. Hospitalisation 

rates for invasive pneumococccal disease (IPD) have decreased proportionally more for Māori and 

Pacific infants since the introduction of the PCV vaccine; between 2006 and 2015 IPD hospitalisation 

decreased by 80% for Māori children.[6]     

Achieving good immunisation coverage for Māori infants is essential to achieving the Increased 

Immunisation Health Target. Work in this area will remain pivotal to delivering on the Government’s 

key priorities of equity and child wellbeing.  
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The framework within which our strategies to improve Māori immunisation coverage will be 

identified,  prioritised and actioned will draw on many of the themes of the New Zealand health 

strategy, including “people powered” (understanding needs and preferences, improving health 

literacy) and “closer to home” (integrating  health services).    

 
Barriers to Immunisation for Māori children and families 
An informal review of research was undertaken into the barriers to immunisation for Māori children 

and their families.  This review was non-systematic and, due to time constraints, was not exhaustive. 

However, a saturation point did appear to be reached where no significantly different or new 

informa ion was being gained by continuing to review additional pieces of research. This is a living 

document and it is anticipated that additional information will be added as this document is 

reviewed by different stakeholders.    

The barriers to immunisation that have been identified by research in New Zealand is summarised in 

Table 1. Of note, much of the research included Māori participants, but was not done exclusively in 

Māori, and many asked providers about their perceptions of barriers rather than asking Māori 

families themselves.  Details of some of the most relevant research are summarised in Appendix 1.  

 

Organisational and structural issues 
Older New Zealand research may be of limited value because of the work that has been done to 

improve immunisation coverage in the last decade. Nevertheless, work based on data from 2002 to 

2013 found that practice-level factors supporting higher immunisation coverage and timeliness 

included lack of socioeconomic deprivation, younger age at practice registration, good 

data/information management (NIR and Practice Management Systems), and lack of staff 

shortage.[7-10] High immunisation coverage is also supported by well-supported by staff with 

dedicated time for immunisation, feeling confident and knowledgeable to discuss immunisation with 

families, and good engagement with children/families. [11-13] 

 

Gaps in our understanding 
This review identified the following: 

• There appears to be a lack of Māori-led research 
• While there has been a range of research done from the provider perspective, less has been done 

that directly captures the Māori consumer voice 
• The research available identifies a range of barriers to immunisation for Māori child en and 

families, but doesn’t provide answers on which of these barriers are most important. 
• The available research also does not answer what has changed in terms of these barriers, or 

other issues, in the last 18 months that has caused the recent drop in immunisation coverage. 
• Very few solutions have been investigated other than testing of communication messages (see 

Appendix 2).  
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Table 1. Summary of barriers to immunisation for Māori infants and children from New Zealand research 

Barrier Streng
th of 
eviden
ce 

Sources Comments 

Socioeconomic barriers 
Transport cost/access *** 

 
 

• NZ Health Su vey (2016-17)[2] 
• Focus groups (2010)[14] 
• Audience research pregnant women (2015)[15] 
• DHB Feedback (2017/18) x 4 
• Family Start provider survey (2017) 
• Delayers audience research (2013)[16] 
• Decliners audience research (2011) [17  
• Literature review[18] 
• Practice-level research[10] 

• The NZ Health Survey showed that Māori (adults and children) are 
1.5 to 3-times more likely than non-Māori to have an unmet need 
for a GP or After Hours medical services due to a lack of transport. 
[2] 

• Almost all Family Start providers identified transport as an issue.  
• Some DHB feedback is that it is not a major issue.   
• OIS addresses the transport barrier but cost and capacity issues 

limit how much these services can be expanded. 

Cost: debts at practice 
or made to pay for 
appointment 

*** • Focus groups (2010)[14] 
• DHB feedback x 3 
• Audience research pregnant women (2015)[15] 
• Family Start provider survey (2017) 
• Delayers audience research (2013)[16] 

• Immunisation is free but practices continue to confront families 
about debt despite MoH policy that this is not acceptable. 

• An anecdotal report from one DHB estimated that around one-
third of the Māori families with their outreach service have said 
that are not comfortable attending a general practice because of 
debts and feeling judged.    

• Some practices may charge if the doctor is seen rather than a 
nurse immunising   

Housing 
insecurity/transiency 

** • DHB Feedback (2017/18) x 8 
• Family Start provider survey (2017) 
• Delayers audience research (2013)[16] 
• Practice-level research[10] 

• Includes homelessness, temporary accommodation, transiency 
• For those affected, it is a significant barrier to immunisation.  
• DHB feedback is that the housing situation is much more difficult 

now than previously. Requires more use of OIS and more time to 
find the families     

Families in 
crisis/complex 
lives/competing 
priorities 

** • DHB Feedback (2017/18) x 3 
• Family Start provider survey (2017) 
• Delayers audience research (2013)[16] 
• Practice-level research[10] 

• Chaotic, complex lives – may be driven at least partly by poverty 
and for some families substance abuse and violence 

• Likely to interact with, and be difficult to disentangle from, other 
barriers 

Cultural appropriateness and provider relationships 
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Access to and 
relevance of 
immunisation 
information 

*** • Focus groups (2010)[14] 
• Audience research pregnant women (2015)[15] 
• DHB Feedback (2017/18) x 2  
• Family Start provider survey (2017) 
• Delayers audience research (2013)[16] 
• Decliners audience research (2011)[17]  
• Focus groups/interviews (Māori/non-Māori-2002)[19] 
• Literature review[18] 
• Practice-level research[10] 

• Includes low health literacy, information not being accessible or 
relevant 

• An example is the audience research for pregnant women. Most 
Māori women said they were not provided with information about 
immunisation in pregnancy from their LMC, and they would have 
immunised if they had been provided with information about the 
benefits of immunisation. 

• The audience research on delayers found that there was little or 
no understanding of the importance of immunising at the 
recommended ages or the consequences of not immunising on 
time.  Most parents considered immunisation to be important, but 
there was a lack of urgency re timeliness. 

Lack of comfort/ 
general practice 
culturally 
inappropriate 

*** • Focus groups (2010)[14] 
• DHB Feedback (2017/18) x 3 
• Delayers audience research (2013)[16] 
• Decliners audience research (2011)[17  
• Focus groups/interviews (Māori/non Māori 2002)[19] 
• Literature review[18] 

• The initial greeting and attitude/manner of the receptionist is key 
(need to be welcoming and friendly, pronounce names correctly) 

• Waiting room needs to be welcoming and reflect themes of 
whanau, whakapapa and mana.  

• Needs not met (e.g. told not to breastfeed or not allowed to hold 
baby during immunisation, don’t feel comfortable at practice) 

Bad previous 
experience with 
practice staff/GP 

*** • Focus groups (2010)[14] 
• DHB Feedback (2017/18) x 3 
• Delayers audience research (2013)[16] 
• Decliners audience research (2011)[17] 
• Focus groups/interviews (Māori/non-Māori-2002)[19] 
• Literature review[18] 

• Māori women have reported that they don’t feel empowered or 
listened to. Feel belittled and intimidated. 

• Especially young Mums say they are “made to feel stupid” 
• Breakdown of relationship with social worker can also affect 

consent for children in care.  

Other * • Focus groups/interviews (Māori/non-Māori-2002)[19] 
• Focus groups (2010)[14] 
• DHB Feedback (2017/18) x 2 

• Unwillingness to engage with any authority/living “under the 
radar”/worried about CYPS/WINZ etc 

• Reluctance to be “told what to do by health experts”/ 
authoritarianism 

• Sense of distrust/suspicion of the doctor or nurse’s agenda 
Service delivery barriers 
Lack of flexibility of GP 
model 

*** • DHB Feedback (2017/18) x 4 
• Family Start provider survey (2017) 
• Literature review[18]  
• Delayers audience research (2013)[16] 

• Includes GP hours don t suit, GP’s books closed, unable to get an 
appointment when needed, want to be able to attend for 
immunisations within an appointment. 

• Note that offering immunisations in After Hours may not work for 
Māori families. Māori adults are around 20% less likely to go to 
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After Hours medical services than non-Māori (mainly due to cost), 
and are 1.5 time more likely to go to ED than non-Māori. While 
not statistically significant, similar trends are seen for Māori 
children.[2]  

Preference for home 
visits/outreach 

*** • DHB Feedback (2017/18) x 2 
• Family Start provider survey (2017) 
• Delayers audience research (2013)[16] 
• Decliners audience research (2011) [17] 
• Focus groups/interviews (Māori/non-Māori-2002)[19] 

• Some Māori report that they feel more comfortable at home, and 
it is easier than going to the practice when you have a lot of 
children.  

• Can be seen as an opportunity for manaaki (to have a cup of tea 
and get to know the nurses)[17] 

• From the Delayers audience research it was found that some 
Māori parents had had previous bad experiences at the practice 
and  had a strong preference for their infants to be immunised in 
more family supportive environments 

• Note that the reverse is true for many Pacific families who feel 
uncomfortable with unknown people coming into their homes, so 
they prefer clinics 

Unable to get time off 
work/time constraints 

*** • Audience research pregnant women (2015)[15] 
• Focus groups (2010)[14] 

 

Difficulty arranging 
childcare/reluctant to 
bring other children to 
GP 

*** • Audience research pregnant women (2015)[15  
• Focus groups (2010)[14] 
• DHB feedback (2017/18) x 1 
• FS provider survey 
• Delayers audience research (2013)[16] 
 

• May be reluctant to bring other children to the practice, or find 
the situation difficult to manage 

• May not want to expose children to germs at the practice 

Immunisation concerns 
Anxiety about pain of 
injection for the 
child/immunisation is a 
distressing experience 

*** • Focus groups (2010)[14] 
• Delayers audience research (2013)[16] 
• Decliners audience research (2011) [17] 
• Focus groups/interviews (Māori/non-Māori-2002)[19] 

Not specific to Māori 

Concern over 
ingredients of 
vaccines/safety 

*** • Focus groups (2010)[14] 
• DHB Feedback (2017/18) x 5 
• Family Start Provider Survey (2017) 
• New Zealand Attitudes and Values Study survey 

(2013-14) [20] 
• Delayers audience research (2013)[16] 

• Concern over aluminium, formaldehyde 
• Autism myth still around 
• A study using data from the New Zealand Attitudes and Values 

Study looked at a large number of variables, and found that lower 
education and being of Māor  ethnicity showed the strongest 
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• Decliners audience research (2011) [17] 
• Focus groups/interviews (Māori/non-Māori-2002)[19] 

association with decreased confidence in childhood vaccine 
safety.[20] 

Don’t immunise 
because baby is unwell 

*** • DHB Feedback (2017/18) x 1 
• Family Start provider survey (2017) 
• Delayers audience research (2013)[16] 
• Decliners audience research (2011) [17] 

• Includes family decision to not immunise and practice/GP advice 
to not immunise because child is unwell (anecdotal feedback that 
practices/GPs don’t follow Immunisation Handbook guidelines 
that children with non-serious illness can be immunised) 

• Many Family Start providers identified this as an issue.  
Anti-immunisation 
Anti-immunisation 
influence of social 
media 

*** • Audience research pregnant women (2015)[15] 
• DHB Feedback (2017/18) x 3 
• GSK media analysis (Insentia; 2017) 

• There are strong anti-immunisation views on social media while 
pro-immunisation views are less obvious. 

• The GSK/Insentia analysis showed a massive increase in discussion 
of immunisation in media around Vaxxed and Dr Lance O’Sullivan 
protest. While the huge majority was positive, the increase in 
“noise” can immobilise decision making.  

Own anti-
immunisation view or 
influence from other 
family members (esp 
Nan/father) 

*** • DHB Feedback (2017/18) x 2 
• Family Start provider survey (2017) 
• Decliners audience research (2011) [1 ] 
• Focus groups/interviews (Māori/non-Māori 2002)[19] 
• Practice-level research[10] 

• Nans have a very strong influence 
• DHB feedback is that there is increasing resistance from fathers. 
 
“Recognising the importance of whanau for Maori in decision-making is 
essential to support the uptake of the immunisation schedule by Maori 
parents. It is important to link immunisation messages to the family 
group in a way that does not blame or use guilt. Messages that 
position children as the centre of the family (its taonga or treasure) and 
st ess the importance of the wellness of children for the family, may be 
more effective with Maori parents.”[19]   

Preference for 
natural/Māori 
medicine 

* • DHB Feedback (2017/18) x 2 Quote rom DHB “In earlier years Nan’s supported immunisation but 
this appears to have back-tracked with a real suspicion around what 
vaccines (ingredients) are going to do to their mokopuna. We are often 
told they are looking at Maori homeopathic medicine.” 

Don’t see need for 
immunisations/compla
cency 

*** • Audience research pregnant women (2015)[15] 
• DHB Feedback (2017/18) x 2 
• Decliners audience research (2011)[17] 
• Focus groups/interviews (Māori/non-Māori-2002)[19] 
• Practice-level research[10] 
 

• Don’t see the serious diseases around anymore. Perceive the 
diseases as rare or mild, or irrelevant to their children 

•  “Back in the day my ancestors didn’t have immunisations” 
• “If you get a disease, you just suffer and get over it” 
• Note however that the Delayer Audience Research found that 

Māori were in fact more likel  to take disease seriously because 
they were more likely to have first hand experience of 
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illness/death from disease.[16] Is this something that is lessening 
over time as younger generations have not witnessed disease?     

Midwife discouraging 
of immunisation 

* • DHB Feedback (2017/18) x 3  

Lack confidence in 
effectiveness of 
immunisation 

* • Decliners audience research (2011) [17]  

*** Evidence is available from multiple sources, includes direct evidence from the target group. 

** Evidence is from limited sources, or is indirect (e.g. vaccinator opinion)   

* Anecdotal evidence only.    
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Moving Forward 
This analysis of research shows that there is little to be gained from further research on the barriers 

to immunisation for Māori, with the possible exception of gaining further understanding of what has 

changed in the last 18 months. IMAC is about to start a provider survey that will ask providers to 

prioritise which barriers to immunisation are the most important, and what has changed in the last 

18 months. However, this research is not focussed on Māori and is not gathering information from 

the consumers themselves. 

Any future research needs to focus on solutions.  

Tim Corbett (ThinkSpace) carried out research that identified the importance of improving the level 

of comfort for whanau presenting to general practice for immunisation, and he recommended 

making  im rovements through proactive whanau-based communication and service enhancement 
approaches.[18] While these recommendations have been shared with DHBs, there may be more 

work that can be done to implement the recommendations. 

However, it is likely that significant progress will not be made for immunisation coverage for Māori 

children unless we consider the bigger picture that includes resourcing within the health sector and 

the wider social determinants of health and engagement with the health sector. For instance, in 
2013 the University of Auckland carried out an intervention study with 10 general practices with low 
infant immunisation coverage and a higher than average Māori patient population.[10] The study 

identified the barriers to high immunisation coverage for each practice and developed a customised 

action plan for those practices in the intervention group and additional support. Action plans 

included 11 to 21 strategies per practice, including actions aimed at improving processes at the 

practice, engagement with parents and/or partnership development with local service providers. 

The complexity of addressing low immunisation coverage was evident in this study. Only some of the 

proposed actions were implemented, and there was no discernible effect on infant immunisation 

coverage. Barriers to change included already demanding staff workload, competing priorities for 

staff, and lack of buy-in.  

There is a clear gap of Māori-led research on immunisation in recent years. There appears to have 

been a failure to work in partnership with Māori to identify the community’s priorities and develop 

strategies for improving immunisation services, as required under the Treaty of Waitangi. The health 

sector is currently the subject of an inquiry by the Waitangi Tribunal. One of the claimants Simon 
Royal, chief executive of the National Hauora Coalition, has said "The government in many respects 
needs to get out of the way of Māori - allow us to develop solutions for ourselves rather than making 
decisions based on what they think is in our best interests.” Our Director General has acknowledged 

the need for increased Māori participation in the health and disability sector. 

We also need to consider fresh approaches. One such approach may be whanau-centric co-design 
(see Appendix 3). The Early Years Challenge work found that families in Southland Auckland are 

living with a cumulative and prolonged level of stress that is greater than in other areas of New 

Zealand.[21] This can be expected to have an effect on the ability of families to complete children’s 

immunisations because this form of stress impacts directly on parents’ abilities to plan, focus 

attention and prioritise tasks. However, making small changes in how services and agencies that 

support and interact with families in South Auckland are delivered can be part of making significant 
differences in outcomes for children. It was found that removing even one stress factor can 
positively impact on children’s outcomes. They concluded that often the most effective role of 

professionals is not in providing information or advice, but rather in removing stressors and 
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providing safe and respectful environments that contribute to removing stress and in turn provide 

opportunities to develop new skills or rediscover existing skills.  

Other new potential approached include WHO’s Tailoring Immunization Programme. This combines 

social psychology, the medical humanities and behavioural science to help service planners to design 

strategies to address pockets of low immunisation coverage within a region by identifying strategies 

most likely to be effective for the target population.[22, 23] The steps involved in a TIP project are 

shown in Appendix 4. 

A New Zealand group is considering the potential of an implementation science and complexity 

theory approach to address ongoing low immunisation coverage in many countries around the 

world. Complexity science values the application of flexible/adaptive responses to problems, 

attention to local ownership and supporting personnel working at all levels within their system. It 

also acknowledges the place of resilience as part of a model in which “failure” is seen as a learning 
opportunity towards making incremental positive change. Decision-making within a complex 

adaptive systems f amework is an ongoing iterative process with a continual process of reflection. 

Summary of findings 
 
A substantial body of research has identified barriers to immunisation for Māori children and their 

families, and there is little to be gained from continuing to seek further information. 

Nevertheless, questions that remain unanswered include: 

• What has changed to cause Māori immunisation rates to drop significantly in the last 18 months 
• What solutions will be most effective to address this drop in coverage 
• How to better incorporate Māori participation and partnership is developing strategies  

 

Next Steps   
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Appendix 1. Selected study details 
Study (year) Findings 
2008-2010 
Communicating infant 
immunisation 
information 
resource development 
and evaluation[14] 

Barriers to immunisation (ranked) 
• Relevance/ Accessibility of written information 
• Fear/ Anxiety about complications 
• Negative experiences talking to/ visiting the GP  
• General lack of information 
• Anxiety about inflicting pain  
• Poor funding for nurses, outreach services etc.  
• Transportation access barriers  
• Time constraint barriers/other priorities  
• Interaction with anti-immunisation peers  
• Too many vaccinations 
 
Facilitating factors (ranked) 
• Family trigger or help facilitate immunisation 
• Plunket/ Community Clinic reminders & book 
• Trusting relationships 
• GP and Practice/ Plunket Nurse interactions 
• Outreach teams help anxiety and access issues 
• Information received from midwife 
• Perceived childcare/ school requirements 
• Written pamphlets with pictures useful 
 
Resource preferences 
• Interactive flipchart tool alongside discussion 
• Simple wording, photos 
• Want to be presented with multiple viewpoints 
• Not coercive or authoritarian 
• Flipchart + magnet helped recall compared with just discussion 

Aim 
To develop and test 
immunisation 
communication 
resources 

 
Focus groups 40% 
Māori; total n = 45 
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2011 
Audience Research: 
decliners[17] 

 
Focus groups and interviews. 78 participants in total; 28 were Māori 
 
Māori tended to align with the following three typologies: 
• Vulnerables – not opposed to immunisation, but face barriers 

to accessing child immunisation (e.g. transport, hard to get 
appointments that work for them, lack of knowledge and skills 
to navigate the system), may be disengaged from health 
services, negative attitudes of providers.  

• Unwell – open to immunisation, but don’t due to their child‟s 
poor health. 

• Fearfuls – find the immunisation experience emotionally 
distressing for both themselves and their children, consider 
babies too fragile, concern about adverse effects.  

Māori are less likely to be “rejecters” (opposed) or “nurturers” 
(consider children at low risk of disease) 

Aim 
Explore attitudes, 
beliefs, decision-making 
and barriers to 
immunisation for those 
who don’t complete 
their child’s 
immunisations 
 
 

2013 
Audience Research: 
Delayers of infant 
immunisation[16] 

Focus groups and interviews. Total n= 68; Māori n = 24 
 
The most common typology of delayer that Māori fall into is 
compromised, who generally support immunisation but have barriers 
including: 
• cost of, or access to, transport 
• lack of support for childcare 
• have had previous negative experiences at the practice 
• often do not feel empowered when dealing with health providers, 

and don’t feel listened to 
• don’t feel well informed 
• difficulty getting appointments, long wait time 
• delay because moving around a lot 
• family crises/difficulties may make immunisation a low priority 

 
Some Māori families fall into the Conflicted typology 
• worried about safety and long-term effects of immunisation  
• feel information isn’t balanced and do their own research 
• some won’t vaccinate because have had exper ence of a child 

becoming unwell or dying at some time after immunisation (even 
though not related to vax) 

Aim  
To explore parents’ 
reasons for delaying 
infant immunisation, 
and test messages to 
encourage timely 
immunisation 
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2015 
Immunisation in 
pregnant women 
audience research[15] 
 

1. Focus groups and interviews (n = 59), including two groups where 17 
of 18 people were Māori 
2. Maternity and health provider interviews (n = 15) 
 
• Some doubt necessity of immunisation in pregnancy (“Back in the 

day my ancestors didn’t have immunisations”) and if you get flu 
you just have to suffer through it 

• More interested in protecting the baby than themselves 
• Poor access to information – Most Māori women were not 

provided with information on pregnancy vaccines by their LMC, 
and would have vaccinated if they’d known 

• Would like an outreach service 
• Immunisation being free important – also signals that it is 

recommended 
• Messages need to focus on benefit for baby, not too wordy, and 

feel personal 
• Seek information and ask questions on social media (but note anti-

imms is strong while pro-imms is quiet on social media) 
• Interactive and videos liked, tell stories 

Aim  
Gather information on 
beliefs, motivations and 
enabling factors, and 
barriers to immunising 
in pregnancy, in order 
to tailor 
communications and 
interventions to raise 
the uptake of vaccines 
during pregnancy  

2017 
Survey of Family Start 
(FS) providers  

Survey  51 FS providers 
Not focussed on Māori but around half of FS clients are Māori 
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Aim 
Survey of barriers to 
services including the 
following questions: 
What helps or makes it 
easy for children to have 
their immunisations 
completed on time? 
What prevents or makes 
i  hard for some children 
to stay up to date with 
their immunisations? 

Barriers 
• Transiency/unstable housing situation 
• Debt at practice 
• Families in crisis situations 
• Child unwell 
• Fear of child having a reaction to immunisation 
• Anti-immunisation views 
• Lack of priority 
 
Enablers 
• Ability to have home visits/outreach 
• Agency collaboration (Midwife, GP, WCTO, Family Start). 

Information sharing. 
• Parent education and community promotion 
• Enrolled with a GP 
• Free visits 
• Good whānau relationship with provider 
• Family Start support/ encouragement 
• FS provides ride to appointment 
• Reminders (general practice, family support worker/FS, WCTO 

books) 
• Ability to get an appointment when needed or call in with no 

appointment 
• Supervision from Family Start site and regular monitoring 
• Direct link with National Immunisation Register 
• Nurses remembering to mention outreach service 
• Work & Income benefit requirements 
• Peer and whānau support of immunisation 

2017 (2013-14 data) 
Personality and 
demographic correlates 
of confidence 
in the safety of 
childhood vaccinations 
from   
NZ Attitudes and Values 
Study[20] 
 

Survey. Total no. = 16,642; 13% Māori (approx. 2000 of the 
respondents) 
 
Compared to Europeans, Māori individuals showed lower confidence in 
vaccine safety (P <0.001). 
Of the large number of variables studied, lower education and being of 
Māori ethnicity showed the strongest association with decreased 
vaccine confidence. 
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Appendix 2: Examples of tailoring communications to subgroups 

Messaging by typology: Delayers of immunisation - audience researchl161 

Barriers to 
immunising on 

time 

Universal 
message 

Messages with 
highest resonance 

Other supportive 
messages 

The Considered 

'Legitimate' reason for 
delay such as child 

illness 

The Compromised 

Transport, access to 
health care, more urgent 
priorities, disempowered 

The Conflicted 

Have doubts about 
immunisation, including 
safety and side effects 

Babies are at risk if not fully immunised 

Talk to GP/nurse before Support from Diseases don't 
delaying family/whanau discriminate 

Positive reinforcement 

Positive reinforcement Diseases don't Acknowledge doubts 
discriminate 

Diseases don't More information about 
discriminate Talk to GP/nurse before reasons for current 

More information about 
delaying schedule 

reasons for cur ent 
schedule 

17 
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Messaging by typology: Noncompleters of immunisation - audience research[17] 

 

1. Typology: Fearfuls 
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2. Typology: Child Unwell 
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3. Typology: Vulnerables 
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Appendix 3. Recommendations from Early Years Challenge Work[21] 
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Appendix 4. Steps required to implement TIP[22] 

 

 

R
eleased under the O

fficial Inform
ation A

ct 1982




