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1. EXECUTIVE SUMMARY 

INTRODUCTION 

• This summary provides an overview of the evaluation of the roll out of the Meningococcal 
B immunisation programme, initially in Counties Manukau and the Eastern Corridor of 
Auckland (vaccinations began on 19 July, 2004, for primary care and 2 August for 
schools) and then in Waitemata (primary care began November 1, 2004) and Northland 
DHBs (primary care began on November 22, 2004), with coverage reporting also for 
Auckland DHB (primary care began on November 8, 2004). School vaccinations were not 
a focus of the evaluation in Waitemata, Auckland and Northland because they mostly fell 
outside of the evaluation period.  

• Each section of the Summary (apart from the methods section) reports Key Findings and 
for major sections these include Factors Contributing to Success and Factors Hindering 
Success.  There are also Key Learnings, which are lessons learned from the roll out to 
date.  There is then a category of Current Issues for Consideration, which lists issues that 
should be addressed to assist the project maximising its potential. 

• The programme aims to vaccinate 90% of all children aged under 6 weeks to 20 years 
with three doses of the vaccination, being delivered mainly in schools and primary care 
practices. 

• At the time when most of the Counties Manukau phase of the evaluation had been 
completed, most schools and primary care practices were involved in the third doses of 
vaccinations, while still following up those not vaccinated in previous rounds.  The 
Northland and Waitemata phase of the evaluation was undertaken at a time when most 
practices were still focussing on dose one and school vaccinations there were not yet 
underway.  

• The evaluation objectives were: 
 To determine how well the programme is achieving its objectives; 
 To determine whether the strategies being employed in the regions involved in the 

Initial Roll out are effective; 
 To describe the Initial Roll Out and identify lessons learned and critical factors to assist 

successful implementation of the programme in subsequent District Health Boards 
(DHBs); 

 Assess planning for national roll out of the programme in DHBs not involved in the 
Initial Roll Out; 

• It is important to understand the context in which this evaluation took place: 
 This is a complex and challenging project, complicated by uncertainty about when the 

vaccine would be licensed and therefore about when the vaccinating could begin. 
 As the first DHB to undertake the roll out, Counties Manukau (CMDHB) had to face 

many issues and uncertainties, some of which had been addressed by the time other 
DHBs rolled out. 

 The project entailed the Ministry of Health (Ministry) and CMDHB working closely 
together under challenging circumstances and within tight time frames; the nature of 
their relationship had to evolve as the project progressed. 



 

2 
Phoenix Research Evaluation Final Overview Report 

 

EVALUATION METHODS 

The evaluation methods included: 

• Analysis of key programme documents and DHB reports (such as the DHB preparation 
and implementation reports);  

• Analysis of coverage data;  

• Analysis of data from BRC communications research. 

For the first two parts of the evaluation (interviews were mostly completed by early 
December 2004) the focus was on Counties Manukau and data collection consisted of: 

• Observation of students being immunised and face to face interviews with key school 
contact persons, undertaken in five schools;  

• Staff self-completion surveys to obtain perceptions of student response to the 
vaccinations in the schools (undertaken in all five schools for dose one and in one school 
for  dose two);  

• Self-completion surveys were completed by primary care practices, with 63 returns for 
dose one of the vaccination, 46 for dose two, and 41 for dose three.  There were also 
follow-up phone interviews with nine of these practices approximately a month after each 
dose began, and phone interviews with six practices that had not returned self-completion 
surveys 

• Nineteen stakeholder interviews in round one of the evaluation and 20 in round two; 

• Interviews with five Primary Health Organisation (PHO) outreach managers in round two; 

• Eleven face to face interviews with community key informants in round one and 11 in 
round two;  

• Phone interviews with 14 Māori parents who had not vaccinated their under-fives (in 
round two); 

• A group discussion with six community awareness raising (CAR) personnel from two 
providers, plus three phone interviews with personnel from three provider organisations 
(in round two);   

• Interviews with three practices with 'higher' Māori coverage (in round two). 
 

The Northland data collection was undertaken in early February 2005 and included: 

• Two sets of interviews with four key stakeholders from Northland DHB, plus two sets of 
interviews with three Ministry employees; 

• Interviews with six persons in Northland PHOs responsible for outreach and/or 
community awareness raising activities; 

• Interviews with six people  undertaking Community Awareness Raising activities;  

• Eight interviews with Community Leaders/Key Informants;  

• Fourteen interviews with parents of children under 5 whom were unsure or uninformed 
about immunisation. 
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Most of the Waitemata data collection was completed in the last week of January 2005 and 
consisted of: 

• Two sets of interviews with three key stakeholders from Waitemata DHB, plus two sets of 
interviews with three Ministry employees; 

• Interviews with six persons responsible for outreach and/or Māori Community Awareness 
Raising activities; 

• Interviews with six people undertaking Māori Community Awareness Raising activities. 
 

PROGRESS TOWARDS OBJECTIVES - COVERAGE ACHIEVED 

Key findings  

• The objective was to reach 90% coverage, with the priority groups being: 
 Māori; 
 Pacific peoples;  
 Children and young people living in the most deprived areas (NZDep9-101); 
 All children under five. 

 

Under fives 

• As at March 13, a coverage rate of 94%2 had been reached in Counties 
Manukau/Eastern Corridor for children aged one year and up to five years3 for dose 
one, with rates of 87% and 75% for doses two and three  

                                                 

1 The N.Z. index of deprivation (NZDep) is an ordinal scale (based on a number of factors, such as income and housing) which 
ranges from 1 to 10, where 1 represents areas which are the least deprived and 10 represents areas which are the most deprived. 

2 The coverage rates are based on revised Statistics NZ population estimates for age groups and ethnicity (but not for NZDep), 
whereas earlier reporting had used older (unrevised) denominators.  The main impact of the new denominator has been a lowering 
of the Pacific coverage rates. Please note that some Pacific coverage statistics come to more than 100%, probably reflecting 
census denominators under-reporting Pacific population levels in some cases. 

3 In previous reports CMDHB coverage was reported for those aged six months and up to five years, who were the group being 
vaccinated.  Since the recent introduction of vaccinations for those aged six weeks and up to six months, this group had been 
included in the reporting.  The evaluators believed that the most useful available measure of the effectiveness of the programme 
to date in CMDHB was coverage rates for those aged one year and up to five years. 
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Coverage Among Children Aged One Year And Up To Five 
Years in Counties Manukau/Eastern Corridor 
Prioritised 
Ethnicity: 
March 2005 

Coverage rate 
Dose one 

(%) 

Coverage rate 
Dose two 

(%) 

Coverage rate 
Dose three 

(%) 

Māori 75 66 52 

Pacific 102 94 77 

Other 100 96 87 

Total 94 87 75 
Source: National Immunisation Register (NIR), 13 March,  2005 

 

• As shown in the table, there was a slower/lower uptake by Māori for under-fives.  

• This table is based on prioritised ethnicity.  More extensive analyses undertaken by the 
University of Auckland, based on less recent data, showed that coverage for Maori 
improved relative to other ethnic groups when total ethnicity was used.  Under the 
prioritised ethnicity system, a child with any Māori ethnicity is categorised as Māori in the 
denominator.  However, for the numerator he/she may be classified as one of his/her 
other ethnic groups (and not Māori). Not only does this system contribute to reduced 
Māori coverage rates, but it also increases the coverage rates of whatever group the child 
is categorised in when vaccinated, as such children are not included in that group's 
denominator. 

• A limitation of the total ethnicity approach is that it is likely to under-represent coverage 
within ethnic groups, as the level of multiple ethnicities recorded in the NIR numerator 
data is less than in the Census denominator data. 

• The University of Auckland analyses also reported separately on Europeans and Asians.  
Based on prioritised ethnicity data as at the end of 2004, there was high Asian coverage 
(99% for dose one), with European being at the same level as Maori for dose one (71%).  
The corresponding Pacific peoples level at that time was reported as 102%.  When total 
ethnicity was used, the European coverage rate was down to 50% for dose one, while 
Maori remained at 71%, Pacific peoples 84% and Asian 87%. 

• The effect of ethnicity was independent of deprivation.  In other words, the lower Maori 
coverage rate (based on prioritised ethnicity) was not due to Maori living in more deprived 
areas. 

• In terms of deprivation (as measured by NZDep), the most appropriate conclusion would 
seem to be that the campaign has reduced past disparities and there are little if any 
differences in coverage rates for under fives by level of deprivation.  However different 
forms of analysis produced different results, so the conclusions are somewhat tentative. 

• The next three regions to roll out (Waitemata, Auckland and Northland) had levels of 
under five coverage that were quite similar to each other for each dose, when compared 
for similar weeks.   

• The coverage rates for these regions were lower than for Counties Manukau for the 
similar week of their roll out for doses one and two, but not dose three. 
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• Māori coverage (prioritised ethnicity) in Auckland and Waitemata was very low.  While it 
was comparatively higher in Northland, it was still lower than for other ethnic groups.  It 
was recently identified that Māori in two practices had been coded as 'Other', so the 
Māori coverage was actually a little higher than reported. (Counties Manukau also 
reported that they had a similar error and were as yet unsure of the extent of it.) 

• Pacific coverage rates in Waitemata, Auckland and Northland were all a little below the 
overall rate for that region.  This was in obvious contrast to the high Pacific rates in 
Counties Manukau. 

• Other ethnic groups were producing the highest coverage rates in all of Auckland, 
Waitemata and Northland.  The coverage rates for these groups in Auckland and 
Northland were on a par with Counties Manukau.  

 

5 to 17 Year Olds 

• Based on NIR data, the estimate for coverage of 5 to 17 year olds in Counties 
Manukau, as at 16 March, was 92% for dose one; 89% for dose two and 78% for dose 
three.  However, it was acknowledged that there were still some school students who had 
been vaccinated but not yet added to this database and therefore the coverage was 
under-estimated. 

• The SBVS database for school-based vaccinations as at March 13 showed 83% 
coverage for dose one, 81% for dose two and 78% for dose three.  This database used 
school rolls as the denominator.  It also under-represented coverage, as it did not include 
school students who had been vaccinated at primary care.  

• CMDHB were running very successful catch-up clinics to reach those school students 
who had missed at least one of their vaccinations and this was reflected in the dose three 
SBVS rate increasing from 62% on January 9 to 78% on March 13. 

• While Māori coverage was lower than other groups' in the NIR database (all 5 to 17 year 
olds), theirs was the highest in the SBVS database (school based vaccinations only). 

• When school decile and size were controlled for, the proportion of each ethnic group in 
the schools had no relationship to vaccination rates for SBVS data.4 

• The lower Maori coverage reported for 5 to 17 year olds in the NIR data still existed after 
controlling for NZDep, for all three doses. 

• The difference in coverage reported by SBVS and NIR was related at least in part to 
different denominators used by the two databases and different proportions of Māori in 
these. 

• Unlike the under fives, there was little difference in coverage rates when using total 
ethnicity rather than prioritised ethnicity. This is likely to relate to the school consent 
asking about ethnicity in a similar way to the Census, resulting in similar levels of multiple 
ethnicities being included in the school numerator data as in the Census denominator 
data. 

 

                                                 

4 These analyses were undertaken with data current up to the end of 2004. 
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Summary of Progress towards Coverage Among 5 - 17 Year 
Olds (NIR data) 
Prioritised 
Ethnicity: 
March 2005 

Coverage rate 
Dose one 

(%) 

Coverage rate 
Dose two 

(%) 

Coverage rate 
Dose three 

(%) 

Māori 88 83 72 

Pacific 98 94 82 

Other 91 88 79 

Total 92 89 78 

Source: NIR, 13 March 

 

Summary of Progress towards Coverage among School Students     
(SBVS data) 
Prioritised 
Ethnicity: 
March 2005 

Coverage rate 
Dose one 

(%) 

Coverage rate 
Dose two 

(%) 

Coverage rate 
Dose three 

(%) 

Māori 86 83 79 

Pacific 80 78 75 

Other 83 82 80 

Total 83 81 78 

Source: SBVS, 13 March  

 

• As with under fives, the two different methods used for the NZDep analyses produced 
different results.  The most appropriate conclusion would seem to again be that the 
project has succeeded in reaching the most deprived at a level that is not markedly 
different from that for others. 

• In schools, there was a small but significant relationship between decile rating and 
vaccination coverage rates.  This relationship was stronger for dose three, with higher 
decile schools having higher vaccination rates.  Given that the overall rates for dose three 
have since increased considerably due to the catch-up process, it is conceivable that 
such a difference might no longer exist. 

• Coverage rates were similar across primary, intermediate and secondary schools. 

• Rates were generally similar regardless of the number of years the students had been at 
school, except there were indications of a drop off in dose three rates from Year 10 
onwards.   

• Given that there were only two weeks to get most consent forms completed, the achieved 
rate of 93% returns in Counties Manukau seemed high at the time, although Northland 
have subsequently have subsequently achieved 96% returns. 

• There were 6% of students where consent to be vaccinated at school was declined. 

• Consistent with their high coverage rate in schools, Māori had the highest rate of consent 
form returns, at 95%.  
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Key learnings: Coverage 

• That high coverage rates can be achieved; 

• That despite their slower/lower coverage rates for under-fives, Māori parents are as 
supportive of the programme as other parents, as indicated by their high rate of consent 
form returns and the high coverage rate among Māori school children. 

• That catch-ups of missed school vaccinations can be very successful. 

 

Current issues for consideration: Coverage 

• Problems with different population projections and the impact these make when 
determining the success of the project; 

• The slower/lower uptake by Māori under-fives in all regions, but particularly in Auckland 
and Waitemata, which is obviously a priority issue for the project; 

• Obtaining a means of accurately identifying the number of school students being 
vaccinated by primary care, so that accurate coverage rates can be calculated. 

 

ISSUES IMPACTING ON COVERAGE  

Key findings 

• There are a number of possible explanations for the coverage rates in Waitemata, 
Auckland and Northland being lower than in Counties Manukau for doses one and two: 

 The Christmas break (this had the greatest impact) 
 Lower level of unpaid media coverage 
 Reduced impact from not having the schools programme concurrent with the primary 

care programme 
 Low enrolment in PHOs, particularly for Māori in Waitemata 
 Reduced personal relevance/ perception of risk 
 Greater activity by the anti-immunisation lobby 

• The level of support the programme receives from primary care is critical to its success.  
All three regions interviewed believed they had generally received high levels of support. 

• Counties Manukau DHB, who always saw community based vaccinations5 as a "last 
ditch" strategy, were about to begin these (for all eligible age groups), having seen how 
successful they were for achieving school children's catch-ups. 

• Waitemata DHB supported providers utilising community vaccinating (with buses) and at-
home vaccinating as a part of the OIS programme in areas where such methods of 
vaccinating were already shown to be successful for general childhood immunisations.  

                                                 

5 Community based vaccination is that which is performed in the community but not in a primary care setting. It could take place in a 
vaccination bus, in homes, on a marae or at other community facilit ies. 
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• Northland DHB utilised existing Iwi provider outreach medical clinics in the Mid and Far 
North.  They had no such clinics in Whangarei and wanted to encourage these families to 
use primary care.  As at late March 2005 they were organising their first alternative venue 
for vaccinations in central Whangarei and were also about to begin in-home vaccinations 
in Whangarei. 

• There was little evidence of the anti-immunisation lobby being particularly active in 
Counties Manukau, but they were increasingly active in the other regions as they rolled 
out. 

• When interviewed in early February, providers, parents and community key informants in 
Northland did not think the anti lobby were having much effect, however the Northland 
DHB believed there had been an increasing impact since then. 

• Northland DHB had planned to run community meetings to address the issues being 
raised by the anti lobby, but then decided there was too great a risk of these being 
hijacked by them. 

 

Key findings: Factors associated with Māori coverage rates 

• Interviews with Māori parents in Counties Manukau  who had not yet vaccinated their 
under-fives, and with community key informants and CAR personnel, identified the 
following as the main reasons for Māori parents not vaccinating: 

 Wariness of safety/side effects, including concerns that vaccination could make their 
already sick child worse.  This was often associated with a wait and see approach;  

 Vaccination a low priority, given all other issues in their lives, which was often linked 
with not feeling it was a threat to their family; 

 Transport difficulties. 

• The Māori parents and community key informants reported that the latter two issues 
could usually be overcome if someone visited parents and supported them in getting their 
children vaccinated, especially if they provided transport.  

• Wariness of safety/side effects was the dominant concern among undecided parents in 
Northland, both Māori and non-Māori. 

• A Māori provider with several practices in Counties Manukau (CM) reported that they felt 
meningococcal B was not a Māori illness, given the lack of Māori in their practices 
affected by it. 

 

Key findings: Community Awareness Raising (CAR) 

• There was variation in the ways in which CAR had been implemented by different DHBs 
and providers and also in what was considered to be effective. 

• CMDHB seemed to find door knocking the most effective option for reaching people who 
had not yet vaccinated their children, as they found most of those they reached at 
community events had already had their children vaccinated.  However, both Northland 
and Waitemata, at the time of interviews, were finding the community events to be more 
effective. 



 

9 
Phoenix Research Evaluation Final Overview Report 

 

• CMDHB's greater success with door knocking was probably related to their scheduling it 
between 3pm and 8pm, with some providers working in the weekend.  In contrast, most 
door knocking in the other two regions was between 10am and 2pm. 

• The inadequacy of the reporting of CAR activities in CMDHB meant that there was no 
data to identify how cost effective their door knocking activities might have been, in terms 
of numbers of non-vaccinated children identified and numbers of these who got 
vaccinated. Information that the evaluators obtained from interviews with CAR providers 
showed considerable variation in the level of success reported. 

• One of the features of the Northland strategy was the close link between CAR and OIS, 
with the same providers being contracted to do both.  It was reported to be more effective 
when the same person did both. 

• NDHB felt that unless the health promotion team is very closely aligned to the clinical OIS 
team, it is difficult for health promotion workers to make the necessary shift to a new 
paradigm. In such a paradigm, their activities need to lead to parents choosing immediate 
action, such as going to a clinic/vaccination bus or making an appointment.  

• Waitemata had a six-day period where they linked CAR activity with their mobile 
vaccinating bus.  Fifty vaccinations were completed, which was not as many as expected.  

• Some of the CAR door knockers took every opportunity to transport people to practices at 
the time they called. The others encouraged attendance at GPs. 

• One of the main issues for this project is getting people to take action.  If their awareness 
is raised but action does not follow closely, there is a high risk that any benefit from the 
community awareness raising may be lost.  

• A common theme identified by stakeholders in all three regions, was that the key to 
success for CAR (and OIS) lies in engaging the right providers and stakeholders: those 
who have good links into their communities and those who know how to access the 'hard 
to reach.' 

• There was a strong link between material used locally in CMDHB (poster on front of flip 
chart, pamphlets, balloons and stickers) and the national TV campaign; children in 
particular responded well to materials based on the TV campaign. 

• The high media coverage at the time the roll out began in CMDHB gave the programme a 
huge profile. 

• Having undertaken clinical trials in the CMDHB region for a lengthy period prior to roll out 
enhanced the profile of the programme and emphasised its importance. 

• Factors hindering Māori CAR activities in CMDHB included: 
 Most Māori CAR activities were late beginning; 
 There were almost no Māori clinical or other leaders championing the project; 
 A perception by some Māori primary care providers that meningococcal B is not a 

Māori problem; 
 Lack of Māori profile in national advertising to date. 

• Key factors contributing to the high Pacific coverage rates in CMDHB were: 
 Strong existing Pacific community networks;  
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 Engaging the Pacific community early in the initial planning stages, as well as 
throughout the implementation phase; 

 The high public profile taken by Pacific clinical staff contributed to building a climate of 
high trust;  

 Importance was given to acknowledging Pacific peoples efforts in achieving the 
success to date; 

 Pacific media played a key role, especially weekly updates on Pacific Radio fronted by 
the CMDHB Pacific Manager. 

Key learnings: Community Awareness Raising 

• It takes a lot of time and effort to get CAR activities operational, which is problematic 
given the tight time frames for this project; 

• The ability to link into existing community networks was key in achieving the high Pacific 
peoples' coverage, but these networks are not as strong in other regions, as reflected in 
the lower Pacific coverage rates outside of CM. 

• DHBs and providers need to ensure there is sufficient communication for both parties to 
clarify each other's expectations. 

 

Current issues for consideration: Community Awareness Raising 

• Getting greater agreement as to the role of CAR and how it can be most effective  

• Addressing concerns about how the vaccination affects children; 

• Finding champions for the cause, especially Māori clinicians, who will give the project 
greater credibility and profile in the Māori community; 
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Key findings: Outreach (OIS) 

• CMDHB operated with a central OIS team, in addition to PHO outreach services.  In the 
other regions, outreach was all undertaken by PHOs or other providers (usually Māori 
providers), although Northland DHB did create a central base that all referrals and 
outcomes were channelled through.  The formation of PHOs has forced a paradigm shift 
in primary care delivery, the implications of which practices are still coming to terms with.  
The programme has required some practices to embark on a learning process about how 
to engage with OIS and their PHOs. 

• There was a lack of well organised mature OIS providers for the programme to build on. 

• Most of the PHOs in CMDHB were not following up to see if the families contacted by OIS 
did get vaccinated. 

• In each PHO within CMDHB the OIS teams had issues with some practices not supplying 
all the outreach referrals that they should have.   

• In CMDHB some PHOs were concerned that the Ministry had not adequately funded 
them to meet outreach demand. Waitemata DHB was expanding their OIS capacity. 
Northland DHB reported that referrals to outreach from practices had been slow in 
coming and this had created difficulty with both managing workloads for outreach 
providers and also with timeframes for OIS contracts. 

• NIR did not meet expectations in being able to generate meaningful and accurate reports 
of children who required follow-up by OIS.   DHBs had to implement time-consuming 
back-up processes because of the NIR problems.  

• No data to monitor OIS effectiveness had been supplied by OIS providers contracted by 
CMDHB, in part because of the demands the NIR problems were placing on their 
services, and also because reporting requirements were not specified in their contracts. 

• As at 16 March, 18% of under fives in Northland had been referred to outreach for dose 
one.  The equivalent figure for Auckland DHB as at March 8 was 6%.  No data was 
available from Counties Manukau or Waitemata. 

• According to the dose two primary care self-completion survey, 54% of practices had 
referred children not yet vaccinated to outreach; in the dose three survey 56% had 
referred dose two no shows to outreach.  

• Numbers of referrals to outreach varied, with 14% of practices referring up to nine cases 
each, 24% 10 to 49 cases, and 22% 50 or more6. 

Key learnings: Outreach 

• Outreach is complex and time consuming and there is a need for DHBs to plan it well in 
advance of the roll out date, which means DHB-Ministry planning needs to happen 
sufficiently early.    

• As outreach evolves, there is a need for the DHB and Ministry to regularly review 
assumptions and strategies. 

                                                 

6 The other 41% of practices had not used outreach. 
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• The NIR may not be functioning as expected, so DHBs need to have a back-up process 
in place. 

 

Issues for consideration: Outreach 

• The lack of reporting of outreach achievements within CMDHB and therefore the inability 
to monitor its performance. 

 

PRIMARY CARE  

Key findings 

• Overall, the primary care component appears to be generally working well in all regions. 

• In Northland many practices had problems with finding space in their practices to 
accommodate the people coming in for vaccinations, especially during the 20-minute 
post-vaccination observation period. 

• It was noted that if NIR data is not seen as providing accurate coverage levels, it loses its 
influence as a source of motivation for practices to achieve high coverage.  

• Analyses of covariance identified the following possible predictors of higher coverage 
rates, which in particular emphasised the importance of contacting 'no shows' by 
telephone:   

 Practices who either phoned parents of children overdue for their first vaccination or 
ran special clinics achieved better than average coverage rates (but there was no 
apparent advantage to doing both); 

 Practices that had (between surveys two and three) increased their efforts to reach 
non-vaccinated children, by both increased phoning and by sending letters, reported 
higher rates of first vaccinations; 

 Practices which telephoned to follow up those overdue for their second vaccination 
had a much higher rate of second vaccination than those who didn’t telephone. 

• Despite the above finding regarding special clinics, one practice in central Whangarei that 
ran Saturday morning clinics for several weeks was disappointed with the response, 
despite these being well publicised. Also, the OIS personnel in Northland reported that 
lack of after-hours vaccinations was almost never given as a reason for not having 
vaccinated.  

• Northland found it worked best if they specified the day to come to the clinic, but not a set 
time. 

• Northland DHB believed that primary care were using all possible avenues to contact 
people and were putting in many hours to do so. 

• The involvement of PHOs and the strengthening of DHB relationships with the primary 
care sector have been seen as positive. 
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• Self-completion surveys returned by CMDHB practices identified 'getting data on to the 
NIR' as the most frequent concern in each of the three surveys, although the situation 
had improved a little by the dose three survey. 

• Finding sufficient staff was a concern throughout the surveys, yet a pool of staff 
established by CMDHB was not used as much as anticipated.  

• Levels of perceived pre- and post-vaccination parental concern about adverse effects 
showed improvements over time. 

• Almost a quarter of practices lacked some confidence in the safety of the vaccine and 44 
percent of practices lacked some confidence in its effectiveness.  

• In the dose two survey, half of practices that responded were running special clinics and 
15% of practices had extended their opening hours.  

• Forty-one percent of practices had taken on extra staff to cover the extra work associated 
with MeNZB, most having taken on just one additional person.  

• Two thirds of practices reported existing staff having to work extra hours (mostly up to 10 
hours per week) to cover the MeNZB work. 

• High levels of 'opportunistic vaccination7' were reported in the dose one survey.  

• Most were using both letters and some phone calls to do recalls for the next vaccination, 
with about a third of practices in the dose two and three surveys also saying they had 
pre-booked the next appointment time during the previous MeNZB appointment. 

• In the dose two survey an average of 42 school aged children had been vaccinated by 
each practice since the programme began, the actual numbers ranging from 1 to 263 
children per practice.  

Key learnings:  Primary care 

• The importance of follow-up phone calls for no-shows.  

 

Current issues for consideration: Primary care 

• The lack of confidence in the safety and effectiveness of the vaccine among some 
practices; 

• Ensuring practices implement strategies that are likely to increase coverage, as outlined 
above. 

 

SCHOOLS 

Key findings 

• CMDHB and the schools managed a large and complex task with minimal problems.  

                                                 

7 Opportunistic vaccination: where parents are offered vaccination for their eligible children when they visit the practice for another 
reason. 
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• A high level of consent form returns was achieved in a very short time period. 

• PHNs did a demanding job very well, interfacing with school staff, students and some 
parents. 

• There was one secondary school where a number of mainly female students felt unwell 
for a longer period of time than the 20 minute post-vaccination observation period, but 
there were no problems with the second dose vaccinations at this school. 

• Follow-up interviews and staff self-completion surveys in five schools included in the 
evaluation all suggested there was nothing of concern in terms of student responses 
following the vaccinations. 

• CMDHB emphasised the importance of getting PHN teams set up early, to have time to 
develop a good team culture. 

• Having existing PHN links with schools greatly enhanced the ease of working with 
schools. 

• Effective use of administrators and project support workers within the school vaccination 
teams allowed PHN staff to be deployed most effectively. 

• Changing timetables with schools at short notice caused major problems and loss of 
good will at the time.  There was a need to be able to provide sufficient PHN staffing to be 
able to cover sicknesses and other PHN absences.   

• Schools and some parents expressed some confusion around protocols, such as 
procedures for students who were absent for the first vaccination or who enrolled after 
the first vaccination (transferred school or started school).  

• In the three regions other than Counties Manukau, DHBs were reporting major financial 
deficits for implementing the schools programme. 

• Despite initial concerns about filling nursing requirements, the targets were reached, but 
at the expense of nursing levels in hospitals. 

• Northland DHB had gained Ministry approval to use all of term one to get consent forms 
back and they achieved a rate of 96% returned. 

Key learnings:  Schools 

• The schools programme can operate smoothly if well planned and executed. 

• Schools need advance warning of vaccination scheduling. 

• DHBs/PHNs need to be able to be responsive and adapt to the individual school, and 
there needs to be early dialogue with each school to ascertain how to work most 
effectively with them. 

Current issues for consideration:  Schools 

• How to be sufficiently responsive to schools when planning (this will be easier for other 
DHBs as they will have more time for planning); 

• Options need to be considered for how to include students who have not yet returned 
consent forms. 
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VACCINE DISTRIBUTION, ALLOCATION, SAFETY 

Key findings:  Vaccine distribution and allocation 

• Vaccine distribution and storage at practices worked well for the roll out into CMDHB. 

• The vaccine allocation data was used to identify practices ordering more than might 
reasonably be expected and that might therefore be vaccinating school children. 

• Vaccine allocation was also used to identify practices that had been slow to begin 
vaccinations and these practices were flagged to the DHB project manager after six 
weeks  

• There was no wastage officially recorded for CMDHB, although any wastage at practices 
cannot be ascertained. 

Key learnings:  Vaccine distribution and allocation 

• With careful planning, large scale vaccine distribution can work effectively. 

 

Key findings: Vaccine safety 

• The vaccine has passed rigorous safety monitoring procedures. 

 

DATA RECORDING AND MONITORING 

Key findings 

• There had been major problems getting data onto the NIR (National Immunisation 
Register) and getting the desired data off it. 

• When the NIR was not available for use, casual DHB data administrators were left out of 
work, raising possible staff retention issues should these problems continue. 

• There have been problems with the speed with which Schools Based Vaccination System 
(SBVS) data from schools was getting into the NIR. 

• December PMS upgrades and a new NIR patch release in February were expected to 
address many of the outstanding problems.  

• NIR staff also reported that the knowledge acquired from the CMDHB experience had 
enabled them to identify and deal with problems a lot more efficiently.  

Key learnings 

• The introduction of new IT systems tends to be problematic; sufficient time and resources 
need to be allowed for addressing such problems. 

• DHBs need to be aware that they will encounter additional difficulties if they don't use the 
recommended processes for setting up and using SBVS. 
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• There is a need to provide on-site support to DHBs when they begin to use new 
packages such as SBVS. 

 

Current issues for consideration 

• Ensuring NIR problems are successfully addressed; 

• The impact on DHBs, PHOs and primary care practices if such problems continue; 

• Ensuring the software upgrades for the PMS are implemented and functioning with 
sufficient lead time (for new DHBs rolling out). 

 

RESOURCES 

Key findings 

• There were major resource distribution problems for the roll out into Counties Manukau. 

• Most of those resource distribution problems were addressed and the distribution to 
Auckland, Waitemata and Northland went relatively smoothly. 

• Some concern was expressed about resources only going out to DHBs six weeks before 
vaccinations began, because this was seen to be creating a vacuum of knowledge in 
which the anti lobby could operate. 

Key learnings 

• Resource distribution needs to be well planned and managed within an adequate time 
frame and with adequate staffing. 

• There is a need to consult DHBs regarding timing decisions that will impact on them. 

 

PLANNING/AGENCIES WORKING TOGETHER  

Key learnings 

• The quality of the relationships and communication between key stakeholders is critical. 

• Relationships need to be underpinned by agreed systems and processes. 

• Within the DHBs, it is important that the planning involves both their funding and planning 
arm, as well as those who will implement the programme. 
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EFFECTIVENESS OF STRATEGIES REVIEWED AGAINST INDIVIDUAL LEVEL PROGRAMME 
LOGIC  

The following sections review each expected outcome of the individual DHB level 
programme logic, as originally developed by the Ministry.  The evaluators have also added 
components, particularly to address CAR and OIS.  The source of the findings is included in 
brackets.  The revised programme logic is presented in the chart below. 

 

1.1 People trust in source of information (e.g. kuia, kaumatua): This factor has been a 
key contributor to Pacific success and generally a limitation for Māori, with lack of Māori 
champions and clinicians endorsing the programme (source: interviews with stakeholders, 
community key informants). 

Added: Community Awareness Raising (CAR) and other initiatives: 

1. Reach people: There was relatively low unprompted recall of national advertising 
and other communications, although prompted recall was at moderate levels (BRC 
tracking surveys).  While not quantified, there did not appear to be a lot of community 
awareness of Māori CAR activities in any of the regions evaluated (community key 
informants, parents).  There was clearly effective awareness raising in the CMDHB 
Pacific community (stakeholders, community key informants).   
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2. Motivate/support people to obtain vaccinations: There is currently no data on 
which to assess this, such as vaccination rates for those contacted via door 
knocking. Having some CAR staff providing transport to practices provides a key 
form of support and ensures parents' choices are translated into action.  More 
support could be provided if there were more community based services. 

Added: People know that a vaccine is available: While most respondents knew this in 
Counties Manukau, there were still over a quarter in Northland who did not (BRC tracking 
surveys). 

2.1 People believe that:  

1. Disease is serious: Perceptions of seriousness have progressively decreased 
since the benchmark BRC survey.  There had been a significant reduction in cases of 
the disease over the period of the campaign. While people were not mentioning this, it 
may have sub-consciously affected their perceptions of seriousness. 

Added: Vaccine is the best way to prevent catching the disease: Most 
respondents believed this prompted, although there were 14% in Northland who did 
not (BRC tracking survey). 

2. Vaccine is safe and effective: While most respondents in Northland (78%) 
believed the vaccine was likely to be effective, fewer were confident about vaccine 
safety (67%) (BRC tracking).  Safety in particular was a major factor for those that 
were undecided about vaccinating (parents of under-fives, community key informants)8 

3. Disease could affect them: The majority did not see themselves or their family as 
being particularly at risk and there were indications of this lack of concern increasing 
(BRC tracking).  The perceived risk is likely to be more present for Pacific peoples, but 
there may be an increasing problem with perceived relevance as the programme rolls 
out in regions with fewer Pacific and Māori children.  

3a.1 People motivated to go and get vaccinated or accept vaccination: Coverage rates 
show that the majority of parents have been motivated to take their under fives for 
vaccinations or to consent to their school children being vaccinated.  There will always be 
some parents that choose not to vaccinate, or need high levels of support. 

3a.2 People know where they can be vaccinated: This did not emerge as an issue in any 
interviews. 

3b.1 Adequate payment for providers: This had been a concern for providers, but did not 
appear to have impacted on most of them showing high commitment to the programme 
(stakeholder interviews). 

Added: Providers are supportive of the programme: Primary care practice staff were 
generally highly supportive.  Provider support was enhanced through the DHBs working 
closely with PHOs.  The problems, with resource distribution in CMDHB and particularly with 
NIR in all regions, tested commitment to the project (stakeholder interviews, interviews with 
practices and PHO outreach managers). Staff concerns about vaccine safety or 

                                                 

8 The Independent Safety Monitoring Board (ISMB) considers the vaccine safe and effective. 
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effectiveness may have impacted on practice coverage rates in a few cases (primary care 
surveys, community key informant interviews). 

3b.2 Providers proactively promote vaccination on every possible occasion: Self-
reported primary care rates of opportunistic vaccination were high, although this was not 
shown to be a predictor of increased coverage levels. 

Added: Providers increase opportunities for vaccinations: Half the practices surveyed 
in CMDHB were providing special clinics. The data suggest that special clinics can assist 
under some circumstances (covariance analysis).  Northland found providers there reluctant 
to provide special clinics; in one case where such a clinic was provided there was poor 
support from parents (stakeholder interviews). 

3b.3 Providers believe that:  

1. Disease is serious: While there is no survey data on this perception, the 
commitment shown by most providers would suggest they are treating it as serious; 
there has been no questioning of this publicly by providers.  

2. Vaccine is safe and effective: While the majority of providers accepted this, the 
number not having full confidence was cause for concern (Primary care survey). 

3b.4 Vaccine available: Vaccine distribution was working well (Stakeholder interviews). 

4.1 Vaccination offered in an appropriate way for population: There did not appear to be 
any real issues in this regard, but out of school youth were only just beginning to be targeted 
(stakeholder, parent, CAR and community key informant interviews). 

4.2 Vaccination offered in appropriate location: Primary care practices have been the 
preferred option by DHBs.   CMDHB realised that community venues could assist in 
reaching some groups and introduced these venues late in the programme, while other 
DHBs were providing some community-based options. Community key informants believed 
that community-based services would assist, especially Māori venues for Māori parents.  
The school location was working well for reaching students. 

Added: People who are not accessing vaccinations are followed up by outreach, 
which: 

1. Reaches people: Due to insufficient monitoring data on outreach outcomes, this 
could not be assessed. 

2. Uses strategies to maximise attendance: There is evidence of some provision 
of links to practice(s) and transport when required. 

5.1 Person or guardian accepts 1st vaccination: Most have accepted, as reflected in high 
coverage rates. 

6.1 Vaccination is adequately recorded in follow-up system: There have been problems 
with NIR and other recording systems. 

6.2 Active follow-up occurs in all situations: Practices in CMDHB reported using a range 
of follow-up strategies, but more could have been done by some practices, especially to 
follow up children who were overdue, or the running of special clinics.  Only about half the 
surveyed practices had used outreach services (Primary care survey).  Northland DHB 
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believed most practices were using all available means and putting many hours into follow-
up (stakeholder interviews). 

6.3 Good vaccination experience: There were very few problems beyond the expected 
short term reactions experienced by some children (Primary care survey and interviews, 
school observations and interviews, stakeholder and community key informant interviews). It 
is possible that some reactions are not being reported to CARM due to lack of familiarity with 
this in some communities. 

6.4 Vaccinated people/parents believe that: 

1. Benefits of vaccination outweigh small side-effects: More evaluation is needed 
on no shows for doses two and three to understand how parents of vaccinated children are 
responding, but there was no indication from the primary care survey in CMDHB that parents 
were declining doses two or three.  

2. Once is not enough: Dose three rates suggest this might be an issue, especially 
among Pacific peoples.  

7.1 Person or guardian accepts 2nd and 3rd vaccinations: The primary care survey in 
CMDHB indicated that there was not a problem with parents declining dose two vaccinations 
when offered them by the practice. 

8.1 Adequate vaccination coverage in all groups (90%): (See following section) 
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CONCLUSIONS REGARDING PROGRESS TOWARDS TARGETS 

Accuracy of coverage statistics 

The conclusions need to be interpreted in the context of the problems with obtaining 
accurate denominator and numerator data. 

 

Counties Manukau 

It is a noteworthy achievement for CMDHB and the MVS team to have reached the 90% 
target level for under-fives for dose one and be only three percent off targets for dose two.  
With 94% coverage achieved for dose one, 90% could conceivably be achieved for dose 
three, even though it had only reached 75% by 13 March 2005.  

It is presumably easier finding and vaccinating those who have already had two doses than 
was the task of finding and vaccinating those that had not had any. To achieve the target of 
90% for all three doses would require commitment from the DHB and providers and in 
particular effective OIS.  The effectiveness of the OIS unfortunately remains an unknown, 
given the lack of data on this.  

Assessment of progress towards targets among school students is particularly problematic 
given that the SBVS and NIR show differing coverage levels and that each has limitations. If 
using NIR data then CMDHB had reached the target for dose one and were just one percent 
off for dose two.  At the time of reporting, dose three coverage was unclear due to delays in 
adding data for students vaccinated in the successful catch-up clinics.   

The key point to note is that CMDHB have made an impressive commitment to reaching the 
targets, including the provision of additional funding from their own reserves. Whether this 
commitment would extend to efforts to reach those who did not return consent forms was 
unclear at the time of reporting.   

 

Other regions 

The Christmas break had a big impact on the roll out into Waitemata, Auckland and 
Northland, which is something other regions will not have to deal with.  The other regions will 
also have less of a gap between the roll outs in primary care and schools, which will assist in 
providing a momentum and profile for the programme that was not available to Northland, 
Waitemata and Auckland. 

It will be important that the perceived risks of getting meningococcal B and the impact of the 
anti-immunisation campaign are closely monitored in the other regions, as these are two key 
factors that are likely to impact on the ability to achieve high coverage rates. 

  

Māori coverage rates 

There has been a lot of focus on the slower (or lower) Māori under-five coverage rates, 
given that Māori are a target group and that the project aims to reduce disparities.  This 
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evaluation has identified that the prioritised ethnicity being used may be under-representing 
Maori coverage.  However, even when using total ethnicity, Maori coverage is still lower than 
most groups.  The very low Maori coverage in Waitemata and Auckland is a particular 
concern. 

There has been debate as to whether Māori coverage rates will eventually match others, or 
whether some barriers may be difficult to overcome. High rates of Māori consent form 
returns and of school children's vaccinations (assuming the SBVS data is accurate) is a 
strong indication that Māori parents are as supportive of the programme as any other 
parents.  While the evaluation has identified some Māori concerns about the long- and short-
term side effects of the vaccine on their children, it is quite possible that similar levels of 
concern exist in other sectors of the community.  Analysis of the small number of non-Māori 
parent interviews in Northland showed some support for this hypothesis. 

The difference in coverage rates between Māori under-fives and school children seems to 
point to the need to reduce barriers to access.  The school vaccinations simply require a 
parent to read, make a decision and sign a consent form; if necessary someone may contact 
them to remind them to do so.  The primary care vaccinations are a lot more demanding of 
people, who generally have many other pressures and commitments.  The lower coverage 
rate may reflect a lesser prioritisation of the vaccinations, but this does not equate with an 
unwillingness to vaccinate.  This difference was reflected in the interviews with the Māori 
parents of under-fives who had not vaccinated, many of whom were willing to vaccinate if 
supported to do so.  This points to the importance of the CAR and OIS services, particularly 
if they can assist with transport.  Obviously mobile buses and community based vaccinations 
offer major benefits in terms of reducing access issues. 

 

Pacific coverage rates 

In CMDHB, Pacific coverage has been impressive, although the focus needs to be on 
maintaining the momentum through to the end of dose three. 

 

NZDep 9-10 coverage rates 

While the different results with the two methods of analysis make it difficult drawing clear 
conclusions, it does appear that the project is probably succeeding in its objective of not 
increasing disparities, in terms of level of deprivation. 
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2. INTRODUCTION 

BACKGROUND 

Meningococcal B disease has reached epidemic proportions in New Zealand, with those 
most at risk being Māori and Pacific children and children living in socio-economically 
deprived areas.  

 

PROJECT OBJECTIVES 

The Meningococcal B Immunisation Programme (the programme) is one of the key 
strategies developed to halt this epidemic.   Of particular concern to the Ministry of Health 
was that the programme not only managed to control the epidemic, but that it also reduced 
past disparities in vaccination coverage and hence achieved an equal level of protection for 
all.  This was particularly important given the fact that those communities who in the past 
were least likely to be reached by immunisation programmes were now most at risk of 
meningococcal B. 

The implementation of the programme was expected to be difficult and complex due to a 
host of reasons.  A 90% coverage rate of all under 20-year-olds was targeted for the 
success of the programme.  The most significant of the challenges was the need to reach 
populations that were previously less likely to be reached than other children (i.e., Tamariki 
Māori and Pacific children living in deprived areas) and reduce past disparities in vaccination 
coverage. Other issues pertained to potential communication barriers, the fact that three 
doses of the vaccine were required, and that this would be the largest multi-dose mass 
vaccination campaign ever undertaken in New Zealand.  It should be noted that the Initial 
Roll Out was implemented in the largest and most complex DHBs in the country, Counties 
Manukau DHB and Auckland DHB (responsible for the Eastern corridor of Auckland). 

 

EVALUATIONS OBJECTIVES 

• To determine how well the programme is achieving its objectives; 

• To determine whether the strategies being employed in the regions involved in the Initial 
Roll Out to implement the programme are effective; 

• To describe the Initial Roll out and identify lessons learned and critical factors (either to 
repeat or avoid) to assist successful implementation of the programme in subsequent 
DHBs; 

• To assess planning for national roll out of the programme in DHBs not involved in the 
Initial Roll Out at the DHB level and identify areas for improvement. 
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FOCUS OF THIS OVERVIEW REPORT 

This is the third and final report being produced by Phoenix Research in completion of the 
contracted work to evaluate the initial roll out of the programme.  As the final report, it has 
been prepared as an overview report, covering the main findings relating to Counties 
Manukau (which have been detailed in the first two reports) and those for Northland and 
Waitemata DHBs.  Coverage data is also included for Auckland DHB, but no interviews were 
undertaken in that region9.   Most of the information from Counties Manukau was collected 
for the first two reports or in subsequent updates on specific topics.  The focus of the most 
recent evaluation activities has been on the other regions. 

 

TIMING OF EVALUATION IN RELATION TO STAGE OF ROLL OUT 

At the time of the interviewing for this third report, most of the Counties Manukau (CM) 
phase of the evaluation was complete.  Most schools and primary care practices in CMDHB 
were involved in the third doses of vaccinations, while still following up those not vaccinated 
in previous doses.  

The Northland and Waitemata phase of the evaluation was undertaken at a time when most 
practices in those regions were still focussing on dose one and school vaccinations had not 
yet begun.  The evaluation was undertaken this early because there was a desire to obtain 
information to inform other DHBs sufficiently early in their roll out process.  To this end, the 
key findings were presented at a meeting of DHB representatives in late February 2005. 

 

CONTEXT FOR COUNTIES MANUKAU ROLL OUT 

This report needs to be read with an understanding of the context in which the Counties 
Manukau roll out of the MeNZB immunisation programme occurred.  There were a number 
of interrelated complexities that made the programme a challenging task for both CMDHB 
and the Ministry.   

Counties Manukau was the first DHB to roll out the programme and there were therefore no 
previous direct learnings or experiences to draw on.  Some of the issues faced by CMDHB 
will not be present for other DHBs as they roll out the programme in their regions.  These 
other DHBs will also benefit from the learnings that have emerged from this initial roll out. 

The project entailed the Ministry and CMDHB working closely together. The nature of that 
relationship had to evolve as the project progressed, with both sides coming to terms with 
their respective and collaborative responsibilities.  Throughout the early stages leading up to 
the roll out, the Ministry team was largely still developing policy and programme guidelines in 
relationship with Counties Manukau, who were developing implementation plans. 

                                                 

9 There was limited budget and it was decided to focus the second phase of the evaluation (Counties Manukau was the first phase) 
on Northland as it was the first rural area and to a lesser extent on Waitemata, in part because they were planning on using buses 
for vaccinating. 
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The size and complexity of the project and its impact on resources became more apparent 
as it progressed.  Apart from those already mentioned, there are a number of factors that 
have made this an extremely complex and challenging project: 

• The very tight time frame that the Ministry and CMDHB had to implement the project; 

• The uncertainty about start dates and vaccine licensing, which made it difficult to develop 
implementation plans with any certainty;  

• The need to safely manage the distribution, storage and use of the vaccine (the cold 
chain) and the time required for practices to obtain the necessary equipment and become 
familiar with procedures; 

• The sheer size of the task, to reach 90% of under 20 year olds, a coverage rate far above 
anything achieved before; 

• The need to do three vaccinations at six weekly intervals; 

• Counties Manukau was chosen to begin the roll out as it was the area of highest risk, but 
it was also the most challenging area because of the high levels of deprivation; 

• The need to recruit and train large numbers of nurses for both primary care and schools; 

• CMDHB also co-ordinating the planning of the project across Auckland and Waitemata 
DHBs  

• Primary care was executed via PHOs, which were still getting fully established at the 
time, particularly in terms of links with their communities;  

• The disruption this project caused to other DHB activities, as DHBs had to accommodate 
the priority given to this project 

• The implementation of the NIR 

The Ministry were aware that the first DHB would do a lot of work that other DHBs could 
benefit from, and therefore Counties Manukau received funding from the Ministry for this 
work. 
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3. METHOD OVERVIEW 

The following is an overview of the evaluation methods.  These are each described in more 
detail in the sections of the report where the relevant findings are documented. The first two 
reports focussed on the roll out in Counties Manukau, but there were also interviews with 
key stakeholders in the other DHBs preparing to roll out. 

The following were undertaken in each region: 

• Analysis of key programme strategy documents and DHB implementation plans;  

• Analysis of vaccine coverage and allocation data;  

• Analysis of data from BRC communications research (undertaken only in Counties 
Manukau and Northland); 

 

COUNTIES MANUKAU DHB 

• Observation of students being immunised and face to face and follow up phone 
interviews with key school contact person were undertaken in five schools (two primary 
and three high schools) during the first two doses.  For the third dose just phone calls 
were undertaken with the key school contact person. 

• Staff self-completion surveys obtained perceptions of student response to the 
vaccinations from five schools following dose one and one school following dose two. 

• Self-completion surveys were completed by primary care practices, with 63 returns for 
dose one of the vaccination, 46 for dose two, and 41 for dose three.  There were also 
follow-up telephone interviews with nine of these practices approximately a month after 
each dose began, and phone interviews with six practices not returning self-completion 
surveys. 

• For the first report, one set of 19 stakeholder interviews (four by phone and the rest face 
to face) were carried out between 6 September and 24 September. Those interviewed 
included six stakeholders from the Ministry of Health, six from Counties Manukau District 
Health Board (CMDHB), three from those DHBs who were to be the next to roll out the 
programme, and four in advisory positions to the project.  

• For the second report, 15 stakeholders were interviewed from early November to early 
December 2004, with six being from the Ministry, eight from CMDHB and one other, plus 
interviews with stakeholders from Auckland and Northland DHBs.  

• Interviews with five PHO outreach managers were also completed in round two. 

• There were also eleven face to face interviews with community key informants for the first 
report and 11 for the second.  The first were undertaken mid September 2004 and the 
second in mid November/early December 2004.  In round one there were three interviews 
with those who could speak about Māori communities' responses to the project, as well 
as four from the Pacific peoples and four from other ethnic groups.  In round two there 
were six Māori, two Pacific peoples and three from other groups.  In these and the other 
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interviews, Māori were interviewed by Māori researchers or executive interviewers and 
Pacific people were interviewed by a Pacific researcher or executive interviewer. 

• Phone interviews took place with 14 Māori parents of unvaccinated under-fives, who had 
not made a definite decision not to vaccinate (in round two). 

• A group discussion with six Community Awareness Raising (CAR) personnel from two 
providers; there were also three phone interviews with personnel from three provider 
organisations (in round two).   

• Interviews with three practices with 'higher' Māori coverage (in round two). 

 

NORTHLAND DHB 

• Two sets of interviews with four key stakeholders from Northland DHB, plus two sets of 
interviews with three Ministry employees; 

• Interviews with six persons in Northland PHOs responsible for managing outreach and/or 
Community Awareness Raising activities; 

• Interviews with six people  personally undertaking Community Awareness Raising 
activities; 

• Eight interviews with Community Leaders/Key Informants;  

• Fourteen interviews with parents of children under 5 who were unsure or uninformed 
about immunisation, nine with Māori parents and five with non-Māori parents. 

For all of the non-DHB interviews there was a focus on getting a spread across the region, 
with some interviews in Whangarei and others in smaller centres.  The majority of the 
interviews were with Māori.  A Māori researcher and a Māori senior interviewer visited 
Northland in early February 2005 and undertook as many interviews as possible in person.  
The rest were completed by phone. 

 

WAITEMATA DHB 

• Two sets of interviews with three key stakeholders from Waitemata DHB, plus two sets of 
interviews with three Ministry employees; 

• Interviews with six persons responsible for managing outreach and/or Māori Community 
Awareness Raising activities; 

• Interviews with six people personally undertaking Māori Community Awareness Raising 
activities;  

The interviews were mostly undertaken in the last week of January 2005 and were mostly in 
person. 
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ETHICAL ISSUES 

This study received ethical approval from the Auckland Ethics Committee.  

Written consents were obtained from schools where observations and interviews took place.  
Written consents were also obtained from primary care practices as well as those 
interviewed face to face, with the exception of a small number of stakeholders10. 

Although individuals are not personally named, where there are sections of the report that 
can possibly be linked to specific individuals, this section has been sent to them for approval 
and modifications made if requested and considered appropriate. 

                                                 

10 Interviews with stakeholders are not usually considered to require written consent. 
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GLOSSARY OF TERMS 

 

Coverage rate/vaccination rate - Percent vaccinated per capita 

ADHB - Auckland District Health Board 

CMDHB - Counties Manukau District Health Board, responsible for operationalising the 
initial roll out, otherwise referred to as Counties Manukau or Counties Manukau DHB 

Eastern Corridor - A section of the eastern part of Auckland, included in the initial roll out  

CARM - The Centre for Adverse Reactions Monitoring  

Cold Chain - An accreditation programme for effective cold storage of vaccines, including 
equipment, vaccine transport, handling and storage of vaccine 

DNA - Did not attend appointment 

Hard to reach - those who traditionally do not access mainstream health services  

HealthPac - Ministry of Health's banking/payments system 

IMAC - Immunisation Advisory Centre, University of Auckland, who have been responsible 
for the clinical trials 

MeNZB™ - New Zealand group B meningococcal vaccine manufactured and trademarked 
by Chiron Vaccines (a division of Chiron Corporation) 

MenB - Meningococcal B, leads to meningitis or blood poisoning 

Ministry - Ministry of Health 

MVS – Overall Meningococcal Vaccination Strategy/Ministry of Health team overseeing the 
strategy 

MHAC - Māori Health Advisory Committee, which is part of Counties Manukau DHB 
structure 

NDHB - Northland District Health Board 

NHI - National Health Index, a Ministry register that is designed to have a unique number 
assigned to each person 

NIR - National Immunisation Register, a computerised information system designed to hold 
data about all vaccinations (including MenB)  

NZDep - New Zealand Index of Deprivation, an ordinal scale (based on a number of factors, 
such as income, housing) which ranges from 1 to 10, where 1 represents areas which are 
the least deprived and 10 represents areas which are the most deprived. 

Opportunistic vaccination - unplanned/unscheduled vaccination, when a person attends 
the primary care practice for other reasons  
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PHO - Primary Health Organisation - a relatively recent addition to the way primary health 
care is delivered, PHOs are groups of doctors, nurses and other health workers who are 
working together, usually from several different practices 

Primary care practice - Group of doctors, nurses and other health workers, usually based 
at one location 

Programme – The Meningoccocal B Immunisation Programme 

SBVS - School Based Vaccination System, the software for the schools data  

Steering Committee - Regional Committee chaired by Counties Manukau DHB to provide 
advice regarding the planning, preparation and roll-out regionally 

WDHB - Waitemata District Health Board 
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4. PROGRESS TOWARDS OBJECTIVES - COVERAGE 
ACHIEVED 

COVERAGE AMONG UNDER-FIVES 

TARGETS 

The programme objective is to achieve at least 90% vaccination rates among all persons 
aged under 20 years, with the priority groups being: 

• Māori 

• Pacific  

• Children and young people living in the most deprived areas 

• All children under five 
 

ACHIEVED COVERAGE IN COUNTIES MANUKAU/ EASTERN CORRIDOR 

As at March 13, 2005, for dose one, a coverage rate of 94 percent11 had been reached for 
children aged one year and up to five years.12  The 94 percent rate consisted of 32,054 
vaccinations out of an estimated population of 34,049.  

There was still some way to go to achieve the target of 90% for all three doses, with dose 
two at 87 percent and dose three at only 75 percent.  

 

Māori coverage 
As shown in the table below, the most recently available data showed a lower/slower uptake 
for Māori one to four year olds, compared with all children in this age group (75% cf. 94% for 
dose one; 66% cf. 87% for dose two and 52% cf. 75% for dose three).   

Coverage Among Children Aged One Year And Up To Five 
Years in Counties Manukau/Eastern Corridor 
Prioritised 
Ethnicity: 
March 2005 

Coverage rate 
Dose one 

(%) 

Coverage rate 
Dose two 

(%) 

Coverage rate 
Dose three 

(%) 
Māori 75 66 52 
Pacific 102 94 77 
Other 100 96 87 
Total 94 87 75 

Source: National Immunisation Register (NIR), 13 March, 2005 

  

                                                 
11 This figure is based on updated Statistics New Zealand (StatsNZ) population estimates that were introduced into the analyses in 

January 2005.  These new population estimates resulted in a slight decrease in overall coverage from that reported previously. 

12 Coverage figures are now reported for children aged 6 weeks to 1 year or 6 months to 1 year depending on whether an area is 
vaccinating 6 week to 5 month old children. As this varies from area to area, and the under 6 months had only recently begun, we 
believed the evaluation was more usefully served by examining the coverage statistics for 1 year and up to 5 year olds (also 
referred to as 1 to 4 year olds).  



 

32 
Phoenix Research Evaluation Final Overview Report 

 

However the figures in the table are based on prioritised ethnicity and analyses based on 
total ethnicity show some key differences.  Under the prioritised ethnicity system, which is 
what is used for the NIR (from census data, for the denominator), all children with any Māori 
ethnicity are categorised as Māori. Next priority is given to Pacific children, then Asian, then 
Other, with European being last.  Under total ethnicity, children are included in all the ethnic 
groups they are recorded in. 

Phoenix Research evaluators believe they have identified a problem with using the 
prioritised ethnicity system for this project.  For example, if a child has some Maori ethnicity, 
but their parent does not consider Māori to be their child's main ethnicity, the child may be 
recorded in the primary care records as an ethnicity other than Māori (such as Pacific, 
European or Other) and this is what is likely to be submitted to NIR when the child is 
vaccinated (numerator data).  This system would contribute not only to an inappropriate 
reduction in Māori coverage rates, but also to an inappropriate increase in coverage rates for 
whatever group the child is recorded in when vaccinated, as such children are not included 
in that group's denominator.  This problem is likely to be more pronounced for Māori than 
any other group, as Māori are given the first priority under the NIR census data prioritisation 
system used in the denominator.  Likewise Europeans are likely to benefit most from this 
system, in terms of having over-representation of their coverage rate. 

Since identifying this problem, information has come available from analyses undertaken as 
part of this evaluation by the Centre for Health Services and Policy Research at the 
University of Auckland (under sub-contract to Phoenix Research), which included 
comparison of the differences in coverage rates using prioritised versus total ethnicities. 
These analyses were undertaken on Counties Manukau/Eastern Corridor data as at the end 
of 2004 and are reported in the two graphs below.  For most ethnic groups the prioritised 
ethnicity coverage levels (shown in the first graph) reduced when based on total ethnicity 
(second graph), but this was not the case with Maori, which is consistent with the case made 
in the previous paragraph.  European figures decreased the most under total ethnicity, which 
is also consistent with the case being made.   

While total ethnicity appears to be a better measure in terms of identifying relativity between 
the coverage for the different ethnic groups, unfortunately it is also likely to under-represent 
the coverage of the ethnic groups.  This is because there is a low rate of multiple ethnicities 
recorded in the NIR numerator data.  The Census method of recording ethnicity, particularly 
in the 2001 Census, encourages people to record multiple ethnicities and the total response 
populations used as denominators may therefore by inappropriately large for this situation. 

Despite improving their relativity with other ethnic groups under the total coverage system, it 
still needs to be noted that Māori coverage based on total ethnicity was remained lower than 
Pacific and Asian peoples, although it was at a similar level to Europeans for dose one. 

It had been suggested by stakeholders, on the basis of previous Hepatitis B and childhood 
immunisation experience, that Māori may have slower uptake initially but have similar levels 
by the end of a programme.  However examination of the available research on Hepatitis B 
and discussions with a key stakeholder for that project provide little support for that 
argument. 
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Pacific coverage 

As shown in the table above, the most recently available coverage for Pacific children aged 
1 to 4 years for dose one was 102 percent, 94 percent for dose two and 77 percent for dose 
three.  The level of over 100 percent is indicative of the problems that this project has had 
trying to ascertain correct population sizes to use as denominators when calculating 
coverage levels.  Clearly the denominator for Pacific peoples in this region is too small.   

These figures are based on prioritised ethnicity.  As shown in the graphs above, Pacific 
coverage does decrease when total ethnicity is used. 

The graph below shows that among Pacific peoples, coverage rates for under-fives were 
highest among Samoans, Tongans and Fijians. These data are from November 23 prior to a 
revision of the denominators, which is contributing to the data showing percentages greater 
than 100 percent. Data are not shown for the Tokelauan and 'other' groups, as the numbers 
are too small to be reliable.  The Ministry notes the need for caution when interpreting 
apparent differences between groups, especially for the smaller Pacific groups, where the 
method used to calculate these figures may over-inflate differences between these groups.  
This relates to issues with classifying people who belong to more than one Pacific ethnic 
group, or who are also Māori.  
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Other ethnicities' coverage 

The information provided from the NIR that is used to monitor coverage levels groups all 
those who are neither Maori nor Pacific peoples into one "other ethnicities" category.  
However the analyses undertaken by the University of Auckland, as reported in the graphs 
above, show that this grouping is resulting in the project missing out on useful information 
about the coverage for Asians and Europeans, who were each showing quite different 
patterns in Counties Manukau. 
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Coverage by New Zealand Index of Deprivation (NZDep) 

Updated population projections are not available for NZDep areas13 and the denominators 
for these appear to be particularly inaccurate, as reflected in the number of figures over 100 
percent.  The coverage rate for under-fives in the most deprived areas was higher than in 
the least deprived areas for dose one (82% for NZDep 1-2, cf. 94% for NZDep 9-10) and 
dose two (79% cf. 85%), but not dose three (73% cf. 69%).  Coverage was highest for 
NZDep 5-6 for all doses. 
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The above data has identified the NZDep level for each child based on the NZDep level of 
the mesh block in which they live.  The University of Auckland undertook their NZDep 
analyses based on the Census area units (CAU) where the children live.  They did this 
because CAUs are much larger population groupings and they felt this was more 
appropriate given concerns over the accuracy of the NZDep levels.  However, using the 
CAU data produced quite different results.  The graph below compares the two methods for 
dose one, with the CAU producing a very flat line, rising to higher levels of coverage for the 
most deprived quintile.  A similar pattern was evident for dose two, while for dose three there 
was no increase for the high deprivation group, rather it was a flat line. 

 

                                                 
13 NZDep - New Zealand Index of Deprivation, an ordinal scale (based on a number of factors, such as income, housing) which 

ranges from 1 to 10, where 1 represents areas which are the least deprived and 10 represents areas which are the most deprived. 
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Interaction between Ethnicity and NZDep 

The key analyses were to examine whether ethnic differences existed in coverage rates 
after controlling for level of deprivation.  These analyses, undertaken by the University of 
Auckland, showed that the effect of ethnicity (prioritised) was independent of deprivation.  In 
other words, the lower Maori coverage rate was not due to Maori living in more deprived 
census area units. 

These analyses also identified that there was not a significant difference in immunisation 
rates between areas in different NZDep quintiles, which is what would be expected given the 
flat graph shown above for these analyses based on CAUs.  From this finding one would 
conclude that, in terms of levels of deprivation, the programme is succeeding in its aim of 
reducing past disparities in vaccination coverage and hence achieving an equal level of 
protection for all.  However, the different result when the data are analysed by mesh blocks 
does leave some questions about the most appropriate conclusions.  While the accuracy of 
NZDep denominators at the mesh block level has been called into question, the mesh block 
analyses did present a relatively even curve in the graphs shown above, which would seem 
to provide some confidence in those findings (one might have expected random fluctuations 
if the denominators were too inaccurate).  However, the most appropriate conclusion would 
still seem to be that, for under fives, the campaign has reduced past disparities and there 
are little if any differences by level of deprivation. 
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UNDER FIVE COVERAGE IN NORTHLAND, WAITEMATA AND AUCKLAND DHB REGIONS 

The three graphs below provide a comparison between the regions using the best available 
data available.  Northland was the most recent DHB to begin the programme (on November 
22) and their most current data is presented, which was for Week 16 of the programme.  
Week 16 data has also been presented for Counties Manukau and Waitemata.  However, 
Auckland DHB had been mostly reported with the Eastern Corridor data included.  As this 
region was part of the initial roll out with Counties Manukau (and was included in the 
CMDHB coverage figures), data with the Eastern Corridor excluded would provide the most 
valid basis for comparison.  As these data were only available for Week 18, the Auckland 
figures could be expected to be slightly higher than those for Waitemata and Northland, 
which was indeed the case for the overall coverage rates for dose one (74% Auckland, 
Waitemata and Northland 69% each). The Counties Manukau figures were higher for the 
comparative number of weeks into the programme (85% first dose).  It should be noted that 
Counties Manukau data was based on those aged 6 months and up to five years, whereas 
the most useful data available for comparison from the other DHBs was for those aged one 
year and up to five years. 

The gap between the first and second vaccination rates for Waitemata, Auckland and 
Northland were very similar.  Auckland did have a higher rate for the third dose at the 
comparable point in the programme.  It is interesting to note that while Counties Manukau's 
figures were higher for doses one and two, theirs were the lowest for dose three. 

 

Māori coverage  

Māori coverage, based on prioritised ethnicity, in Auckland (32% for dose one) and 
Waitemata (41%) was very low.  While it was comparatively higher in Northland, it was still 
lower than other ethnic groups'. The Northland Maori coverage rate reported on NIR is 
known to be slightly underestimated, as two practices in  Northland had attempted to specify 
an iwi group, a hapu or something other than just 'Māori' and the data had been recorded as 
"Other" ethnicity on the NIR. This problem could have also occurred in other regions, and 
CMDHB did believe it had occurred in their region but as yet were uncertain as to the extent 
of it. 

 

Pacific coverage 

Pacific coverage rates in Waitemata, Auckland and Northland were all a little below the 
general population rates in each region.  This is in obvious contrast to the high Pacific rates 
in Counties Manukau. 

 

Other ethnicities' coverage 

'Other ethnic groups' were producing the highest coverage rates in all of Auckland, 
Waitemata and Northland.  The rates in Auckland and Northland were on a par with 
Counties Manukau. 
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Coverage by NZDep 

The third graph below compares coverage for the most deprived group (NZDep 9-10) with 
the general population coverage rates for each region.  Once again the problems with 
denominators are highlighted and these appear to be particularly bad in the case of NZDep, 
with a rate of 136 percent recorded for the high deprivation group in Waitemata.  Given 
these denominator issues, one has to question how valid any of the NZDep data is.  
Northland was the only region where the high deprivation group's coverage, as reported, 
was markedly below the overall rate there.  
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COVERAGE AND CONSENT RATES AMONG 5 TO 17 YEAR OLDS  

 
ACHIEVED COVERAGE 

This section is reported only for Counties Manukau, as none of the other regions had begun 
school vaccinations at the time of reporting. 

The Counties Manukau NIR coverage data dated 13 March 200514 showed an overall 
coverage rate of 92 percent for 5 to 17 year olds (that is 98,161 persons vaccinated out of a 
population of 106,312.)  The coverage was 89 percent for dose two and 78 percent for dose 
three. The NIR data includes school-aged children who had been vaccinated at primary 
practices and children of school age who had left school.  (With the exception of NZDep 
analyses, all the NIR figures reported for 5 to 17 year olds are based on updated population 
projections, as at March 13.) 

Some school-based vaccinations had not yet been transferred to the NIR, so it was 
appropriate to consider the school based data (from SBVS) separately. While the SBVS 
database gives accurate school based vaccination coverage, it does not include school 
students who have been vaccinated at primary care practices.  The SBVS reports the rate of 
children vaccinated as a percentage of children on the current school roll. 

The rates for the school based vaccinations, based on the SBVS data, as at March 13, 
were 83 percent, 81 percent and 78 percent for doses 1, 2 and 3 respectively.  CMDHB 
were running very successful catch-up clinics to reach those school students who had 
missed at least one of their vaccinations and this was reflected in the dose three SBVS rate 
increasing from 62% on January 9 to 78% on March 13.  The NIR data cited above does not 
yet reflect much of this improvement, presumably reflecting delays in the data getting onto 
the NIR.  

CMDHB noted that the coverage rates were very high as a percentage of those who had 
consented. This was 98 percent for dose one and it averaged 92 percent for all three 
vaccinations.  

A CMDHB stakeholder noted that as at 21 February, 2005, there were the following numbers 
of 5 to 17 year olds who had been vaccinated by primary care and not in schools: 9863 for 
dose one; 8422 for dose two and 7084 for dose three.  This stakeholder argued that all 
these should be added to the SBVS figures to obtain an overall schools coverage rate.  
However it does not seem possible to ascertain how many of them were actually school 
students.  If they were all added to the SBVS, this would take dose one coverage to 92 
percent.  

It would be useful if primary care records sent to NIR could record whether the 5 to 17 year 
old was still attending school.  This would provide the potential to accurately calculate 
coverage rates for school age children. 

                                                 

14 The NIR data dated 13 March was the most recent NIR data available for CMDHB at the time this report was prepared. 
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Māori and Pacific coverage 

Unlike the under fives, coverage for 5 to 17 year olds, as recorded by NIR did not vary much 
between prioritised and total ethnicity, as shown in the tables below.  The reason for this is 
likely to relate to the school consent asking about ethnicity in a similar way to the Census.  
This will probably have resulted in similar levels of multiple ethnicities being included in the 
school numerator data as in the Census denominator data.  This is in contrast to the under 
fives, where there were low levels of multiple ethnicities included in the numerator data 
coming in from primary care practices.  Because of the likely high level of multiple ethnicities 
with the school numerator data, there will have been fewer problems with children being 
included in prioritised denominators for Maori and not being included as Maori in the 
numerator data.  

CMDHB/EC Coverage for Ethnic Groups 5 to 17 years 
(December 2004) 

Prioritised 
Ethnicity 

 
Dose one 

 
Dose two 

 
Dose three 

European 70 61 57 

Pacific Peoples 98 90 75 

Maori 85 77 63 

Asian 58 49 45 

Total Ethnicity 
 

Dose one 
 

Dose two 
 

Dose three 

European 69 61 56 

Pacific Peoples 95 88 73 

Maori 85 78 63 

Asian 57 49 44 
Source: National Immunisation Register (NIR), 31 December, 2005 

 

The figure below shows NIR vaccination coverage rates for 5 - 17 year olds by prioritised 
ethnicity in CMDHB as at 13 March.  This shows a similar pattern to the under five graph, 
with coverage being higher for Pacific peoples and lower for Māori.  However, Māori 
coverage was higher for 5 to 17 year olds than for under-fives, which was consistent with the 
prioritised ethnicity seeming to under-represent Maori under five coverage relative to other 
ethnic groups. 

However, the school based vaccination data (from SBVS) shows a different pattern, as 
shown on the second of the two graphs that follow, with Māori actually having the highest 
coverage rates (as at March 13).   Possible reasons for this difference are discussed in the 
next section. 

The University of Auckland analyses of the data as at the end of 2004, identified a weak 
correlation between the proportion of each ethnic group in the schools and the dose rates for 
those schools, but not for all doses. It should be noted that the ethnicity analyses had to be 
based on the ethnic composition of the schools (percentage of school population in each 
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ethnic group), as the ethnicity of individual students was not available to the researchers. 
Only the proportion of Asian students in the school was related to the percentage of students 
receiving dose one and two, with schools who had more Asian students having higher dose 
one and two rates. The number receiving dose three was related to the proportion of all 
ethnicities in a school, with schools with more European and Asian students having higher 
vaccination rates for dose three, and schools with more Māori and Pacific students having 
lower rates.   

However, when school decile (which is a socio-economic indicator) and size of school were 
controlled for, ethnicity had no relationship to vaccination rates.  It appears the correlations 
reported in the previous paragraph were entirely the result of the tendency for lower decile 
schools to have lower proportions of Asians and Europeans and higher proportions of Māori 
and Pacific peoples.  
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Possible reasons for difference between NIR and SBVS coverage rates 

One of the difficulties with comparing the coverage as reported by NIR and SBVS is 
apparent inconsistencies in the number of young people they have in their denominators, 
and how this varies by ethnicity.  As shown in the table below, the SBVS school rolls have 
more young people in schools than the NIR has for all 5 to 17 year olds, including those who 
do not attend school15.  Māori are the only group where the numbers for NIR are greater 
than those for SBVS.  This is likely to be one of the key reasons why the Māori coverage 
figures move from being the highest (on the SBVS) to the lowest (on the NIR). 

The NIR denominator is based on updated projections based on 2001 Census data. The 
school ethnicity population breakdown used in SBVS denominators was based on the 
percentage of each ethnicity in the data collected by the Ministry of Education (MoE) for the 
school rolls as at July 2004.  In the CMDHB area, this translated to 21 percent Māori, 28 
percent Pacific Peoples and 51 percent other ethnicities. 

In trying to ascertain how accurate the school vaccination coverage rates are for each 
ethnicity, it is important to understand the way ethnicity is recorded by schools.  Firstly, up to 
three different ethnicities are self-reported by each student when he/she enrols.  Each 
school uses this self-reported data to record numbers of students from each ethnic group for 
the MoE, who have set prioritisation rules for schools to assign only one ethnicity to each 
student.  For the 2004 data this prioritisation process was similar to that used for the NIR 

                                                 

15 The percentages in brackets do not add to exactly 100% because of rounding.  The NIR figures add to 99% and the SBVS' to 
101%. 
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data with those making any mention of Maori being recorded as Maori and those mentioning 
Pacific being recorded as Pacific, unless they also mention Maori.  

A MoE Data Management Unit representative considered MoE rolls data to be fairly 
accurate as a measure of self-reported ethnicity, since schools are required to check on data 
that looks unusual and the MoE also compares the data to previous years'.  

The MoE rolls being based on student self-reported ethnicity is a possible contributor to the 
difference in coverage rates between SBVS and NIR.  If students have reported fewer 
multiple ethnicities for the school roll denominator data than was reported on the MeNZB 
consent forms, this could lead to some groups being over-represented in the SBVS data, 
especially Maori.  For example, one Māori stakeholder noted that, based on her experience 
working in schools, students who were both Māori and Pacific were more likely to identify as 
Pacific than as Māori.  This would result in students being prioritised as Māori for the 
numerator data for SBVS, when they may well be classified as Pacific in the school roll 
denominator data.  This would result in an over-representation of Maori coverage on SBVS, 
which is consistent with the coverage results being reported.  

Population Estimates for NIR and SBVS 
 NIR Estimated 

Population 5-17 
years 

SBVS School Rolls 
(as at July 2004) 

Māori 24,927 (23%) 22,095 (21%) 

Pacific 29,161 (27%) 29,890 (28%) 

Other 52,624 (49%) 55,829 (52%) 

Total        106,712 107,363 

 

 

Greater percentages of Pacific school students and out of school 16-17 year olds may have 
been getting vaccinated at primary care than Māori and other groups.  This is consistent with 
higher Pacific peoples' under-five vaccination rates at primary care.  Qualitative feedback 
from primary care providers indicated that it was Pacific families who were keenest to have 
their school children vaccinated at primary care.  Community key informants noted that, 
compared to other groups, Pacific youth tend to maintain closer links with their families after 
leaving school, which are likely to lead to parental encouragement for out of school youth to 
get vaccinated. 

Coverage rates for Pacific school students were underestimated because some smaller 
Pacific ethnicities did not have their own box on the consent form and these children had to 
be recorded as being in "Other" ethnic groups. The new version of the consent form has 
addressed this issue.  However, this lower Pacific coverage on SBVS would also have been 
transferred to NIR, as the SBVS data is added to NIR. 

The differences between the SBVS and NIR coverage data is a particular concern, as it 
makes it difficult drawing conclusions for one of the key project objectives of not contributing 
to disparities.  The most appropriate conclusion would seem to be that the Maori coverage is 
probably not as high as reported by SBVS.  However, there also have to remain question 
marks over the accuracy of the NIR coverage figures, given their denominators for Pacific 



 

45 
Phoenix Research Evaluation Final Overview Report 

 

and Other are less than those for the school rolls, even though the NIR includes out of 
school 5 to 17 year olds. 

 

5 to 17 year old New Zealand Index of Deprivation (NZDep) 

As with the under fives, the results differ depending on whether the NZDep levels are based 
on mesh blocks or Census area units (CAUs).  The graph below provides one example, in 
this case the results for dose three.  As with the  under fives, the mesh block data provides a 
pattern of higher coverage for the mid levels of deprivation, whereas the CAU data provides 
a flat line.  However in this case, the levels for the most deprived group are the lowest of all 
the quintiles when using the mesh block approach.. 

The graph is for dose three, but similar patterns are evident for doses one and two for each 
of the two types of analysis, although for dose two with the CAUs, the high deprivation 
quintile reported a higher level of coverage than any of the other quintiles, as was evident in 
some of the under five findings.  

The most recently available data, as shown in the second graph below, is based on the 
meshblock analyses and it again shows the most deprived group with lower coverage.  
Despite the concerns about the NZDep denominators, the downward trend shown in the 
graph below provides credibility to the findings (i.e. coverage for the NZDep 9-10 group does 
not just drop suddenly below the rates for other NZDep levels; there is some drop also for 
levels 7-8, but to a lesser extent). 
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EFFECT OF SCHOOL DECILE 

When the 232 schools were classified by decile, there was a small but significant 
relationship between decile rating and dose rates.  This relationship was stronger for dose 
three, where there was a clearer pattern of higher decile schools having higher coverage 
rates.  Given the rates in dose three have since increased considerably with the catch-up 
process, it is conceivable that such a difference might no longer exist. 

 

EFFECT OF TYPE OF SCHOOL AND YEAR OF SCHOOLING 

The coverage rates were similar across primary, intermediate and secondary schools16.  

Rates were generally similar by the number of years the students had been at school.  There 
was a drop off for the oldest students (Years 14 and 15), but there were very few of these 
students (129 in Year 14 and 48 in Year 15) and it is conceivable that the drop off is due to 
them having left school during the year.  There were also indications of a drop off in dose 
three rates from Year 10 onwards (see graph below).  This is likely to be due to students not 
being available because of exams and other commitments late in the year, plus some 
students leaving school. 

The Year one rate was high because of children beginning school who were not included in 
the denominator.  There appears to be no obvious reason why the Year seven coverage 

                                                 

16 The evaluators had thought, based on their contract with five schools, that the rate of consent returns might have been lower in 
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should be lower; it is most likely a product of the denominators, where it is particularly high 
for Year seven. 

There was no relationship between school size and coverage rates. 

 
 

DOSE RATES BY SCHOOL YEAR 
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SCHOOL CONSENT RATES 

The vaccination rate in schools is dependent on the rate of consent forms returned, which 
seemed high in CMDHB particularly given that there was only a two-week period to get most 
of the consent forms returned.   However, given Northland DHB were expecting 100 percent 
return, perhaps very high levels should be expected as the norm. 

Data from SBVS as at January 23 showed that 93 percent of the consent forms were 
returned.  For 6 percent of students, consent was declined. This 6 percent included 1.4 
percent who reported preferring the GP and 0.4 percent who said they had already received 
the vaccination.  There were 3 percent of students who obtained consent but at that point in 
time had not received the first dose, due mainly to absences from school on the day of the 
vaccination. This resulted in an 83 percent school vaccination rate17. 

                                                                                                                                                     
secondary schools and that this might have impacted on coverage rates.  

17 The 93% completed consent forms, minus the 6% declines and 3% not vaccinated equals the 83% coverage rate. In fact the figure 
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The table below shows data as at January 23, 2005. Consistent with their high coverage 
rate, Māori had the highest rate of consent form return rates (95%).  

 

MeNZB Consent Form Returns and Consent Rates in CMDHB as at 23 January 2005 

 

Estimated 
school 
popn.18 

Consent 
form 

returned Return rate Consented 

Consent rate 
as 

percentage 
of total 
rolls19 

Consent rate 
as 

percentage of 
consent form 

returns20 
Māori 22091 20879 95% 19874 90% 95% 
Pacific 29883 26540 89% 25086 84% 95% 
Other 55817 51868 93% 47381 85% 91% 
Not known  40  32   

Total roll 10735921 99327 93% 92373 86% 93% 

Source: SBVS: January 23, 2005 

 

VACCINE COVERAGE AMONG 18 TO 19 YEAR OLDS 

The vaccine coverage rates for 18 to 19 year-olds are the best indication available of 
coverage rates for youth no longer at school.  This group is being vaccinated at primary care 
practices. National advertising targeting this group had recently begun at the time this report 
was written.  Regional youth initiatives in the greater Auckland region had begun in March 
2005. 

It had always been acknowledged that out of school youth would be a difficult group to 
reach. As at March 13 2005, the CMDHB coverage rate for 18 to 19 year olds for the first 
dose was 47 percent, 41 percent for the second and 31 percent for the third.  This was an 
increase over the January 9 rates of 41, 34 and 24 percent. 

The first dose rates for 18-19 year olds in the other regions (as at March 13 2005) were: 11 
percent in Auckland (excluding Eastern Corridor), 10 percent in Waitemata and 7 percent in 
Northland. 

It should be noted that some of the 17 to 19 year olds will have been vaccinated in schools.  
A DHB stakeholder reported being shocked when they realised that once a vaccinated 
person has their 20th birthday, this person is removed from their totals for the vaccinations.  
However, the Ministry noted that while this is the situation in some reports, it is not the case 
in the Tracking reports.  

                                                                                                                                                     
for completed consent forms was 92.5%, so due to rounding the figures do not add up exactly.  

18 Based on % ethnicity breakdowns from Ministry of Education school rolls July 2004. 
19 Based on those who consented as a percentage of the estimated total roll. 
20 Based on those who consented as a percentage of consent forms returned (dose 1). 
21 The total figure is less than the three ethnicities combined due to children belonging to one or more ethnic group. 
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5. ISSUES IMPACTING ON COVERAGE 

This section covers: factors influencing difference in coverage rates between regions; factors 
associated with coverage rates in general; factors associated with Māori coverage; 
community awareness raising/other initiatives; and outreach.  At the end of the chapter, the 
Key Learnings include Factors Contributing to Success and Factors Hindering Success. 

 

FACTORS INFLUENCING DIFFERENCE IN COVERAGE RATES 
BETWEEN REGIONS 

As reported in the previous chapter, the coverage rates for the three regions that rolled out 
after Counties Manukau were lower for doses one and two.  There are a number of possible 
explanations for this: 

• The Christmas break 

• Level of unpaid media coverage 

• Timing of schools programme 

• Low enrolment in PHOs 

• Reduced relevance/ perception of risk 

• Increased activity by the anti lobby 

 

The Christmas Break 

The key reason for the difference was the Christmas break, which had a marked impact in 
Northland in particular, given they only began on November 22.  However, it also impacted 
on Waitemata, who began three weeks earlier and presumably also on Auckland (they were 
not interviewed).  It was a very busy time of year for both practices and parents of under 
fives. CAR staff found it difficult to engage parents during such a busy time.  There were 
issues with the gap between vaccinations over the Christmas break, which resulted in 
practices being allowed to do the second vaccination at four weeks instead of six, which 
added a degree of confusion in parents' minds as to whether this impacted the 
effectiveness.  The Christmas period also meant that there were delays in sending out 
recalls because of people possibly being on holiday.  So instead of the programme building 
up momentum, it was impacted by a forced close down for the Christmas period and faced 
with rebuilding momentum again in the New Year. 

 

Levels of unpaid media coverage 

Another important difference between the regions was in the level of unpaid media 
coverage.  CMDHB had huge amounts of coverage with people confronted with the 
consequences of meningococcal disease.  Under such circumstances it would have been 
much more difficult for a parent to put off vaccinating.  Northland did manage to achieve a lot 
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of local media coverage over the first week, but Auckland and Waitemata were in a region 
where the story was old news from a media perspective. 

The CMDHB high coverage rates were also driven by very high Pacific peoples' rates, which 
is a phenomena that has not been present in the other regions.  The Pacific evaluator had 
previously commented that the features of the Counties Manukau Pacific community would 
not necessarily be present in other regions.  

Timing of schools programme 

Another factor is likely to be the timing of the schools programme.  In CMDHB both the 
schools' and primary care campaigns began at similar times, so parents of under fives were 
often being reminded of the campaign by their school age children's participation in it.  This 
would have helped to keep the issue to the fore in their attention and priorities, which is key 
for achieving high coverage.   

Low Enrolment in PHOs 

The level of enrolment in PHOs varied between regions, with Counties Manukau believing 
they had total enrolment.  Northland also believed their rate was high, but Waitemata 
believed that around 46% of Māori aged under five in the region were not yet enrolled. This 
meant they were not receiving precalls and recalls and there were no known contact details 
for them. 

Waitemata were particularly concerned about reaching families not yet enrolled with PHOs, 
especially Māori.  As of February, two key strategies were being explored to try and address 
this issue: 

• Working with one large PHO to generate lists of casuals who visit a sample of their 
practices, with a focus on areas of high Māori concentration.  These children were to be 
checked against the NIR records and followed up if there had been no MeNZB 
vaccinations. 

• Approaching a major Accident and Emergency clinic to see if they are willing to screen 
patients to see if they have had MeNZB vaccinations, as it is suspected that many non-
enrolled patients visit this clinic rather than a specific GP.  The options then would be for 
the clinic to refer non-vaccinated children to OIS or alternatively commence vaccinations. 

Another possibility being considered was to use schools as venues for vaccinating under 
fives, as this was a location where a lot of parents could be accessed (when they delivered 
their school age children for class and picked them up again at the end of the day). 

Reduced relevance/ perception of risk 

CMDHB had previously experienced the highest rates of the disease in the country, so many 
people knew of someone who had had it.  As the programme rolls out into other regions, 
perceived personal risk may well diminish.  The BRC communications research provided 
some support for this hypothesis, with a decrease from 47 percent (in CMDHB Sept '04) to 
38 percent (in Northland, Dec '04) of respondents believing they (or their family) were 
'extremely' or 'somewhat' likely to get the disease.  This was despite Northland respondents 
being more likely than those in CMDHB to correctly identify three key at-risk groups:  under 
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fives (34% cf. 21%); school aged children (27% cf. 19%) and Māori (32% cf. 20%).  In 
Northland there was also an increased perception that there had been 'a lot of information 
on meningococcal disease' (56% cf. 47%). 

Other changes in perceptions/attitudes noted by the BRC communications research 
included:  

• A decrease in the proportion who believed meningococcal disease to be 'very serious' 
(down from 68% in CMDHB to 58% in Northland); 

• Fewer people in Northland knowing a vaccine was available (72% cf. 84% in CM); 

• Far less unprompted listing of the vaccine as a best form of prevention in Northland (36% 
cf. 53%) and a smaller decrease in the percentage being aware of it when prompted 
(86% cf. 93% in CM); 

• Consistent with these responses was a decrease in those saying they had either 
vaccinated their child or were likely to do so (78% cf. 89% in CM). 

 

Increased activity by the anti lobby 

There was little evidence of the anti-immunisation lobby being particularly active in Counties 
Manukau, but this lobby was increasingly active in the other regions as they rolled out.  

Northland noted the presence of a sector of alternative lifestylers, some of whom tended to 
be anti-immunisation, but a DHB stakeholder reported in mid-March that the anti-
immunisation lobby had raised concerns among parents who have previously had their 
children vaccinated for the other childhood vaccinations.  It was reported that a 'Goldrush' 
article from the anti lobby had been sent to every school in Northland.  In mid-April they 
expressed even more concern and believed that the anti lobby was a key factor in the 14% 
decline rate they had received on consent forms returned to schools. 

When interviewed in February, a number of provider staff members in Northland variously 
noted that the anti-immunisation lobby group was present in the North, however on the 
whole they felt it was not strong.  They did note that it appeared that it might be gathering 
some momentum in certain places.  Parents and community key informants in Northland had 
little comment about the anti-immunisation lobby. Most noted that the lobby group had not 
directly affected their perceptions about the programme, and did not know what impact it 
was having on community perceptions in general.  It should be noted that these interviews 
were in early to mid-February and things may have worsened since then.  Also, it is possible 
that the anti-lobby group had an impact on the concerns about the vaccine that parents were 
expressing, without the parents being particularly aware of this impact.  For example, if the 
anti lobby had raised concerns among some parents, these parents would have talked to 
others who might not have known that the concerns were being fuelled by the anti lobby.  
One Northland CAR stakeholder felt that at least some indecision by parents about 
vaccinations was due to the "horror" stories they had heard via friends and any inaccurate 
information associated with these stories.   However, they did not think the anti lobby was 
responsible for this and most of the "horror" stories seemed focussed on 'bad' reactions to 
vaccinations. They felt it was more a product of the programme having been around for a 
while and there being more time for people to have heard about "horror" stories from friends, 
and/or bad publicity in the media. 
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The DHB planned to run community meetings to address the issues being raised by the anti 
lobby, but then decided there was too great a risk of these being hijacked by them.  The 
cancellation of these meetings received media coverage in the main Northland paper. 

The initial NDHB response included having the Medical Officer of Health send in a response 
to each anti letter that appeared in the papers.  More recently NDHB ran advertorials in all 
the local papers and planned to follow this up two weeks later with a letter from the Medical 
Officer of Health to again appear in all of the papers.  They decided to pay to have the letter 
published, in order to retain control over how it is presented. 

NDHB also reported that the PHNs were having to work hard to counter the impact of the 
anti-immunisation lobby, when dealing with consents for school age children.  Although the 
data had not been processed at the time of writing, there was a perception that the consent 
rate may well be similar to previous immunisation consent rates. (If so, this could indicate 
that the impact of the anti lobby had been minimised by the efforts of PHNs and others 
working with parents of school age children.) In the one community where there was a 40 
percent decline early in the school programme, a school community meeting resulted in a 
significant number of parents changing their minds and deciding to vaccinate their children. 

 

FACTORS ASSOCIATED WITH COVERAGE RATES 

SUPPORT FROM PRIMARY CARE 

The level of support the programme receives from primary care is critical to its success.  All 
three regions interviewed believed they had generally received high levels of support.  

Other related success factors noted by stakeholders were the commitment of primary care 
staff and how well known the nurses are in their communities.  Some who were well known 
were leaving notes at the homes of those who had not vaccinated.  

However, one stakeholder did note that GPs/PHOs were the only providers who were not 
required to provide plans for how they were going to develop and deliver their services. 

 

PRIORITY GIVEN TO COMMUNITY BASED VACCINATIONS 

A key issue in the programme is  community based vaccinations.  The Ministry had always 
been keen for this to be part of the package, particularly linking it in with OIS.  An NRAG 
stakeholder also noted that NRAG had provided consistent advice to the MVS team 
regarding the opportunity to provide community based vaccination, in order to reduce 
potential access barriers for community.  The suggested vehicle through which this was to 
be achieved was by increasing the number of certified independent vaccinators within Māori 
provider organisations.  The stakeholder felt that this would have provided a more efficient 
means of getting people vaccinated, as opposed to having Māori providers effectively 
facilitating people to primary care.  The stakeholder felt strongly that clinical services should 
be combined with CAR teams, to provide a more seamless service to what is currently 
offered. 

However, Counties Manukau DHB were very clear that they wanted all vaccinations to be 
undertaken by primary care.  This was because of their commitment to the Primary Care 
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Strategy, with its focus on greater links between PHOs and their communities.  CMDHB 
noted that community vaccination was a costly and potentially unsafe option if adverse 
reaction were experienced in the community with minimal medical support. Safe community-
based vaccination would require immediate access to resuscitation equipment, trained staff 
in first aid and emergency procedures and access to supporting medical treatment quickly.  
CMDHB noted that although there have been no adverse reactions to date, precautions 
were required, given the nature of the development process and political interest in the 
vaccine.  

CMDHB had always considered that any move towards community based vaccination would 
be a 'last ditch' option. However, the community based school catch-up clinics early in 2005 
were such a success, that CMDHB decided they would begin community based clinics for all 
age groups and the first one was undertaken in mid-March.  Thirty-six vaccinations were 
completed, with 25 of these having been scheduled prior to the day.  They used community 
contacts and PHN intelligence to try and locate families with children who might not have 
been vaccinated.  They used cards to notify nearby homes of the community clinic.  They 
also contacted people who were visiting the town centre where the vaccinating took place.  
A CMDHB stakeholder noted that the process was very resource intensive, with ten people 
being involved on the day of the clinic.  These included OIS staff, PHNs and Plunket.  
 

Northland DHB utilised existing Iwi provider outreach medical clinics in the Mid and Far 
North to provide community based clinics.  They had no such clinics in Whangarei and 
wanted to encourage these families into primary care.  Other reasons for not introducing 
community based clinics included: 

• A concern about the functionality of the NIR system; both at an NIR server level and at 
the PMS level.  They were also concerned regarding management of NIR data, access to 
status query, including timeframes and access to data for vaccine safety surveillance 
requirements. 

• Outreach providers were unable to claim payment for the vaccine event if delivered 
outside of general practice.  In costings developed for outreach, it was determined by 
outreach providers, during consultation and development of the model for outreach 
service delivery, that if 20% of all Maori pre-school children across Northland accessed 
outreach, the allocated monies were not adequate to provide community clinics and 
home vaccination services. 

• There had always been and remained an issue regarding non-medical vaccinator 
capacity to deliver the vaccine outside of general practices. 

As at mid-March, NDHB were organising an alternative venue for vaccinations in central 
Whangarei.  Those who had told OIS that they would go to a GP, but who had not 
presented, would be visited and given a written invitation to attend the alternative venue 
clinic.  This clinic would also be advertised more widely.  Although Northland had high 
enrolment in PHOs, it was hoped that the alternative clinic would attract any people who 
were not enrolled.  

A rural Northland stakeholder noted that vaccinations were given at clinics, on a marae, and 
at Kohanga Reo by experienced non-medical vaccinators.  However, a DHB stakeholder 
reported that the Kohanga leadership in Northland were not keen on vaccinations taking 
place in kohanga and the DHB wanted to respect this wish.  Another stakeholder noted that 
Iwi providers were mostly avoiding home vaccinations because of the cost and safety 
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issues.  The DHB reported that despite ongoing efforts, there were very few approved non-
medical22 Iwi provider vaccinators for this work. 

NDHB were also investigating whether personnel were available to vaccinate in homes in 
Whangarei.  They planned to target only those who had not returned for doses two and 
three, despite the follow-up efforts.  For safety reasons, each non-medical vaccinator was to 
be assisted by a community health worker trained in CPR.  Finding an available non-medical 
vaccinator was an issue, but one was found and they began work in late March. 

A key feature of the Waitemata Programme  was the focus given to community based 
vaccinations.  This included the use of buses and other in-home vaccination options. WDHB 
supported providers utilising at home vaccinating as a part of the OIS programme in areas 
where it was already shown to be successful for general childhood immunisations. They 
believed that this was cost effective, as well as providing opportunities for a holistic well child 
approach, especially in the cases where Plunket was involved.  

The Plunket bus, which provides on-going community based Well Child vaccinations, has 
added the MeNZB vaccinations to the options provided.  Efforts to get a mobile clinic 
operating in a rural area had taken much longer than anticipated (a year) and were about to 
become operational at the end of February. 

One OIS provider reported that they had started in-home vaccinating due to the Plunket bus 
"not coping" with the number of referrals.  

One rural provider team of four independent vaccinators was intending to link with affiliated 
clinics to utilise home-vaccination kits.  If they found a household where they felt it was 
appropriate to vaccinate in home, they would then travel to the nearest clinic to get the 
home-vaccination kit and then return to undertake the vaccination.  

 

PRIMARY CARE EXPECTATIONS 

In Counties Manukau the initial primary care survey following dose one identified that 
practices only expected to achieve an average of 80 percent coverage, which was a 
concern.  However this had risen to 87 percent by the third survey. The practices expected 
small levels of attrition for doses two and three (for dose two they expected to finish with 
84% and dose three with 81%).23  

 

PARENT ATTITUDES 

The third primary care survey identified the following as the most common reason for 
parents declining invitations to vaccinate their children for the disease (in order of most 
mentioned): 

                                                 

22 Non-medical vaccinators require greater training than staff who vaccinate in primary care practices, where they are supervised by 
a doctor. 

23 As these were self-completion surveys, it is possible that some practices were reporting percentages of those who completed 
round one, rather than of all children in the practice in this age group, as asked for on the questionnaire. 
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• Anti-immunisation 

• Concern about possible longer term effects  

• Feeling they don't know enough about the vaccine 

• Not concerned about the disease/ believing the risk is low 

Practices reported very few parents declining second and third vaccinations24, but when they 
did the reasons were mostly related to the short-term effects, such as their child being upset 
with the injection or soreness. 

Northland DHB reported that when talking to parent groups prior to the roll out there had 
been a lot of concern regarding efficacy and safety of the vaccine.  However, they noted that 
people responded well when the MVS personnel were open about what was and wasn't  
known about the vaccine.   

 

INFLUENCE OF HEALTH PROFESSIONALS 

Health professionals can obviously play an important role in influencing community 
perceptions about MeNZB.  In some areas in Northland it was known that the local doctor 
did not vaccinate his/her own children.  In Counties Manukau, there was some community 
awareness that some Māori parents who worked in health promotion were reluctant to have 
their children immunised because they felt they did not have enough information to make an 
informed decision. However, it was reported that their attitudes to the current immunisation 
programme had not prevented them from encouraging other Māori to vaccinate their 
children.   

The primary care surveys undertaken in CMDHB also identified that the one practice with a 
particularly high rate of parents declining when they visited the practice, probably had people 
working in the practice were unsure about the vaccine.  

 

PRESSURE TO VACCINATE? 

In CMDHB there was some perception that, despite information being available to parents 
through schools and doctors' practices, a high proportion of parental consent for vaccination 
appeared to be due to a mix of fear (of the virus) and compliance.  In the first round of 
interviews, a community key informant reported that in a few instances parents who wanted 
to know more about the vaccinations were told by a GP and/or by someone at a school to 
simply comply, and were made to feel guilty if they did not.  The stakeholder felt that it was 
important that choice was not taken away for parents, through a pressure to simply comply.  

Three parents in Northland whose children were nearing the school age felt uneasy about 
the pressure they expected to receive from schools to have their children immunised.  These 
parents, who have been reluctant and/or indecisive about having their children vaccinated, 
had minimised their children's contact with other children.  For one parent whose child would 



 

56 
Phoenix Research Evaluation Final Overview Report 

 

soon begin primary school, this meant that she could no longer avoid making a definite 
decision about vaccinating.  The other two parents felt that they were being forced a little 
into having their children vaccinated, simply because they perceived that the more contact 
their children had with other children, the greater the risk of their children getting the 
disease.  

 

OTHER BARRIERS PERCEIVED BY STAKEHOLDERS 

Another barrier reported by some stakeholders was that unpaid doctors' bills resulted in 
people not visiting the doctor, even though the vaccination was free.  This led Northland 
DHB to strongly encourage primary care providers not to ask clients who were attending for 
MeNZB vaccinations to pay off existing bills while they were there.  

One Northland stakeholder also noted that her experience from other programmes was that 
people do not like going to doctors when they are not sick, and having to wait along with all 
the sick people.  In this respect alternative venues would be an advantage, as has always 
been an option in the Mid and Far North with Iwi Provider Medical Outreach Clinics.   

. 

 

FACTORS ASSOCIATED WITH MĀORI COVERAGE RATES 

REASONS FOR MĀORI PARENTS NOT VACCINATING 

In Counties Manukau, interviews with fourteen Māori parents who had not yet vaccinated 
their under-fives, as well as with community key informants and CAR personnel, identified 
the following as the main reasons for Māori parents not vaccinating: 

• Wariness of safety issues/side effects, including concerns that the vaccination could 
make their already sick child worse, and concerns about their child's potential reaction to 
the vaccine. This was often associated with a 'wait and see' approach;  

• Vaccination a low priority, given all other issues in their lives, which was often linked with 
not feeling the disease was a threat to their family; 

• Transport difficulties. 

In Northland, interviews with Māori parents who were undecided about whether to vaccinate 
their under-fives, as well as with community key informants and CAR personnel, identified 
similar reasons for Māori parents not vaccinating, however, by far the main reason was: 

• A lack of credibility of the MeNZB vaccine compared to other vaccines that have been 
around for a much longer time.  In particular, parents were wary of safety/side effects and 
concerned about a lack of proven evidence supporting the vaccine. 

Of the three main issues in Counties Manukau, both the Māori parents and a number of 
community informants reported that the latter two issues could usually be overcome if 

                                                                                                                                                     

24 This includes only parents who were asked by practices and declined; it does not include those who declined by not attending. 
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someone visited the family and supported them in getting their children vaccinated, 
especially if they provided transport.  

Other less mentioned reasons for Māori parents not vaccinating, particularly in Counties 
Manukau, included:  

• A waste of time because it had to be done all over again in 4 years time;  

• Caution about their child's exposure to unwell clients at the primary care practice; 

• Not liking to see their child in pain; 

• Not proactive about the programme, as their child/children were already behind in 
receiving other vaccinations; 

• Primary care hours not suitable during the week; 

• Not enough hui/public discussion about the programme; 

• A lack of participation and ownership by the community; 

• Some Māori parents feeling "hoha" about the programme, and health programmes in 
general; 

• Difficulties of arranging transport and childcare at the same time; 

• A lesser priority compared to other life concerns; 

• Not enrolled/casual use of primary care; 

• Whakamā; 

• Prefer face-to-face discussion. 

In Northland, interviews were also undertaken with five non-Māori parents who were unsure 
of whether to vaccinate.  They gave similar reasons to the Māori parents.  This could be 
interpreted as indicating that the reasons given above may not be an explanation for lower 
Māori coverage rates.  However, it could be that Māori and non-Māori share similar reasons, 
but that there are more Māori adhering to those beliefs and concerns.  It is also important to 
remember that these findings are based on very small numbers of interviews, especially for 
non-Māori.  The final phase of the evaluation could investigate these issues further. 

Anti-immunisation lobby 

The impact of the lobby group upon Māori coverage rates, as reported by most of the 
Northland providers spoken with was very low.  It was seen to be more an issue of interest 
to non-Māori.  However, one stakeholder noted that if Māori were not receiving information 
about the project from a trusted programme source, preferably face to face, in general Māori 
would be more susceptible to the various anti-immunisation messages. 

 

Not a Māori illness? 

A spokesperson for a Māori primary care provider in CMDHB noted that there had not been 
a single case of meningococcal B disease among the 1400 under-fives enrolled at their 
practice. The spokesperson believed that this phenomenon was contributing to a perception 
among both staff and clients that, at least in South Auckland, this "is not a Māori disease".  
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They had been told that it was an epidemic but were left questioning whether it really was; 
she reported that Māori had been more concerned about the SARS epidemic than 
meningococcal B.  Despite their doubts as to the risk for Māori from this disease, these 
Māori practices had made a considerable effort to achieve high coverage rates, especially 
for dose two. 

While no providers in the other two regions reported feeling the same way, a number of 
parents in Northland with under fives not vaccinated concurred with the Māori provider's 
view.  It should also be noted that CMDHB was the only region where the evaluators made 
direct contact with primary care practices. 

 

Other barriers perceived by Stakeholders 

A number of other potential barriers to Māori uptake of the vaccinations were identified, with 
each contributing to an overall barrier. These issues included: 

• The fear of benefit loss, through disclosing information/personal details; 

• Reactive healthcare by Māori means that many families usually only access Accident and 
Emergency organisations during a crisis, and do not have a regular doctor; 

• Many Māori prefer to have a longstanding relationship with one doctor, however, many 
clinics do not have the same GP present all the time, and clients will not always be able 
to see their regular doctor at their local practices; 

• Some Māori are still getting used to PHOs (issues of trust); 

• Not a Māori designed programme/needs a Māori "flavour": language and concepts are 
not appropriate for Māori e.g. need to use  Te Whare Tapa Wha model when discussing 
the programme; hui to address questions have not been used; values important to Māori 
need to be emphasised e.g. whanau, our future, future leaders25; 

• Parents cannot bear the thought of seeing their tamariki in pain; 

• Life issues/whanau issues – the need to vaccinate children competes with varying day to 
day life priorities – disempowered community; 

• Lack of iwi connectedness/close support/networks in general – fragmented links with 
whanau reduces the circle of influence and likelihood of support and opportunities to 
discuss vaccinations; 

• Some Māori have become desensitised and apathetic – Māori are tired of always being 
told they are a high risk group;   

• Disillusioned at the failure of other programmes;  

• Some people do not work to a cyclical, routine or even rational pattern - very short term 
thinking, e.g. it's raining so won't go to the doctor. 

 

Other barriers mentioned in CMDHB that operate more at a community than individual level 

                                                 

25 Only one of the community key informants mentioned this, and the person admitted not knowing a lot about the programme.  
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were:  

• In an urban situation like Counties Manukau, Māori have affiliation to numerous iwi 
throughout the country and their tribal links are back to these parent hapu and iwi rather 
than to local ones; 

• Little or no avenues available to ask about questions about the vaccine; 

• Health care providers not having extensive links into the Māori community; 

• Very difficult to target Māori using a small number of strategies, as Māori affiliate to a 
wide range of organisations, interests, and events; 

• Very few options for getting vaccinations after work hours; 

• Lack of Māori GPs and culturally appropriate staff nurses; 

• Conflict with sporting commitments in weekends; 

• Issues associated with a highly transient population; 

• Long waiting times at doctor's; 

• Parents working double-shifts being unable to get to a doctor; 

• Hotspots can be identified (e.g. streets with comparatively high numbers of unvaccinated 
children), however, identifying specific families and gaining entry are tasks less easily 
achieved. 

 

COMMUNICATIONS TRACKING SURVEY DATA FOR MĀORI 

Māori in CMDHB were as likely as the general population there to believe meningococcal 
disease is 'very serious' (69%), while in Northland Māori were a little more likely than others 
there to believe this (67%).  In both regions Māori were slightly higher than others in their 
unprompted identification of meningococcal disease as a disease of major concern to New 
Zealanders.  In CMDHB they were similar to others there in their perceived likelihood of 
getting the disease, but in Northland they were more likely than others there to believe they 
were at risk (52%).  In CMDHB they had lower awareness that a vaccine was available 
(69%), while in Northland this was higher (80%).  In both regions Māori were lower than 
others in their unprompted mention of the vaccination as a best way to prevent catching the 
disease, but were similar to others when prompted (91%). The proportions of Māori who 
reported either having already vaccinated or being 'extremely' likely to was similar to other 
groups in CMDHB and a little higher in Northland. 

 

CHARACTERISTICS OF PRACTICES WITH HIGH MĀORI COVERAGE 

Staff from three CMDHB practices identified as having 'high' Māori coverage rates for the 
first vaccination, were interviewed regarding their high coverage rates. The key similarities 
between these practices appeared to be:  

• Enthusiastic staff who are committed to the programme;  
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• Staff who know and relate well to their clients (one practice had two practice nurses, both 
of whom have been employed at the practice for 10 years, while at another practice half 
the staff had been there longer than 5 years). 

Those sentiments were reinforced by PHO outreach managers in CM. They also noted the 
following, as possible practice-level influences on Māori coverage rates:  

• Staffing: employing extra staff, not using existing staff to do longer hours, not overworking 
staff; 

• Processes: systematic recalling of clients, ability to rise to the occasion (and roll with it), 
good throughput (getting on with it, opportunistic vaccinating).  

Reasons given for the high Māori coverage rates for some practices in Northland 
(particularly in the Far North and other rural areas) included:   

• Nurses/Public Health staff including kaimahi and kaimanaaki tangata are well known to 
respective communities/live in respective communities; 

• Community awareness message adapted by providers to suit each community audience; 

• A number of stakeholders reported that Far North providers and health professionals 
were well informed by the comprehensive training provided by NDHB in a number of 
areas; 

• Kanohi ki te kanohi (face to face) approach by health staff, particularly in the rural areas; 

• Close-knit whanau/communities in rural areas; 

• Doctors in the mid-North have been practising in the area for years and have good 
rapport with community; 

• Mobile health services operate in the community; 

• Presence of established community linkages; 

• Nurse-lead teams; 

• All Hokianga clinics are free clinics. 
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COMMUNITY AWARENESS RAISING:  GENERAL 

WHAT TYPE OF ACTIVITY WORKS BEST? 

Overview of Types of Activity/ Role of CAR 

Different DHBs have used a range of activities and strategies under the heading of 
community awareness raising (CAR).  These have been grouped into the following 
categories:  

• Building awareness at community events (e.g. stalls at expos and shopping malls, 
presentations/ discussions with community groups or at community venues) 

• Engaging the support of community leaders and role models and trusted influencers as 
champions 

• Use of local media to build awareness (e.g. local radio, newspapers, websites) 

• Door knocking - visiting areas with low vaccination rates and contacting individual 
households, which can include: 

 Linking in with a community based vaccination clinic (e.g. mobile bus) 
 Providing transport to primary care venues  
 Repeat visits to see if they have vaccinated  

As can be seen from this list, 'community awareness raising' in this project is about more 
than just increasing awareness, so the use of the term 'community awareness raising' to 
cover this spectrum of activities is perhaps less than ideal. Apart from building awareness, 
CAR activities give people an opportunity to discuss vaccination issues before they go to 
their GP, so they can make an informed choice to vaccinate.  They can also target those 
areas where there is low coverage, to assist in getting people into action. Getting people 
from the stage of being 'aware and willing to vaccinate' to the stage of 'taking action to get 
the vaccination done' has probably been the most important and most challenging role for 
CAR. 

 

Specifics of CAR activities  

A key component of good social marketing is having effective links between national 
advertising and local 'on the ground' initiatives.  This appears to have been effectively done 
in CMDHB where it was reported by door knockers that holding up the flip chart with the 
poster on the front (based on the TV ad) had drawn immediate positive recognition.  Other 
things that assisted in promoting the project, allaying fears about who it was who was visiting 
them, and drawing attention to CAR display tables within malls and at other community 
venues included: 

• Using balloons; 

• Having easily distinguishable uniforms; 

• Using CAR personnel known to the community ; 

• Wearing photo identification badges; 
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• Wearing colourful clothing, e.g. shorts or a yellow scarf ; 

• A gift basket draw. 

Children were especially fond of the colours and balloons and often drew their parents to the 
MeNZB promotions in shopping malls. (In some shopping malls the management did not 
allow providers to actively solicit parents.) 

The flip charts were the main means of communication used by most CMDHB door 
knockers, while some providers preferred to use their own words to communicate with 
people and refer to the flip charts as needed. 

Rural CAR approaches in Northland utilised community venues (e.g. pre-school/kohanga 
reo, marae) and a multi-media method of presentation which included pamphlets, posters, 
pictorials, flipcharts, oral presentation and PowerPoint presentations, to cater for all learning 
styles.  In addition, providers in rural areas utilised kaimanaakitangata, kaimahi, and public 
health nurses to proactively contact parents. One rural Māori provider noted holding CAR 
sessions outside normal working hours to increase the likelihood of parents attending these 
sessions. These rural areas were reporting high Māori coverage rates for enrolled 
populations.  

One provider in Northland noted that delays distributing national information resources 
meant that the benefits of the national campaign were not maximised for the local campaign. 

A NDHB stakeholder noted that messages around MeNZB could have been potentially 
obscured by other messages being delivered at the same event.  This person felt that a 
more concentrated (single event/s) approach by providers could have been advantageous in 
getting MeNZB messages into the community.  

In Waitemata, CAR began 6 weeks prior to the roll out date and utilised resources created 
and funded by WDHB.  These resources included pamphlets, banners, balloons, static 
displays, t-shirts, and a WDHB created video showing a loop sequence of various contracted 
provider staff and community members. This video was apparently relatively inexpensive to 
produce and reportedly worked well in attracting public members to the static displays.  

A large yellow taniwha was introduced for the greater Auckland region as an attention getter 
when undertaking community based awareness raising and as a symbol that the Māori 
community can readily identify with. 

One CAR provider noted that it would assist if they had calling cards they could leave when 
no one was home, advising people to get their children vaccinated.  

 

Effectiveness of door knocking versus building awareness at community 
events  

In terms of use of staff resources, the most time consuming tasks are the door knocking and 
building awareness at community events.  It is therefore useful to compare perceptions as to 
the relative effectiveness of these two activities. 

CMDHB seemed to find the door knocking the more effective option for reaching people who 
had not yet had their children vaccinated, as they found most of those they reached at 
community events had already done so.  However, both Northland and Waitemata, at the 
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time of interviews, were finding the community events to be more effective.  This is because 
they felt they were reaching larger numbers of people for the input of resources.   

Other issues with the door knocking included:  

• Safety issues; 

• Some CAR staff feeling the process was invasive/ didn't have an existing relationship with 
client as the staff were not from that area; 

• Client information was not always up-to-date.  

The differences in perceptions as to effectiveness of the different strategies may relate to the 
different contexts in which CAR activities were taking place in the different regions.  By the 
time CMDHB CAR was up and running, vaccinations were already well under way and there 
was already a high level of community awareness about the programme, because of the 
extensive and high profile media coverage at the time the vaccinations had begun.  The 
media interest was aided by it being a new story.   

However, by the time Northland, Auckland and Waitemata rolled out, the vaccination 
programme was already an old story, especially in the Auckland DHB region, making it less 
newsworthy and thus less easy to use the media to do awareness building.  Northland DHB 
did a very good job with high profile media coverage in their main paper every day in the first 
week of their roll out.  Nevertheless, Northland and especially Waitemata had more 
awareness building to do at the wider community level.  However by February, there 
seemed to be increasing agreement in both regions that there was quite a high level of 
awareness. 

One of the reasons CMDHB may have found door knocking more effective was because the 
majority of the activity took place between 3pm and 8pm, with some providers working in the 
weekend.  In contrast Northland and Waitemata were undertaking their door knocking mainly 
from 10am until 2pm and they were finding large numbers not at home, or many families 
who had already vaccinated.  Northland DHB reported that there was a general “reluctance” 
by the contracted CAR and Outreach providers to provide after-hours services, either door 
knocking or telephoning.  The DHB had utilised a PHN for after hours telephoning. 

The inadequacy of the recording of CAR activities in CMDHB meant that there was no data 
to identify how cost effective their door knocking activities might have been in terms of 
number of non-vaccinated children identified and numbers of these who got vaccinated.  
Where the same staff were conducting both CAR and OIS, it was much easier to monitor the 
outcomes of those contacted through CAR.  Where people were only delivering CAR, they 
reported that it was frustrating not knowing what happened to the people they made contact 
with.  Other DHBs throughout the country need to look at what systems they can put in place 
that is sufficiently non-time consuming for providers to keep records and report these to the 
DHB. 

The following is some limited information that the evaluators were able to collect from CAR 
door knockers in CMDHB.  It shows considerable variation in the level of success reported.  
One provider noted that around 40% of the households she visited had unvaccinated 
children.  Another reported that they had found (mid-November) unvaccinated children at 31 
out of 450 households where they had made contact.  Of these five had under-fives, while 
the majority of the other 26 had out of school youth. Another provider reported that most of 
the unvaccinated children that they found were under-fives. The door knockers reported 
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getting very few people refusing to talk with them; some did tell them to come back at a 
more suitable time. 

Across the organisations doing the door knocking in CMDHB the average contact time with 
households was around 6 minutes, with three organisations more likely to average between 
3-5 minutes per visit.  On average, the longest visits took 15 minutes.  One provider reported 
that their initial visits averaged 30 minutes each, however, this was most likely due to the 
fact they were the very first organisation to start CAR, when the community would have had 
the least awareness and information.  

In Waitemata, one provider reported having door knocked for four weeks prior to the 
Christmas break, with contact times generally ranging from 5 to 10 minutes. In Northland 
limited door knocking had been undertaken by March 2005, ranging from five to eight 
minutes per visit. 

The timing of the door knocking in Whangarei, and the large area that needed to be door 
knocked, were identified by stakeholders as key reasons for the limited effectiveness of this 
approach there. It was noted that it was generally difficult to engage community members in 
any CAR activities in the pre-Christmas period, because people were so busy.  One key 
stakeholder felt that there had been insufficient time to better organise the workforce, and 
this had especially been the case with the door knocking.  

One NDHB stakeholder noted the greater challenges of communicating with people in larger 
urban areas like Whangarei, compared with the rural areas where there were a range of 
opportunities for providers to engage with a broad base of people and where there was just 
one practice in each area.  

 

Links between CAR and Outreach/ Different Paradigm Needed 

One of the features of the Northland strategy was the close link between CAR and OIS, with 
the same providers being contracted to do both. The majority of provider staff members had 
a role in both CAR and OIS, though there were some staff members who were solely 
dedicated to performing either CAR or OIS.   

A DHB stakeholder noted that CAR strategies for this project were different from normal 
health promotion activities, which involve "building up layers [of awareness] over 
generations".  With this project a differently targeted paradigm has been required, as what is 
needed is a quick response.  The stakeholder considered things like floats in Santa parades 
to be part of normal health promotion approaches but not appropriate for this project.  In the 
person's experience to date, unless the health promotion team is very closely aligned to the 
clinical OIS team, it is difficult for health promotion workers to make this shift in paradigm.   

An example of this differently targeted paradigm in operation would be holding off CAR until 
a doctor was going to be in the region and then contacting people, providing them with the 
necessary information and providing transport to the clinic that day.  In contrast it was noted 
that there was a CAR initiative at a local supermarket, which was near a primary care clinic, 
but there had been no effort to link CAR with getting people to go immediately to the clinic.  
However, there are obviously some limitations with this strategy in urban areas, where 
people may belong to a different PHO to the clinic nearest to where they are contacted. 
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A DHB stakeholder noted that where providers had operated in this differently targeted 
manner, which is what the DHB had suggested, they had been successful. 

It was noted that the importance of this close link between CAR and immediate access (for 
screening and blood samples) had been one of the learnings from the HepB programme in 
Northland.   

 

Link between CAR and mobile clinic 

An interesting initiative in Waitemata involved CAR personnel door knocking at the same 
time as the Plunket bus (which is a mobile vaccinating clinic) was in the area.  This was 
undertaken over a period of six days immediately prior to the Christmas break in December 
2004.  Parents were offered the choice of having their children vaccinated in the bus, and 
were provided transport to the bus if required. The bus was used in a co-ordinated approach 
by all persons delivering CAR, with the bus scheduled to be at the various locations over the 
6 days.  At every location at which the bus was strategically parked, all CAR personnel 
converged on the surrounding areas and proceeded to raise awareness via door knocking.  
This combined effort served to create a level of whanaungatanga not previously experienced 
across these providers and other CAR personnel.   Parents were referred to the bus if they 
wanted to have their children vaccinated that day.  

The initiative was considered a mixed success.  Overall the numbers of non-vaccinated 
people contacted was not as great as expected, due to the difficulties of finding people at 
home.  It accounted for around 50 vaccinations over the 6-day period.  It did result in a 
number of parents getting national childhood immunisations undertaken as well.  
Stakeholders felt that most parents attracted to the bus would not have visited primary care 
for their child's/children's vaccinations.  

In this case, one of the PHOs and Plunket generated the initial lists of community areas for 
use in door knocking activities, based on demographic information (high deprivation and 
high Māori population areas) and records of low registration.  These lists identified 
households by street level only.  Providers were then able to take the lists and prioritise the 
communities being targeted based on their own records and knowledge of the areas 
identified.   

 

Provision of transport 

At least some providers in each region were offering transport to primary care. One CMDHB 
CAR provider noted at the time of interview that they had not yet accessed the CMDHB 
outreach for transport, and also reported that their community appeared to be very reticent 
and cautious about receiving transport to primary care. 

 

Identifying champions 

Having local well-known clinicians and community leaders endorsing the programme was a 
key success factor for the Pacific community in CM. 
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NDHB has worked with a team of "GP champions" as the programme has been developed.  
There is one representative from each region and these GPs give the programme greater 
credibility with other GPs.  Within Northland communities, local champions included:  

 A local Whangarei doctor  
 Parents who had children who were living with the effects of Meningococcal Disease 
 One parent who had lost their child to Meningococcal Disease 

These people were either featuring on local talk-back radio and/or constantly talking with 
community members about the impact of meningitis. Local champions in Waitemata also 
undertook similar roles, including being on a TV programme and being involved in 
awareness raising.  These included a local doctor and kaumatua. 

 

Conclusions regarding best approach to CAR 

It may be useful to think of CAR as a two-stage process.  The first stage is community 
awareness raising, getting the message (to vaccinate) out to as many people as possible.  
This includes the use of community champions and the local media. Part of this process 
would ideally be providing public forums for people to have their concerns addressed. 
However, given the risk of these being hijacked by anti-immunisation interests, this part of 
community awareness raising may have to be left to other strategies, such as media articles, 
information leaflets, and encouraging primary care staff (particularly nurses) to assist people 
who have queries and concerns.  

The second stage is supporting people to actually get vaccinated. If their awareness is 
raised and action does not follow closely, there is a high risk that any benefit from the 
community awareness raising will be lost.  This is why door knocking activities that offer to 
transport people to a practice or a community venue, there and then, are likely to be most 
successful. Transport to the vaccinations can be provided by CAR or OIS personnel - it does 
not really matter, so long as it is available immediately or at a time arranged with the family 
at the time of the visit.  Equally effective would be door knocking in conjunction with mobile 
clinics.  Another effective option is obviously vaccination in the home there and then. 

Close links between CAR and OIS are important so that the CAR operations are in areas 
that have high levels of OIS referrals and so that they do not double up on their efforts.  If 
the same person is doing CAR and OIS, they can do CAR door knocking in an area at the 
same time as they are following up OIS referrals there. 

 

MEASURING EFFECTIVENESS OF CAR ACTIVITIES 

It might be considered that the ultimate measure of the effectiveness of CAR activities is the 
vaccination rates, particularly for that undertaken by primary care.  Using this criteria, Pacific 
CAR in Counties Manukau has been a success.  Maori coverage is obviously lower in most 
of the regions and this reflects on assessments of the effectiveness of the Maori CAR 
activities.  However, we do not know how much lower the Maori coverage levels would have 
been without the Maori CAR that did take place. 
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PROCESS IS KEY WITH CAR 

Engaging right people 

A common theme identified by stakeholders in all three regions was that the key to success 
for CAR (and OIS) was engaging the right providers and stakeholders: those who have good 
links into their communities and those who know how to access the 'hard to reach'. 

Most providers in the different regions used existing staff members to fill most of the CAR 
positions.  This had the advantage that these people already had existing links with their 
communities. 

 

Adequate consultation processes 

A key part of the process is also providing sufficient time for adequate consultation 
processes with potential providers.  For example, NDHB had convened a number of hui with 
Māori providers, to look at how best to achieve the objectives.  The DHB and MAPO 
emphasised the importance of providers having time to come to terms with the project and 
come up with their own strategies, rather than trying to be directive.  They also noted that 
this process required adequate lead times and that the CAR budget in particular was not 
known until rather late. 

The lack of sufficient lead time was also an issue for CMDHB.  Fortunately for them, there 
were already strong existing networks in the Pacific community that were able to be utilised. 
CAR type activities (relating to the programme) started happening within these networks 
before the CAR planning and contracting process was completed. 

Waitemata DHB also noted that the consultation between themselves and the MOH, and 
between themselves and providers, had a very compressed time frame.  This DHB noted 
that providers in general were very supportive of the programme, which made planning, 
contracting, and training more achievable, given the time constraints.   

 

Appropriate level of DHB input/guidance 

One DHB stakeholder in particular felt in somewhat of a dilemma, of both seeing the need to 
give providers sufficient autonomy and ownership of the CAR initiatives, but also feeling that 
the providers would have benefited from more support and guidance in terms of planning 
and delivering their CAR activities.  This person put their emphasis on the autonomy and 
hands off approach, but it is interesting to note that one provider in the region (without any 
prompting) felt quite strongly that they would have liked more DHB input.  The provider felt 
that early in the programme the DHB put a lot more emphasis on clinical aspects than they 
did on CAR issues.  This was reportedly most evident in the lack of discussion about CAR 
between the DHB and the provider, in comparison to OIS issues.  The provider said they 
would have preferred to have "sat down" with the DHB (as per standard practice with 
providers, for all MOH Public Health contracts) to talk over the issues relating to CAR, in 
order to clarify expectations and to mitigate potential risks or problems that might occur.  
They felt they were left without clear expectations about the programme, including 
implementation issues, what if any boundaries there were in its implementation, what 
linkages might already exist, and time to discuss workforce capacity/other issues.  They 



 

68 
Phoenix Research Evaluation Final Overview Report 

 

noted that while autonomy was very important for Māori providers, they would also benefit 
greatly by experiencing a collaborative approach with the DHB.   

Another stakeholder in the same DHB commented that some Māori providers may not have 
had clear enough expectations about CAR, and noted that translating CAR strategy into 
actionable steps was not always straightforward.  The stakeholder felt that an effective 
communication process between the project manager and providers would provide clarity 
around expectations.  Another stakeholder in this DHB also thought that in hindsight it would 
have been useful to have the project manager work more closely with the providers and be 
on their selection panels for CAR and OIS staff.  However this person did acknowledge that 
they were unsure how providers would have responded to this level of DHB involvement; 
she thought there was a risk they may have thought getting involved in the programme was 
more effort than it was worth financially. 

 

ISSUES WITH USE OF INCENTIVES 

Some providers, in their enthusiasm to achieve high coverage rates, had been running 
competitions.  However, the Ministry had to advise them that there were ethical issues if it 
could be seen that such competitions were seeking to buy consent.  

 

TIME FRAMES FOR CAR 

Adequate time is needed for each stage of the planning and contracting process.  The time 
frames did not really allow for the possibility of providers to recruit and employ new staff.  
This was particularly the case in the regions where the campaign launch was close to 
Christmas. The lack of time to recruit new staff meant existing staff had to reprioritise their 
other work to take on MeNZB.  It was noted that trying to catch up on the other work had put 
pressure on some staff. 

Many of the providers were relatively small operations, with limited infrastructures, so taking 
on new projects under tight time constraints could place a lot of pressure on their systems 
and management personnel.  One stakeholder felt some did not have the experience and 
infrastructure to take on this sized project, with its tight time frames. One (non-provider) 
stakeholder noted that Māori providers had not had a sustainability increase (to cover 
increased operating costs) for about six years.  This same stakeholder would have liked to 
have seen some attempt to link the programme more closely with the overall immunisation 
strategy, so that new staff could have been taken on for this project and given some 
continuity of work.  While she did not know if this would be possible, she thought it important 
to consider options for developing and retaining workforce capacity.  

Providers in regions often began promoting the MeNZB programme before contracts were 
finalised.  For example, one Northland provider reported that they were promoting the 
programme five or six months prior to the roll-out, as part of usual workload, which included 
speaking with kuia and kaumatua. 
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CAR TRAINING 

In CMDHB provider staff attended CAR training which was hosted by CMDHB in conjunction 
with the Immunisation Advisory Centre (IMAC).  CMDHB provided a number of training 
sessions to ensure that provider staff could attend at least the one training session required.  
Most providers attended an all-day session, while two managers from one of the providers 
attended a two hour training, and then trained their own CAR staff.  It was noted, in the 
interviews with two CAR door knockers from this provider, that the staff did not clearly 
understand the long term effects of the vaccine and thought that it would have been good to 
find out about this in order to respond to questions on it.  However, other stakeholders have 
noted that it would be unrealistic to expect to be able to equip CAR personnel with all the 
information they would need to be able to address concerns about the vaccine. 

Some Far North providers were impressed by the training staff received from a range of 
sources, including the NDHB project manager, and two other training providers.   

One provider stakeholder noted that the main training received by CAR staff was firstly to do 
with clinical issues, e.g. vaccinating, followed by OIS and then CAR.  The provider 
stakeholder noted that CAR staff from their organisation did not receive any specific CAR 
training from NDHB or the Ministry. As a result, staff from the organisation's health 
promotion unit had been asked to develop and implement appropriate strategies for the 
target community, in order to deliver CAR.  

This was co-ordinated by a senior management staff person.  The provider stakeholder 
noted that health promotion staff, and the co-ordinating manager, who all had an 
understanding of service requirements, community, and other service providers (internal and 
external), was key to providing effective CAR. 

The manager of one rural practice who had received CAR training, was instrumental in 
training other practice staff, who then went on to deliver CAR.   

Waitemata DHB MeNZB programme staff and provider staff received 'train the trainer' type 
training from two MOH staff members, one of whom provided clinical training. The training 
was co-ordinated by WDHB, who brought both clinical and non-clinical staff together.  The 
DHB felt that overall the training was comprehensive.  One provider noted that the training 
was thorough, although some clinical staff members expected to receive more clinical 
information from the training.    

  
COMMUNITY AWARENESS OF CAR 

In CMDHB Māori parents of under-fives who had not vaccinated and community key 
informants had little awareness of any CAR activities beyond the initial media coverage 
when the roll out began.  During the second round of interviews (November 2004), 
community key informants, who had also been interviewed in the first round, noted that they 
had expected a greater community presence by those raising awareness. However, most of 
the key informants were not aware of any community awareness raising activities within their 
communities.  

In Northland, Māori parents of under-fives who had not vaccinated and community key 
informants also had little awareness of any specific CAR activities. They were aware of the 
programme through media coverage associated with it or through contact with Plunket or a 
public health nurse.   
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COMMUNITY AWARENESS RAISING: MĀORI 

Much of the commentary in the previous section relates to Māori CAR, as the majority of the 
providers in each region are Māori providers delivering Māori CAR.  The following are issues 
specific to Māori CAR. 

 

LACK OF MĀORI CHAMPIONS 

A key difference between Māori and Pacific in CMDHB was the lack of Māori clinical staff 
having a public profile endorsing the immunisation programme.  This would have helped 
allay concerns about the effects of the vaccination. 

One CMDHB stakeholder felt that this type of endorsement would increase vaccination 
uptake by Māori.  The stakeholder favoured the use of "champions" at PHO level especially, 
as well as elsewhere within primary care.  A community key informant felt that this was also 
important for Māori, so that Māori can be supportive of this person.  Both of the above 
stakeholders mentioned that Māori were "top-down" people and inferred that Māori would 
follow a guiding parental/respected figure. 

It was acknowledged that it was difficult to identify such local champions for the MeNZB 
project.  Other stakeholders noted that looking outside of the health sector for influential 
Māori leaders might also be a strategy that could prove valuable.  It was also pointed out 
that Māori medical professionals tend to go back to their historical links to practice among 
their own people.  

 

LACK OF MĀORI PROFILE IN NATIONAL ADVERTISING 

In the first evaluation report, a greater focus on Māori in the national advertising was 
suggested as a useful strategy to assist in addressing the slower Māori uptake. (The lead 
person featured in the advertising was a well-known Pacific young man) The Ministry had 
subsequently developed a poster that was designed to appeal to Māori but had made no 
changes to the television advertising.  

 

MĀORI IMPACTED BY FOCUS ON HIGHEST RISK? 

A PHO outreach manager noted that the first 47 practices to be involved in the roll out of the 
programme in CMDHB which were selected based on their location in high risk areas, 
reportedly only accounted for 10% of overall Māori clients in the Counties Manukau area.  

Another stakeholder noted that perhaps in terms of CAR and OIS, those PHOs/practices 
where most Māori are enrolled could have been better targeted from the outset of the 
programme.  
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COMMUNITY AWARENESS RAISING:  PACIFIC  

The evaluation has only addressed Pacific CAR in CM. The high coverage rate among 
Pacific under-fives in CMDHB is a major success story for the project.  Therefore the focus 
with the Pacific CAR evaluation was primarily on the reasons for this success and the 
lessons to be learned from this. 

 

PROJECT PLANNING AND MANAGEMENT/ SERVICE PROVIDERS 

A PHO Co-ordinating Group, made up of Pacific PHOs from the Auckland region, was 
contracted by the Ministry in late 2003 to develop a comprehensive national Pacific 
meningococcal vaccination strategy, informed by their respective experience of the HepB 
strategy.   

AuckPac, a Pacific PHO, was sub-contracted on behalf of the PHO Co-ordinating Group to 
undertake the major component of the Pacific community awareness raising in the Counties 
Manukau region, based on the recommendations of the Community Awareness Raising Plan 
within the Pacific Meningococcal Vaccine Strategy.  Feedback from a practice contracted to 
assist with this strategy has been very positive.  This strategy has provided a strong context 
for the often complex interface between achieving effective communications within the 
Pacific community and operational effectiveness.   

An important issue is that the Pacific PHO Co-ordinating Group does not include other PHOs 
that have high Pacific populations and so these other PHOs may miss out on some of the 
collaborative lessons and experience being evidenced. But the strength of this group 
appears to lie in their geographical position and connectedness with key Pacific ethnicities in 
the high deprivation areas, which were of primary importance to the CAR strategy team. 

The advent of PHOs has strengthened the Pacific voice in decision making. The Pacific 
practices are generally small but have found useful leverage through the decision-making at 
the PHO level. 

The MeNZB strategy has provided a useful focus for structures to be put into place and past 
experience leveraged upon, and for these to be put into effect at the practice, PHO and DHB 
level for Pacific communities. 

Regular monthly Pacific PHO meetings became fortnightly Meningococcal meetings with 
Pacific PHOs and CMDHB (included within the PHO forums as well as selected  project 
group meetings). This facilitated the sense of urgency and provided a clear focus and 
appreciation for the needs of the practices to deliver this vaccination to their enrolled 
communities.  

The effectiveness of the collaboration between Pacific PHOs and CMDHB should not be 
underestimated.  An awareness of Pacific sensitivities, particularly the importance of 
acknowledgement of their efforts and maintenance of relationships after this campaign, must 
be an imperative for all stakeholders.  This will in turn benefit the Pacific communities who 
have placed their trust in these structures. 

It was noted that because of the population based funding criteria, the budget for Pacific 
community awareness raising was greater than for Māori.  
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Two of the PHOs in the Pacific PHO Co-ordinating Group are also located in Auckland 
District Health Board (ADHB) region and one is in the Waitemata DHB region, so 
transferring of practical experience for these DHBs will not be a constraint.  These PHO links 
plus existing community structures that are in place and the transfer of learnings from the 
Pacific Co-ordinating Group should contribute to good coverage rates. 

 

ENGAGEMENT OF THE PACIFIC COMMUNITY 

On a separate planning issue, the initial roll out has highlighted the need for communities to 
be prepared for their regional roll outs; active engagement of Pacific communities should 
start earlier rather than later.  CMDHB had spent some time prior to the MeNZB roll out in 
establishing and maintaining regular contact with structures that support community 
engagement and the dissemination of information within the Pacific community. This 
includes the Pacific Health Advisory Committee and two community mandated groups: the 
Pacific Island Advisory Committee of the Manukau City Council and the Pacific Community 
Reference Group, who are supported by the Ministry of Pacific Island Affairs. 

With Pacific communities, effective communication and leadership are closely connected.  
Credibility and integrity of legitimate leadership positions provide a setting for effective 
programme impact within the community.  This is especially important in a region and with a 
community that can be at times resistant because of 'campaign fatigue'. There has also 
been active use of the Pacific media in this campaign.  Weekly campaign updates for the 
community through Pacific radio support the notion of active engagement for Pacific 
peoples. The CMDHB Pacific Manager has been personally fronting on such community 
radio programmes.  Her message of congratulations to the Pacific community in week 3, for 
their high support of the programme, provided the community with a sense of 'being inside 
the plan'. This type of timely affirmation for Pacific communities, which has continued 
throughout the project, should not be underestimated in its ability to retain the level of 
informal advocacy that has taken place by those outside of the usual communication 
networks for this campaign. 

It was widely acknowledged that the media coverage prior to the campaign did assist, 
particularly because one of the two children profiled was Pacific. 

Pacific primary care practices have a short but quickly evolving history, with general 
practices often located in high deprivation areas. These small clinical services have 
traditionally been supported by multi-ethnic community outreach and health promotion 
teams, who deliver a range of health promotion and intervention programmes. This active 
engagement of the community has assisted in building health awareness and provided a 
very human interface to health services for their enrolled populations. 

A key feature has been the profile taken by Pacific clinical staff, who have contributed to 
building a climate of high trust around this immunisation programme.  

There appears to be no evidence of any anti-immunisation lobby in the Pacific community. 

Pacific peoples do need to be communicated with at a personal level.  However, they also 
tend to take the guidance of people they respect.  In this case the voice of the Pacific 
clinicians has been key, although a wide range of community and church leaders are also 
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supporting the message, which is important to maintain a sense of urgency and community 
spirit. 

The Samoan community is the largest Pacific group and are close knit, whereas some of the 
other Pacific communities are more difficult to impact.  This was reflected in the coverage 
statistics identified earlier in the roll out.  As a consequence of this, additional 
communication messages had been provided targeting the Niuean and Cook Island 
communities, although their effectiveness was not yet known. 

 

OUTREACH 

OUTREACH IMPLEMENTATION 

Counties Manukau 

CMDHB formed a Central OIS team and also provided funding to some PHOs to expand 
their OIS capacity. The Ministry prefer a less centralised model than that adopted by 
CMDHB, with most of the OIS funding going to providers, who should be the ones most in 
touch with their own communities. 

The CMDHB central outreach team provided a support role for PHOs and primary care 
practices from 9 July 2004 and had been actively doing OIS since 23 August 2004. The 
CMDHB Outreach manager focussed on supporting all of the OIS teams to work together to 
maximise their effectiveness.  

There were generally seven FTEs in the central outreach team. The DHB considered this 
sufficient, although they had the ability to increase to 10 FTEs if needed. Of the seven, one 
was the co-ordinator, four were outreach workers and two were administrative staff. 

Practices used the central DHB service if they belonged to no PHO, or to a PHO without 
outreach services (approximately half of all PHOs in the Counties Manukau area26, but 
representing only 16 percent of the population enrolled with practices in CM.)  

The central OIS team provided transport to the primary care provider if necessary, but were 
mostly involved in reminding families and then following them up to see if they had 
vaccinated their child/ren. The policy of the central vaccination team was that they would not 
record a consent decline until they had heard "I am not getting my child/ren vaccinated". The 
biggest challenge they faced was not in awareness or motivation among parents, but in 
assisting parents to schedule their child/ren's vaccinations among the other competing 
activities in their family lives. CMDHB reported feedback from parents who said they had 
realised the importance of vaccination because they were 'chased up' by CAR and OIS so 
often. 

Some PHOs had their own outreach capacity, funded separately from this project.  CMDHB 
asked these PHOs to reprioritise this resource into the programme  and also provided 
additional MVS funding to strengthen this PHO outreach capacity .  Practices belonging to 
PHOs with outreach capacity were expected to use this, but if this was unsuccessful they 
referred to the CMDHB central outreach service. CMDHB believed that the PHOs were the 
best people to do outreach, where possible, because they knew their communities best. 

                                                 

26 These figures are based on the PHOs in Counties Manukau, excluding the Eastern Corridor PHOs. 
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Almost all the PHOs spoken with reported having dedicated Community Health Workers to 
undertake MeNZB outreach, over and above those funded by CMDHB. Most PHOs also 
commented that the Ministry had underestimated both the volumes of referrals that outreach 
would be receiving and the time each referral would take -- and that it was a point of 
annoyance that the Ministry hadn't listened to the PHOs with respect to this. 

Generally, PHOs were using similar processes to the CMDHB central outreach service, with 
overdue referrals coming from the practices and outreach facilitating vaccination at primary 
care and providing transport when necessary. Two practices were vaccinating in homes in 
"extenuating circumstances".  

There appeared to be a variety of approaches used, but the lack of follow-up by most 
providers (to make sure the people did get vaccinated) would seem to be a cause for 
concern, for both effectiveness and ability to monitor performance. 

• One PHO's policy was that they would follow up a family until they had their children 
vaccinated and would not record a decline until they had heard "I am not getting my 
child/ren vaccinated".  

• Another PHO attempted to contact a family three times and then they were set aside as 
'cannot find', with the understanding that there was not a policy from the Ministry around 
what to do with this group at that stage. Once the family said they would take their 
children to get vaccinated, OIS took them at their word and did not follow up to see if they 
had actually done it. This lack of follow-up was said to be due to the sheer volume of 
outreach referrals.  

• The third PHO interviewed reported persevering if they knew the family resided in the 
household, but beyond this their approach was the same as the second one (i.e. they did 
not follow them up.)   

• The fourth PHO interviewed stated that if a child had moved then 'the case was closed', 
although if it could be identified that the child was still in the greater Auckland area, the 
referral then went to the central DHB outreach team. Again beyond this, their approach 
was the same as the second one (i.e. they did not follow them up.)   

• It was CMDHB's view that PHO outreach varied in success due to internal processes, 
such as the quality of training and development of staff around the campaign and the 
existing level of engagement that primary care practices had with community health 
workers. In some PHOs, community health workers traditionally worked outside the 
primary care structure, so it had been a challenge to get primary care to talk with the 
community health workers doing outreach, and these PHOs had been slower to get 
outreach up and running.  These were also the PHOs where practices were slowest in 
adjusting to the introduction of PHOs and the associated greater emphasis on the 
community and health promotion.  This contrasts with the faster referral process among 
PHOs that operated from a model where outreach/community health workers were an 
integral way of engaging with their patients.  In short, the programme  has provided a test 
of the relationships, systems and processes between practices and PHOs and within 
PHOs, with some managing this better than others.  

In each PHO the OIS teams had issues with some practices not supplying all the outreach 
referrals that they should have.  This was due to workload issues, or practices not giving 
priority to creating lists for outreach, instead focussing on the vaccinating. Sentiments like 
"GPs can barely keep up with those who do show" were reflected in the primary care survey 
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data, which showed only half the practices using outreach for dose one 'no-shows' and 
similar proportions for following up dose two 'no-shows'. 

The overwhelming response from parents wanting their children to be vaccinated (following 
the media coverage of the two young children badly affected by the disease and the 
announcement of the licence for the vaccine) resulted in many practices not actively 
recalling children during the first six weeks of the campaign. In hindsight this should have 
occurred from day one to ensure all parents had been reached. 

Stakeholders also mentioned that there seemed to be some concern among GPs that 
outreach might not take their patients back to them, i.e. that they would take them to the 
closest primary care practice.  

There was at least one case where a PHO's practice had reported that they would not be 
sending their dose two and three lists to their outreach teams until they received more 
funding from CMDHB. This was because their staff had to do each query on their practice 
management systems and they had to justify to their board how much time was involved in 
doing that compared to the other work they had to do.  

The formation of PHOs has forced a paradigm shift in primary care delivery, the implications 
of which practices are still coming to terms with.  The programme  has required practices to 
engage in a learning process about how to engage with OIS and their PHOs, which will 
assist them for future projects. 

Outreach contracts were extended until the middle of 2005 to account for slower uptake due 
to the 'wait and see' approach that some parents (especially Māori) were taking. A key 
challenge for CMDHB was seen to be keeping the workforce motivated over this extended 
period.  

 

Northland 

Northland DHB had all their outreach undertaken by Māori providers who already work in 
their communities in the different parts of Northland.  As of mid-February 2005, outreach in 
Northland was only at the early stages of delivery.  This was because they wanted to allow 
sufficient time for practices to recall clients prior to referring them to outreach (as per the 
planned programme timing) and there was also an agreement by practices not to recall 
clients until 10th January, to avoid referring holiday-makers unnecessarily to outreach. 

So far, the OIS process appears to be working well, with primary care providers sending 
referrals to NDHB who then send the referrals directly to the appropriate Māori OIS 
providers.  In early February, this process was changed slightly for two weeks, to help deal 
with the level of referrals.  In a joint-effort between the OIS co-ordinator for Whangarei and 
the MeNZB project manager, these two personally contacted all non-Māori and non-Pacific 
OIS referrals by phone during evenings or weekends, before referring them on to the Māori 
providers if they had been unsuccessful contacting the referrals. This process was 
subsequently been taken over by some of the practices. 

Several stakeholders acknowledged the important contribution the two OIS co-ordinators 
who were operating pre-MVS had made to this programme.  They were reported to have 
done large amounts of work, drawing on their OIS experience, assisting providers to plan 
and implement OIS.  This applied to both PHO and other providers.  Their knowledge of 
primary practices was also cited as a key contribution. 
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Waitemata 

The focus of the MeNZB Outreach programme in WDHB was one of enhancing existing 
outreach structures and processes already in place for the childhood immunisations. 
Specifically, WDHB started planning outreach a couple of months before vaccination started, 
with a three pronged approach; to look at what outreach capacity was already in place, to 
work out ways to build on that capacity, and to develop an ongoing model for OIS. 

WDHB believed that the key learning with regard to outreach was to allow a long time to get 
outreach services operational.  Even with the existing OIS services, they had found it had 
taken a long time to increase capacity and meet the needs of the programme.  They had 
identified that a potential issue for other regions and the campaign could be around having 
to establish OIS services just for this project, i.e. this adds a further barrier to establishing 
OIS, which by its nature is difficult and requires the development of appropriate 
infrastructure and capacity. 

WDHB decided that Outreach would be positioned solely with PHOs and therefore mainly 
utilising existing OIS providers, which meant PHOs retaining control and responsibility of 
their own outreach work and/or sub-contracting with Māori and Pacific provider groups.  
Unlike Counties Manukau, there was felt to be no need or sufficient funding for a central 
outreach team located within the DHB. This model was employed because OIS was seen by 
WDHB as most appropriately sited within primary care. Another factor was that the PHOs 
covered the entire geographical area encompassed by WDHB with very little overlap.  This 
outreach option was also seen as a way to positively enhance PHO relationships with 
outreach, which would be useful in the future. 

One advantage of this system was that OIS staff were part of existing community teams and 
therefore already had a relationship with community members, and were familiar with the 
health system. 

In developing this strategy, a few gaps in outreach coverage were identified, particularly in 
the case of one PHO that did not have OIS capacity.  It took some time to address these 
gaps, because potential providers indicated to WDHB that they had limited capacity to 
increase outputs even with extra funding, while others were not delivering expected outputs 
for their current funding.  One option that had potential to expand capacity from the outset 
was the Plunket bus. 

WDHB formed an OIS provider stakeholder group, which initially met to develop an overall 
OIS strategy and continued to meet to identify gaps in OIS within WDHB, and to look at 
referral mechanisms within WDHB and between WDHB and its surrounding DHBs as the 
campaign was planned and implemented. 

Whilst gaps in existing OIS services and suitable providers to fill those gaps were 
identified early in the planning process, there was a period of four to five months 
before contracts were finalised in late December 2004. 

One OIS provider interviewed confirmed that their contract had been finalised in January. 
One PHO, however, mentioned that their OIS contract had yet to be finalised which meant 
that up until that date (mid February) they had not sent any referrals to outreach.  

In February PHO reps had actively followed up practices to ensure recalls had occurred and 
appropriate OIS referrals were being made.  Anecdotally, this had resulted in a dramatic 
increase in OIS referrals. 
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TIMING OF OUTREACH 

One Ministry employee has always been keen for outreach to begin from day one, focussing 
on those families that practices knew would not respond to precall letters. A CMDHB 
stakeholder felt that in hindsight they could have improved funding of the workforce to allow 
some of this to happen.  They did note that not all providers had this intelligence, but that it 
was more likely to be the Māori providers who did, who had existing community teams and 
who had worked extensively with their communities.  However they generally believed that it 
was a poor use of resources to begin outreach until practices had adequate opportunity to 
try and access their clients. 

However another Ministry employee felt that practices already had a lot to be doing at day 
one and leading up to this point, with getting the vaccinations underway, and that it would be 
expecting rather a lot of them to also be supporting getting OIS underway at the same time.   
She also felt that it would be difficult for practices to make up lists of their likely no show 
clients. 

NDHB reported that efforts to follow up 'return to sender' responses to precall letters was not 
a very effective use of time. They also noted that there would have been difficulties trying to 
do community based vaccinations from day one, as they only had one off site vaccinator for 
the whole of Northland at that stage. 

 

OVERLAPS BETWEEN OIS AND CAR 

As noted in the CAR section, linking CAR and OIS has real advantages.  In CMDHB the 
central OIS team had been involved in information sharing with CAR. If the Central OIS went 
to more than one house in a street, they informed CAR that this was a 'hotspot' area for 
them to target and, in turn, CAR would advise the central outreach team of households that 
they believed needed OIS. 

In Northland the majority of Māori provider staff members were delivering both CAR and 
OIS. It was seen as more effective to have the same person delivering both services 
because of the close knit nature of most rural Northland communities. For Māori affiliated 
practices in rural Northland, comprehensive community awareness raising, which utilised 
known community health workers, effectively reduced the number of clients needing to be 
followed up by outreach.  

WDHB designed the OIS, CAR and primary health aspects of the programme  to be linked 
with each other, with one person managing both OIS and primary care. This person met with 
the Māori and Pacific CAR project managers weekly to plan how the three aspects would be 
integrated.  

 

PROVIDING TRANSPORT TO PRIMARY CARE 

As noted previously, OIS services in CMDHB provided some transport, but it appeared that 
more transport was provided by CAR personnel. 
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In Northland It would appear that lack of transportation by parents has not been a major 
issue, with most parents attending primary care without the need of transport assistance 
from OIS teams.   

Some OIS providers were planning to transport people to practices. One had a van 
sponsored by a local vehicle company.  Others were obtaining lists of people in the local 
communities who were willing to provide transport. 

In Waitemata one Pacific provider was transporting families with transport problems.  
Another rural provider was also offering transport or community based vaccinations. 

 

REPORTING 

In Counties Manukau, PHOs with outreach were required to provide monthly reporting of 
OIS referrals and their outcomes.  The central team were to report to the Ministry every two 
months regarding the whole OIS programme. 

Obtaining information on the performance of OIS in Counties Manukau has been a major 
problem.  PHOs have not been supplying reports to the DHB and the Ministry had to ask the 
DHB to re-present their first report on their Central OIS team because of difficulties 
interpreting the data that was presented. The failure to get reports from the PHOs is 
obviously an unsatisfactory situation that has gone on for a long time and appears no closer 
to being resolved.  

Because the PHO OIS teams were having to manually generate their own lists of outreach 
referrals rather than these coming from NIR, there was a reduced sense of any obligation for 
them to spend more time completing OIS monitoring reports for the DHB.  Likewise, the 
DHB felt that the fact that they were not able to supply the NIR data to the PHOs reduced 
their leverage when trying to extract the OIS monitoring reports from the PHOs. 

CMDHB Central OIS team reported that they had set up their own database of referral 
outcomes to meet reporting requirements for the Ministry. CMDHB had then required PHOs 
to: 

• Fill in hand-written forms with details of which times of the day and night outreach had 
tried to contact families who had not presented for dose 2 and 3, and the results.  

• Provide updated address details for any families who had moved house (CMDHB wanted 
this information so that their Central OIS team could follow them up.)  

PHO reactions to these requirements were varied.  One PHO was aware that it would be a 
lot more work: they had thought CMDHB would accept data from the existing electronic 
reporting system that their PHO outreach team had set up, rather than requiring forms filled 
out by hand. This had become an area of 'dispute' between PHO management and CMDHB. 

Two PHO Outreach co-ordinators said that there were no reporting requirements in the 
original Outreach contracts from CMDHB.  It was only on the day of the evaluation interview 
in early December that one of the Outreach co-ordinators had received notification from 
CMDHB of reporting requirements. They also felt that giving address details was a breach of 
client confidentiality. 

One PHO's understanding of the reporting requirements was that the guidelines around 
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reporting were not clearly established at the outset by the Ministry. CMDHB and the PHOs 
developed systems gradually, as the Ministry guidelines became increasingly clear. 

One PHO said they reported all outreach contacts and outcomes monthly to CMDHB, but if 
this is the case it has not been included in any reporting to the Ministry. 

CMDHB noted that although they had difficulties getting data from the PHOs, they did 
monitor coverage rates from the individual PHOs and were able to use this to respond to 
shortfalls, by means such as the recently introduced community based outreach clinics.  

In Northland the DHB had utilised NIR 4 and 5 forms because these will be used for all 
outreach once they “go live’ with the birth cohort (for the childhood immunisations). Also, 
they saw the programme as an opportunity for general practice to become familiar with the 
NIR paper tools and system of referral.   

A representative from Waitemata DHB (WDHB) stated that OIS providers funded through 
MVS OIS funds were required to report the same information to the DHB as was required by 
the Ministry.  

OUTREACH CAPACITY 

PHOs concerns with capacity in CMDHB have been discussed above. 

A Northland stakeholder noted the sudden increase of outreach referrals received by 
providers in a short space of time, wondering whether outreach providers had the staff 
capacity to deal with these.   However, NDHB reported that, as at mid-March 2005, there 
were no real capacity issues with OIS.  The DHB noted that they had received all the 
referrals for dose one (of those who had not received vaccine one or contacted their GP with 
a decline) and they were now beginning to receive referrals for missed vaccines two and/or 
three. 

In Waitemata, one OIS provider considered that the number of staff funded for MVS 
outreach was insufficient for the level of referrals they felt that they would receive.  WHDB 
reported that OIS referrals were quite low until February 2005.  After that, most OIS 
providers came under considerable pressure to follow-up the volume of referrals.  Given the 
high probability that the programme was likely to run longer than hoped and the current high 
demand on OIS, WDHB was planning on using contingency MVS OIS funds, both to extend 
the duration of MVS OIS contracts and to increase the capacity of at least one provider. 

 

OUTREACH OUTPUTS 

As noted above, there is no available data from Counties Manukau. 

As at mid-March 2005, Northland DHB reported that all non-attenders had been recorded in 
the OIS system and that they were beginning to receive some follow-up referrals for dose 
two no-shows. 

As at April 7, 2005, the number of under fives in Northland who had been referred to OIS for 
dose one accounted for 21% of the estimated population. The 2005 referrals were mostly for 
dose one as shown in the table below: 
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Dose number 

1 2 3 
1914 60 31 

 

As shown in the table below, the rate was slightly higher for Maori (this is based on 
information from NIR4 forms). 

Referrals to OIS in Northland for Under Fives, as at April 7 2005 

Ethnicity Total population 
(6 months to 4 years) 

Population sent to OIS 
(6 months to 4 yours) 

Percent of total popn. 
sent to OIS 

Maori 4895 1141 23 

Pacific 158 30 19 

Other 4495 834 19 

TOTAL 9548 2005 21 

 

Outreach outcomes for Northland are shown in the table below.  It can be seen that a lot of 
the outcomes were unknown, because of the early stage of the OIS programme. The key 
measure of success of OIS is the third line, showing 30% of the referrals being successfully 
vaccinated with OIS assistance, such as arranging appointments and providing transport.  
The first category is households where they were contacted by OIS and they said they would 
get themselves to the GP without any assistance being wanted from OIS.  There was no 
record at that point in time as to how many did subsequently present.  It should be noted that 
children may have been entered into more than one category, because of the difficulty of 
keeping up to date with the status of each child. 

Outcomes of OIS referrals in Northland for Under Fives, as at 
April 7 2005 

Outcome 
Number of all 

referrals 
Percent of all 

referrals 
  (n=2005) 
Family contacted - self-referred to GP 249 12 
Family not successfully contacted - 
information left at house 48 2 
Vaccination facilitated by OIS 606 30 
Now aged five so will be vaccinated at 
school 35 2 
Relocated elsewhere in NZ 90 4 
Relocated overseas 26 1 
Declined by parents 186 9 
Child not found 78 4 
Checking with Plunket for new address 106 5 
Parents unsure 48 2 
Results not collated for PHO yet 601 30 
Child deceased 1 - 
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In the Auckland DHB area (as reported at 15 March 2005), 1,636 under fives had been 
referred to OIS (6 for the initial two-month period up to January 8, and then 1630 for the two-
month period January 9 to March 8, out of the eligible population of 26,964 children.  This 
means that 6% of all those aged 6 weeks and up to 5 years had been referred to OIS.  The 
outreach statistics for the month ending 8 March 2005 were as shown in the table below: 

 

Outreach statistics for under fives for the month 
ending 8 March 2005 

Ethnicity 
Total 

population 
(6 weeks to 4 

yours) 

Population 
sent to OIS in 

last month  
(6 weeks to 4 

years) 

Number 
vaccinated in 

last month  
(6 weeks to 4 

years) 

Maori  3857 56 8 

Pacific 6032 264 15 

Other 17075 1174 20 

TOTAL 26964 1630 43 

 

Waitemata DHB was unable to provide data at the end of February, as the OIS providers 
had not provided WDHB with data. 

WDHB and OIS providers in the region reported that primary care practices were doing a 
very good job of recalling their patients, resulting in only a small number of cases that 
needed to be sent to Outreach. One OIS provider reported receiving a number of referrals 
from NIR for dose two in February, whilst previously receiving very few referrals from their 
primary care practices for dose one.  They attributed this to the efficiency of the recall in their 
practices. 

One OIS provider in Waitemata noted that by mid-February they had only delivered 
minimally on outreach.  The OIS staff member performing the role had a dedicated day per 
week for OIS, and made opportunistic contact with referrals as part of her work on the other 
four days.  However, in an effort to increase OIS delivery, the provider planned for a team of 
five staff to each deliver outreach one day per week, beginning near the end of February 
2005. 

 

NIR ISSUES RELATING TO OUTREACH 

Individual OIS providers noted that the reporting function of NIR was continuing to be a 
problem. One OIS provider in Waitemata was not relying on NIR data to identify those 
overdue for doses two and three, but were instead using a system where referrals were 
generated at practice level, in the same way that OIS providers in CMDHB were. One OIS 
provider stated that they had received an overdue report from the NIR in February, which 
contained a "minimal" number of dose two referrals. The larger number of referrals for dose 
one were coming from primary care, which required manual data entry onto the OIS 
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providers' databases. It was this OIS providers understanding that, due to problems with the 
NIR reporting function, a further overdue report had not been able to be generated since the 
first one they received.  

 

ISSUES FINDING SUITABLE OIS STAFF 

WDHB reported some OIS providers have had problems recruiting Community Health 
Workers for OIS, whilst others didn't.  One OIS provider spoken with thought they would 
have problems locating staff for the project but in the end did not.  However, another stated 
that the OIS position took a long time to fill as there were so few qualified applicants. 
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6. PRIMARY CARE 

EVALUATION METHODS 

The Counties Manukau component of this project included research with primary care 
practices. Nine practices were contacted by phone and consented to taking part in a more 
extensive evaluation than the other practices. These included one Māori participant 
representing seven practices and two Pacific participants representing single practices.  
Another participant represented nine practices27.   

These nine 'piloting practices' were used to pilot the self-completion questionnaires for each 
dose of vaccinations.  They were mailed these and asked to complete them one week after 
beginning vaccinations.  They were then phoned and asked for feedback on the question 
wording.  Once any changes were made to the questionnaire it was then mailed out to all 
117 further practices in two batches, to reflect the staggered start dates.   

All the practices were sent a letter, an information sheet about the research and a consent 
form to sign and return with their first questionnaire.  The questionnaires were addressed to 
Practice Managers.  PHOs were advised of the evaluation activities and asked for their 
support in encouraging practices to participate. 

The nine piloting practices were also interviewed by phone in week two and week four of 
both the first dose and second dose roll outs, to ascertain whether there were any new 
developments.  For dose three they were only interviewed once, at approximately week four. 

A total of 117 questionnaires were sent out and 63 questionnaires were returned (a 54% 
response rate).  Only four practices advised the evaluators that they would not participate.  

The process was repeated for the second dose and third doses of vaccinations, but only 
sending to those practices that had returned for dose one.  The number of completed 
surveys analysed for doses one, two and three were 63, 46 and 41 respectively. 

Practices that did not return surveys were followed up and interviews undertaken with six of 
these, to ascertain whether they differed from those that had participated in the survey. 

Key Stakeholders in the Ministry of Health and each of the DHBs were also interviewed as 
the basis for comments in this section. 

 

 

                                                 

27 While practices were encouraged to respond individually, these participants insisted that they answer for their group of pract ices.  
In terms of the analyses, they are only counted as one response each, along with all the other practices that responded (there 
was no indication that any of the others were representing more than one practice).  
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FINDINGS FROM PRIMARY CARE SELF-COMPLETION SURVEYS  

INTRODUCTION 

The primary care component of the programme at the time of the surveys was focussed on 
providing vaccinations for children aged 6 months28 and up to school age (i.e. under 5 
years).  All children attending schools were expected to be vaccinated at the schools.  Youth 
aged under 20 who did not attend school were also to be vaccinated by primary care 
practices.  The vaccinations were usually undertaken by practice nurses.   

Differences between the higher Māori coverage group or the higher Pacific coverage group 
and the total sample were rare due to the low base sizes. Any significant differences or any 
large non-significant differences have been commented on in the text. 

 

POSSIBLE PREDICTORS OF HIGHER COVERAGE RATES 

Analyses of covariance were undertaken to identify variables that were possible predictors of 
higher coverage rates.  It should be noted that while these results were significant, the small 
number of practices in some sub-groups means the findings should be interpreted with 
caution and ideally replicated in other regions.  The key findings were: 

• Practices who either phoned children overdue for their first vaccination or ran special 
clinics had better than average rates (but there was no apparent advantage to doing 
both); 

• Practices that had between surveys two and three increased their efforts to reach non-
vaccinated children, by both increased phoning and sending letters reported higher rates 
of first vaccinations.  Just sending letters or phoning was not sufficient - they had to do 
both, which may indicate that the amount of effort made was the key factor;  

• Practices that phoned to follow up those overdue for their second vaccination had a much 
higher rate of second vaccination than those who didn’t; 

• An unexpected result was that practices that offered opportunistic vaccination to "all" 
parents who came in for other reasons were more likely to have lower coverage rates.  A 
possible explanation was that the practices began doing this in response to low coverage 
rates.  

 

ISSUES OF CONCERN 

Practices consistently gave the lowest satisfaction ratings for "getting data on to the NIR", 
although this did improve a little by the third dose survey.  Some expressed a high level of 
frustration with the problems, especially when they had to complete forms manually. Other 
issues included: little or no training in using the claiming procedure; unavailability of claim 

                                                 

28 The vaccine has now been registered for use with children aged six weeks and over, but at the time of the first campaign it was 
only registered for use with children aged six months and over.  
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forms; data transmitted but not received by NIR.  One practice even stopped vaccinating one 
day and sent people home because of the problems they were having with NIR.  

The issue of next greatest concern throughout the survey period was with "availability of 
sufficient staff".  Comments indicated that some of these practices had been told by their 
PHO they would get extra staff and this did not eventuate.  Others talked about a general 
shortage of nurses.  There was some mention of bureau nurses being expensive.  

The concern regarding the availability of sufficient staff was an interesting finding. CMDHB 
had also been told by practices that the practices anticipated problems with finding sufficient 
staff, and so CMDHB took the initiative to provide a staffing pool.  However, this pool had 
low usage.  While practices were not asked about the CMDHB pool, possible explanations 
for its under-use are:  

• That practice managers were trying to save money by stretching their existing staff to 
cover the vaccinations;  

• That they were using other agencies for staffing; that they may not have been aware of 
the CMDHB pool (it was not mentioned in the comments);  

• That the staff available did not meet the practices' needs (e.g. hours of availability).  

There was also some dissatisfaction with the "clarity of the eligibility rules".  There was 
uncertainty in some practices regarding vaccinating of school children, as well as the cut-off 
age for out of school youth.  Citizenship eligibility was also an area of confusion.  

Concern over "the information supplied to primary care providers on the programme" 
decreased over the course of the three surveys. The relatively low rating of this issue in the 
dose one survey was related to the problems with resource distribution, including the late 
arrival of programme information, which left too short a time for practices to become familiar 
with it. 

Issues which were rated highly, included: 

• Availability of the vaccine;  

• Ability to store at the required temperature; 

• Staff supportive of the immunisation programme;  

• Ability to monitor which children had been vaccinated;  

• Parental understanding of the need for three vaccinations; 

A higher proportion of practices rated parental awareness of the programme higher in survey 
3 than in survey 2. Similarly, parental support of the programme was considered by 
practices to have improved slightly from survey 2 to survey 3. 

There was a significant decrease in the perceived pre-vaccination concern among parents 
between surveys one and two; this downward trend continued in survey three.  
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CONFIDENCE IN VACCINE 

In survey 3, 23% of practices gave the safety of the vaccine a rating of between 0 and 7 on 
a 10-point scale (0 is no confidence and 10 is full confidence). This indicated that while the 
majority had a high degree of confidence in the vaccine, there was still a sense of 
apprehension among some practices. 

Relatively fewer practices had confidence in the effectiveness of the vaccine. Forty-four 
percent gave the effectiveness of it a rating of between 4 and 7 (none rated it lower than 4).  

Practices that gave lower ratings for the vaccine effectiveness were more likely to report 
lower parent support of the programme.  However a similar pattern was not evident for 
practices which had lower confidence in the safety of the vaccine. 

 

LOW RATES OF DECLINES 

Over the 55 practices that completed the relevant question for dose 1, an average of five 
people (per practice) declined an offer of vaccination for their under 5s29. Declines made up 
around one percent of cases that presented at their GP.   

One of two practices with higher decline rates made comments about: the shortness of the 
vaccine trial and the relative newness of the vaccine; that it was an unknown quantity and 
that you really can't be certain for 10 years what side effects may arise in the future. This 
shows how critical it is to have the staff at the primary care practice being accepting of the 
vaccine. 

 

HIGH LEVELS OF OPPORTUNISTIC VACCINATION REPORTED 

In survey 1, almost two thirds (63%) of practices reported inviting all parents of under fives 
to vaccinate their children aged under 5 when they brought them in for other reasons.  When 
the 24% who invited most is added, this totals 87%.  By survey 3 the proportion of practices 
that were inviting all parents had dropped to less than half (49%), with a further 28% inviting 
most such parents and 16% inviting some such parents.  This decrease may be because 
they knew that most parents had vaccinated by then. 

 

ADVISING PARENTS OF UPCOMING VACCINATIONS 

Initially three quarters (78%) of organisations reported advising all such parents of the 
immunisation programme by mail and a further six percent advised some parents by mail 
(see table below).  Forty-three percent advised at least some parents by phone.  Five 

                                                 

29 This measure only includes declines known to the practice; obviously some people may be declining by not presenting for 
this vaccination or for the following vaccination.  
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percent of the organisations had made visits to the home, which presumably may be part of 
outreach activities, as might some of the other forms of contact. Two practices (3%) did not 
do anything to inform the parents of under-fives about the immunisation programme.  

All practices reported having taken some action to advise parents of the second vaccination. 
Sixty-one percent sent out recall letters to some or all such parents and 52% phoned some 
or all. Thirty-five percent said they had pre-booked the second appointment. 

Seventy percent of practices notified at least some parents of the third vaccination by mail. 
Specifically 29% notified all parents and 41% notified some parents of the upcoming third 
vaccination. Slightly fewer practices phoned parents at all (59%) with 27% phoning all 
parents and 32% phoning some. Thirty-four percent reported pre booking the second 
appointment. 

 

Advising 
about 

programme 

(Survey 1) 

Advising 
about second 
vaccination 

(Survey 2) 

Advising 
about third 
vaccination 

(Survey 3) 

(n=63) (n=46) (n=41) 

PROCESSES FOR ADVISING 
PARENTS 

% % % 

Notified any parents by mail 84 61 70 

 Notified all parents by mail 78 33 29 

 Notified some parents by mail 6 28 41 

Telephoned any parents 43 52 59 

 Phoned all parents  15 27 

 Phoned some parents  37 32 

Surgery poster display 10   

Home visits 5  5 

Pamphlets provided 3   

Practice newsletter 3   

Pre booked following appointment  35 34 

Reminded parents when in surgery  4 5 

Gave fridge magnet with 
appointment date  22 10 

Phoned on day to confirm 
appointment  4 5 

Referred non responses to outreach  2  

Followed up if failed to keep 
appointment  13 17 

None 3 - 2 
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ADVISING PARENTS OF OVERDUE VACCINATIONS 

As shown in the table below, practices were most likely to follow up children who had not 
received their first vaccination by sending reminder letters (70%), or phoning (65%). Just 
over half had, at the time of completing the questionnaire, advised outreach services of non-
presenting children (54%).  

Similar procedures were followed by practices when it came time to remind parents of the 
second vaccination. Higher (though not significantly) proportions of practices sent out 
reminder letters and/or phoned parents overdue for the second vaccination (80% sent 
letters, 78% phoned). Just over one half (56%) advised outreach services of parents of 
children yet to receive their third vaccination.  

In survey 3 practices were also asked if they had increased (since the previous survey) the 
use of any method to reach children who have not yet received their first vaccination. Forty-
one percent said that they had increased the number of reminder letters; 34% said they had 
phoned more parents; 39% said they had increased their use of outreach services. 

 

Overdue for 
first 

vaccination 
(Survey 2) 

Overdue for 
second 

vaccination 
(Survey 3) 

Increased 
since dose 2 

for those 
overdue for 

first 
vaccination 
(Survey 3) 

(n=46) (n=41) (n=41) 

PROCESSES TO FOLLOW UP 
OVERDUE CHILDREN 

% % % 

Sending reminder letters 70 80 41 

Phoning 65 78 34 

Advising outreach services 54 56 39 

Sending own staff to homes 11 7 7 

Using PHO nurses to visit 7   

Will send letter after dose 3 4   

Opportunistic vaccination  2 2 

Not doing anything 7 2  

 

USE OF OUTREACH SERVICES 

Survey 3 asked about the use of outreach services. Sixty percent of practices had referred 
children to Outreach Services with 46 percent having referred 10 or more.  

Most practices chose not to comment on the performance of the Outreach Services, possibly 
reflecting a lack of knowledge about this matter. The responses from the 14 practices that 
did make comments included a mix of positive and negative responses, with four saying they 
had heard nothing/ no feedback and two that they didn't know. 
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PERCEIVED BARRIERS 

The main barriers to getting under 5s vaccinated (as asked in survey one only) were 
perceived by practices to be: mobile families (27%), concern over reactions to 
vaccine (24%), unconcerned families (19%), parents with transport problems (18%) 
and getting access to the child during surgery hours (14%). Some also mentioned a 
lack of knowledge of the disease (14%), lack of information and publicity about the 
disease (11%), winter illnesses and infection concerns (11%) and uncertainty about 
the efficacy of the vaccine (8%).   

 

INCREASED SERVICES 

In survey two, 37 percent of practices reported making no changes to increase opportunities 
for under fives to be vaccinated, 50 percent had run special clinics and 13 percent had 
extended their opening hours (see table below).  Fifteen percent also stated that they had 
employed extra nurses, however there may be some practices that did not think to mention 
this in answer to this question.  In survey 3 the majority of practices (85%) reported not 
making any changes since the previous survey to the way in which they increased the 
opportunity for children under 5 to be vaccinated.  

 

VACCINATION OF SCHOOL AGED CHILDREN 

At survey two, an average of 42 school-aged children had been vaccinated by the practices 
for their first dose (range of 1 to 263).    

Just over nine out of ten practices (91%) believed that if their practice vaccinated a school-
aged child then they would continue to vaccinate that child subsequently.    

Almost eighty percent of the practices (76%) understood that if a child had missed a school-
based vaccination, the child should receive the missed dose on the next vaccination visit to 
the school. 

 

VACCINATION OF CHILDREN FROM OTHER PRACTICES 

In Survey 2, nearly half (46%) reported never or rarely vaccinating children from other 
practices; three in ten (30%) vaccinated only those they considered otherwise hard to reach, 
with 17% taking any opportunity to vaccinate children from other practices. 

 

WHAT HAS WORKED WELL 

Practices reported that awareness around the campaign had worked well (41%), including 
the advertising campaign and media coverage; 26 percent mentioned that the vaccine 
supply had worked well.  
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WHAT HAS NOT WORKED WELL 

The problems for the practices were with IT systems (Medtech, NIR and Kidslink --26% 
mentioned problems with the IT systems), whilst 11 percent each mentioned pressure on 
staff, staggered roll outs and lack of parental choice as to where a school age child is 
vaccinated. 

 

INCREASED STAFFING 

Sixteen of the 39 practices (41%) who responded to a survey 3 question said that they had 
taken on extra staff to cover the work associated with MeNZB, most having taken on just 
one additional person (11 practices). Two thirds (63%) reported existing staff having to work 
extra hours to cover the MeNZB work.  In most practices they were working up to 10 hours a 
week extra and three were working an additional 30 to 40 hours.  Some noted in comments 
that extra hours were worked initially but not currently, and these have not been included. 
Practices that had taken on additional staff still had existing staff working extra hours at a 
similar level to other practices. 

 

 

OTHER PRIMARY CARE FINDINGS 

COUNTIES MANUKAU  

Overall, the primary care component appears to be generally working well.  The responses 
to the self-completion surveys and interviews with practices indicate continuing goodwill 
towards the programme and a relatively high level of satisfaction with how it is going from a 
primary care perspective. 

The involvement of the PHOs and the strengthening of relationships between the DHB and 
the primary care sector have been seen as positive, by both the PHOs and the DHB. 

 

NORTHLAND 

It was noted that when the programme was first proposed, primary care generally seemed to 
respond as though they were feeling rather overwhelmed by it.  However, the attitudes were 
now reported to be "amazing", particularly the support of the nurses and administrative staff. 
The 'GP champions', as discussed in an earlier chapter, have played an important role.   

This situation appeared to be due at least in part to the efforts the DHB MVS team had made 
to maintain frequent communication with the PHOs and with the individual primary care 
practices, as well as the team's focus on seeking to find out how they could assist. 

While some practices were still less motivated than others, in general support was 
considered to be very good, with most practices putting in large numbers of hours trying to 
contact and follow up families.   
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The DHB had also utilised its relationship with PHOs so that the DHB could receive 
information on practice level coverage rates -- useful data for targeting areas with slower 
uptake.   

One stakeholder noted that the PHOs appeared to work together particularly well in 
Northland; there was no sense of competing with one another.   

 

Issues with venue capacity 

In Northland many practices had problems with finding space in their practices to 
accommodate the people coming in for vaccinations, especially during the 20 minute post-
vaccination period. 

One practice responded by asking people to only come for MeNZB vaccinations between 
4pm and 6pm.  This was not a satisfactory arrangement, as a lot of parents are very busy at 
that time of day, and it was discontinued after two weeks.  One stakeholder suggested that a 
slot immediately after school might have proved more effective. 

A few practices had sought alternative venues nearby and this appeared to have worked 
well.  In Whangarei one organisation donated the use of one of their rooms, while a second 
donated cell phones, and a third provided computers to occupy the children after they had 
been vaccinated. Vaccination rates for this practice were reportedly fairly high.     

Another practice secured a room close to the practice, specifically for parents and children to 
wait in after their vaccinations.  The community responded to the practice's advertisement 
asking for people to donate household items for the room.  

 

Additional clinics 

One practice in central Whangarei ran Saturday morning clinics for several weeks, but was 
disappointed with the response, despite them being well publicised.  Other practices have 
shown a reluctance to provide additional clinics.  Also, the OIS personnel were reporting that 
lack of after hours vaccinations was almost never given as a reason for not having 
vaccinated (only mentioned by four families). 

 

Vaccinating in groups 

One stakeholder drew attention to one practice that was vaccinating children in groups of 
twelve, having all twelve families wait together before and after vaccinations and be given a 
talk about the vaccine as a group.  They were then followed by a second group of twelve.  
This person was not sure how comfortable parents would be with this approach. 
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Support of additional nurses 

The two PHOs accounting for the majority of the Northland population had accessed SIA 
funding30 to allow for increased nursing hours. 

 

Lack of confidence in accuracy of NIR data 

One stakeholder reported that primary care practices in Northland had developed a lack of 
confidence in the accuracy of the NIR data.  They felt this probably began with rumours 
about problems CMDHB were having with the NIR, which led to the practices beginning the 
programme with some suspicions as to the robustness of the NIR.  Then when they began 
getting information from NIR they saw a gap between what NIR was reporting and what they 
believed they had achieved.  The stakeholder thought the practices had probably forgotten 
what was in the training about the possible delays in getting data onto NIR.  Another 
stakeholder noted that on-going PMS NIR issues had also impacted on credibility of NIR 
coverage reports for PHO GMs, and therefore they had been most reluctant to have the 
reports circulated to their practices.  The net effect of this lack of confidence in the NIR 
reporting was that it lost its effect as a motivator.  It was noted that it had been shown from 
previous programmes, such as cervical screening, that providing practices with feedback on 
their performance relative to others was important for keeping them motivated to achieve 
high rates.  

Related to this issue, it was found that one practice was removing the declines from their 
denominator when calculating coverage rates.  The stakeholder reporting this noted that this 
had also been evident previously in the reporting of childhood immunisation coverage and 
the practice may also extend to excluding from the denominator those whom the practices 
cannot locate. 

 

Details on precalls/recalls 

It was reported that Northland found it worked best if they specified which day to come to the 
clinic, but did not specify a set time. 

 

WAITEMATA 

Waitemata DHB reported that they developed positive relationships with the PHOs during 
the planning process. What were initially two-weekly meetings with PHOs became monthly 
meetings following the roll out.  The DHB also sent out a two-weekly fax to all GP practices.   

                                                 

30 This is a fund available to all PHOs, to which they can submit proposals for the funding of services to improve access.  
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GENERAL 

Delay between Primary Care and Schools Components 

With primary care beginning to vaccinate before Christmas 2004 but schools beginning in 
2005, there was concern that this would lead to demands on GPs to vaccinate school 
children.  At Waitemata DHB's suggestion, the Ministry developed a pamphlet for doctors to 
give to parents wanting their school age children vaccinated.  Despite this and other efforts, 
it was felt that it would often be difficult convincing parents to wait several months until the 
school based vaccinations began.  The same communications strategies that were going to 
be seeking to motivate parents to get their under-fives vaccinated were probably also going 
to be increasing the parental concern about getting their school age children vaccinated as 
soon as possible.  Northland DHB noted that despite big efforts on their part, some practices 
had indicated the possibility of vaccinating school children early in 2005. 

Vaccinating of school children by GPs was described as a "logistic nightmare", with no two-
way link between the SBVS and NIR, and no way for the NIR to update the SBVS with 
details of children who were vaccinated by their GP. However, there was provision on the 
new school consent forms for parents to indicate if children had already received this 
vaccination and, if so, where. 

 

Importance of practice managers 

Two stakeholders noted that Practice Managers had been taking a key role.  The 
Meningococcal B vaccinations were being managed by them and the nurses, with GPs in 
most cases having little involvement.  

However, one project manager noted that the support of the GPs was very important for 
achieving good coverage in the practice.  If they were supportive they tended to empower 
the practice nurses to do what was needed to manage the vaccination programme.  This 
project manager also noted the importance of dedicated staff.   
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7. SCHOOLS  

EVALUATION METHOD 

The schools component of this evaluation relates primarily to Counties Manukau, as 
Waitemata only began in February 2005 and Northland were not beginning until the second 
term of 05.  The evaluation in the CMDHB region consisted of the following, for the first dose 
of vaccinations: 

• Observation of the vaccination process for at least an hour in each school; 

• A face to face interview with the person in the school responsible for the vaccinations 
(subsequently referred to as the lead person in the school); 

• A follow-up phone interview with the lead person one week later, to obtain feedback on 
the students' post-vaccination responses; 

• Self-completion questionnaires filled out by school staff, to obtain their perceptions of the 
student response to the vaccinations 

Observations were initially completed in four schools (two primary and two secondary). The 
evaluation was extended to include an extra school, following more extreme responses from 
some students at that school.  There was a desire to obtain some feedback on student 
response to the immunisation programme in the light of these events. 

Schools were selected from those first to be vaccinated, as those schools had the most at 
risk student populations.  Selection from the first schools also allowed for quick feedback if 
any issues arose with the schools component. Schools were also selected to give some 
geographic spread.  In two of the schools vaccinations were being undertaken during the 
first week of the programme (one primary and one secondary school), while one primary and 
one secondary school were receiving vaccinations during the second week.. Some schools 
that were initially approached had declined to participate in the evaluation, mainly because 
of the short notice. 

This process was repeated for the second dose of vaccinations, except self-completion 
surveys were only completed for the school where there had been larger numbers feeling 
unwell after the first dose of vaccinations.   

Due to the consistently good responses at the vaccination sites by the students, it was 
decided that it was unnecessary to observe the third dose of vaccinations. However, 
feedback was obtained in the form of a follow-up phone call from four of the schools after the 
third dose.  

Information from the interviews with DHB stakeholders and Ministry employees also 
informed the reporting of this schools component. 



 

95 
Phoenix Research Evaluation Final Overview Report 

 

EVALUATION FINDINGS 

THE PROCESS OF VACCINATING 

At the primary schools, junior school students were vaccinated first. This was advocated for 
by the schools who were concerned that the senior students might frighten the younger 
students by telling them how much it hurt (whether it did or not) and that the younger 
students' anxiety might be exacerbated by having to wait until the afternoon to be 
vaccinated. 

Each secondary school is organised differently.  In some, the senior classes are not in any 
specific form group, so organising them to turn up for vaccinations at a set time could be 
logistically difficult. 

The students were lined up in class groups. They then filed in to be vaccinated behind 
screens. (The two high schools where observations took place as part of the evaluation only 
had the emergency areas screened off.)  Once vaccinated, students then took their forms to 
administration and went to the recovery area for 20 minutes. Contraindications were asked 
about at the vaccinating table.  As pregnancy is a contraindication, asking this privately at 
the vaccinating tables was an issue.  The approach varied, with some PHN teams opting to 
just ask the question quietly.  If contraindications were present, the student was taken to a 
quiet corner to discuss the issue. After the vaccination took place, if there were any 
problems with students feeling unwell, they were taken to a screened off observation area.  
PHNs called those students who had completed their twenty minutes and the students were 
let out a different door from the arrival door, to ease flow and avoid confusion between 
vaccinated and unvaccinated students. PHNs re-checked that they had stayed their 
allocated twenty minutes and checked their injection site for any undue reaction. 

 

STUDENT RESPONSES TO VACCINATIONS 

At time of vaccination 

The school observations, and interviews with lead persons in the four schools initially 
selected, identified no real problems with students being upset at the time of the vaccination.  

The fifth school was added to the evaluation because a group of mainly female students had 
a reaction, which included a number of students feeling unwell for a longer period of time 
than the 20-minute post-vaccination period.   It appeared that these students were mostly 
young anxious women who had not eaten that morning. The second dose of vaccinations at 
this school was relatively incident free. They attributed this to their placing of screening 
around the waiting area, vaccinating area and recovery and emergency areas and that 
students were promptly vaccinated on arrival first thing (rather than waiting for up to 40 
minutes as in the for the first dose).  The students who had had a reaction to the first 
vaccination (approximately 50 students) were identified by the PHNs and vaccinated first.  

Post vaccination 

Follow-up interviews and returned staff self-completions all suggested that there was nothing 
of concern in terms of student responses following the vaccinations.  There was the 
expected soreness reported by some students, but the schools reported only small numbers 
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off school following the vaccination and usually for only one day.  Any discussion among 
students about not returning for the following doses seemed to only be talk and no staff got 
the impression that students were not intending to turn up for the second dose. 

 

UNIQUE CHALLENGES FOR COUNTIES MANUKAU DHB 

Shortened time frame 

The licensing of the vaccine caused delays and therefore shortened the time frame for 
completing vaccinations before the end of the school year. This had the effect of increasing 
pressure on all stakeholders.  

Schools were of the opinion that the rush to get consent forms returned (especially for those 
schools participating in the first week) was both a burden and a blessing.  Whilst it was 
administratively more stressful for the schools, it added to the sense of urgency created by 
the media campaign.  Therefore it meant students and their parents had to act quickly, the 
point being that more time doesn't necessarily mean more returns. The downside, they felt, 
was that some parents wanted more time to think over their decision.  

However one teacher at a high school noted that students who truanted from school were 
quite likely to miss receiving the consent form, because of being absent during the short 
turn-around time period. 

 

Pressure on nurses 

From the point of view of the public health nurses and those responsible for organising the 
staffing of nurses in schools, the delay in beginning the programme meant that nurses who 
were employed specifically for the project had to be re-deployed into other areas, so as not 
to lose them. 

With all the nurses employed by the programme being utilised and with the condensed time 
frame once the programme began, this caused difficulties in keeping staffing levels 
optimised, as nurses became tired and sick.  However this was addressed by undertaking a 
second round of recruitment.  

Several sources reported that the workload for PHNs was very demanding.  PHNs were 
vaccinating 25 students per vaccinator per hour. It was suggested that this be reduced to 20 
for future DHBs, to reduce pressure on the nurses. 

CMDHB has recommended that for future DHBs, 40% of nurses be deployed to the school's  
programme at any one time, with 60% of core staff remaining in other school health 
activities, providing a buffer of nursing staff to cover unexpected absences.  

Frustrations for schools 

Being unable to cover for staff shortages on the teams going into schools meant that 
schools' time-tabling had been affected. This caused schools frustration about not knowing 
all three dates well in advance.  In the small number of schools covered by the evaluators, 
there were last minute changes to vaccination times on two occasions.   Schools found this 
very difficult to work around. 
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WHAT IS WORKING WELL AND WHY 

The programme in schools appeared to be operating very successfully, especially given the 
complexity of the task.  The following were reasons put forward for the success. 

 

High rates of consents returned 

As noted previously, there was a high rate of returns for consent forms.  This was often 
aided by having visiting teachers or PHNs associated with the school following up families 
where consents had not been returned.  These workers drew on their ongoing involvement 
with their parent communities.  This was evident in the two primary schools included in the 
evaluation and it appeared to be widespread.  However it was not evident in the three 
secondary schools evaluated.  

As well as following up families who had not returned consent forms, PHNs made 
"thousands" of contacts, including home visits, phone calls and letters as part of the process 
to validate every consent form received back.  The home visits were to follow up anyone 
who had had any illness that was a contraindication (i.e. who should not receive the 
vaccination) or where their medication needed to be correctly managed in relation to the 
vaccinations.  For example, parents of persons with severe asthma were all contacted to 
ensure their child took their medication on the day of the vaccinations.  The follow-ups were 
also to address missing or incorrectly completed information on the consent forms.31 

 

Working closely with schools and providing teachers resource kit 

The DHBs made a point of informing school principals about the programme early on. Some 
principals mentioned the principals' meeting as being useful for informing them of the 
process of vaccination in their school in a general sense.  

One CMDHB stakeholder attributed the positive response from students in schools to the 
level of education that was undertaken with students prior to the vaccinations.  A teachers' 
resource kit for years 0 to 8 was developed in partnership between Kidz First Public Health 
Nurses (CMDHB) and Wiri Central School.  CMDHB reported a very positive response from 
school staff. 

Students in all but one secondary and intermediate school were shown an Australian video 
or received a presentation involving professionally developed overheads.  Only one school  
(an intermediate school) would not allow a presentation.  A liaison person from the Ministry 
of Education also assisted in communicating with schools if required. 

                                                 

31 The Ministry decided to require parental consent for all school children, even if they were aged 16 or over. This was because the 
Ministry felt it was important for parents to be involved in this process, to avoid the risk of parents getting upset at not knowing 
what their young person was consenting to. 
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Support and co-operation  

To reach suitable staffing levels, having nursing staff 'borrowed' from other DHBs was 
essential.  The willingness and ability of PHNs to work in new teams was a key element of 
success.  

'On the ground' success was also due to the atmosphere created by the public health nurse 
teams, which was one of support and caring for the students and for each other. That had 
been achieved by: having a lot of nursing staff supporting those nurses actually vaccinating; 
by having rotation in tasks; well organised cold chain processes; and nursing staff acting as 
marshals. The PHNs involved worked in a variety of roles each day, e.g. recovery, triage, 
site co-ordinator and vaccinator. 

CMDHB emphasised the importance of getting the teams set up early and having time to 
develop a good team culture.  All staff on the teams had a one-week orientation, which 
began with a powhiri.  Everyone went through an authorised vaccinator course and the 
PHNs also did a clinical assessment and sat examinations. 

CMDHB also provided good support structures for their staff.  They had a nanny service 
available for staff with sick children and an unspecified amount of sick leave.  Things like 
occasional morning teas on site also assisted.  It was also noted that everyone had received 
a thank you card from the MVS Director. 

 

Other reasons 

There had been varying parent attendance at primary schools to support their children at the 
vaccination.  One primary school representative commented that they had a lot of parents 
turn up to support their children during the vaccination process, which they were very 
pleased about, as they were not a school that received a lot of parent support.  They saw 
this as indicative of the value that the parents placed on the immunisation programme.  

A community key informant noted that at a local first language school, they had successfully 
adopted a teina-tuakana process whereby an older child was immunised with a younger 
child.  The older child was immunised first, and in doing so provided moral support for the 
younger child who followed.  

Other reasons given for the success of the schools component include: 

• A captive audience; 

• A simple parental consent procedure, with good legible forms32; 

• Only allowing a short period of time to get the consent forms returned; 

• CMDHB had an established PHN system within schools, so good relationships were 
already in place (including through Health Promoting Schools); 

• Parents were familiar with school-based immunisation; 

                                                 

32 The only suggested improvement was making it clearer that "Year" was Year in school and not their age. 
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• It was easy for parents to have children immunised at school; 

• BOTs and principals were supportive of immunisation and of accommodating the 
programme in their schools;   

• The financial assistance to the schools;  

• The media attention prior to the  programme; 

• The level of personal acquaintance with the disease that people had in this area; 

• CMDHB Kidz First PHNs' involvement in the clinical trials; 

• Clearly specified systems and protocols; 

• Strong PHN leadership within the CMDHB team; 

 

Other lessons learned 

As well as the factors which contributed to the success, other lessons learned included: 

• The MeNZB team within the DHB needed to have a good relationship with the emergency 
departments (ED) at the hospitals, so that ED staff could respond appropriately if they 
were asked to see students who had had an adverse event following vaccination;   

• It is important to make sure families realise that the vaccination only covers 
meningococcal B, not meningococcal A or C. 

 

OTHER ISSUES 

Completing catch-ups 

It appears to have initially been the Ministry's expectation that DHBs would do catch-ups (for 
those who had initially been absent when the vaccinators visited the school), during the 
week following each of the three doses.  However, CMDHB reported that with the shortened 
time frame resulting from the delay in vaccine registration, they did not have the resources to 
do catch-ups in this manner.  They instead provided a ‘rolling mop-up’, whereby those 
children missing dose 1 or 2 were vaccinated at the next scheduled dose for that school and 
got their first or second dose.  Those that had missed more than one dose and/or dose 3 
were addressed by specific catch up programmes. This included catch up clinics in schools 
for two weeks between the formal end of the programme and the last day of term.  These 
were not overly successful, but, as noted in the Coverage chapter, the community based 
follow-up clinics were very successful. 

Accommodating needs of schools 

There was seen to be a need for more time for schools and PHNs to meet before the 
programme 'went live' and for PHNs to have time to find out the answers to schools' 
questions and vice versa.   

Secondary schools noted that there is not a 'one size fits all' model for how they group 
classes; they felt that more consultation was needed to establish how things worked 'on the 
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ground' at each school.  PHNs reinforced what the secondary schools reported by stating 
their need to be responsive and work around each school's system.  For example one 
school was sent all the consent forms in alphabetical order and they had to spend a day 
reordering them.  All schools felt that they had experience in delivering data to government 
agencies (e.g. NCEA) and could have proposed a better system to fit their needs if asked. 

 

Some lack of clarity re protocols 

CMDHB reported getting a number of calls from parents whose children had missed second 
or third vaccinations and were unsure of what to do. 

Schools had also expressed some lack of clarity regarding protocols, such as timings of 
catch-up vaccinations for absent students, and processes for students who had missed 
vaccinations. There were instances where both schools and Public Health Nurses were 
unsure of procedures for students who were absent for the first vaccination or who enrolled 
after the first vaccination (transferred school or started school).  Schools also queried how 
they would know the vaccination history of students newly enrolling at their school, or how 
they would know if students had received vaccinations from a GP. 

CMDHB noted that all schools had managers' numbers, e-mails and an 0800 number and 
that they also received regular newsletters to update them regarding these facts.  It does 
appear that this written information was insufficient, possibly because it may not have been 
reaching the key people in the school.  It is obviously important that all DHB staff involved in 
delivering the vaccinations be fully informed regarding these issues. 

 

 

SCHOOLS PROGRAMME IN OTHER REGIONS 

DEFICIT WITH SCHOOL BASED COMPONENT 

When funding streams for the school-based programme (including data entry) were 
analysed, the DHBs in Northland and Waitemata, as well as Auckland, demonstrated clear 
shortfalls.  The DHBs reported in 2004 that they were facing deficits of up to $200,000, 
$150,000 to $200,000, and approximately $100,00033.  

Northland, the first rural DHB rolling out with the  programme, were facing a much larger 
deficit than possibly the urban DHBs, one reason being the large geographical spread of its 
schools in Northland. However Northland thought innovatively in terms of how it could offset 
some of the shortfall using alternative strategies.  These included working with Work and 
Income to identify possible subsidised work for people to do data entry and stores, as well 
as negotiating with the Ministry regarding the use of the budget allocated to out of school 
youth to assist with the schools component. However, the Northland District Health Board 
(NDHB) would still be required to risk manage whatever shortfall still occurred within the 
school based programme. 

                                                 

33 To preserve anonymity, these amounts are deliberately not provided in the same order as the DHBs are listed in the preceding 
sentence. 
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These deficits did not take into account the costs associated with DHBs having to reallocate 
PHNs from existing services. For example one DHB was taking ten PHNs plus three other 
staff out of existing services for eight to nine months.  One DHB had calculated the costs of 
seconded staff, internal accommodation for school vaccinating teams and supplies at over 
half a million dollars. 

The Ministry noted that DHBs had been encouraged to reprioritise their public health nurse 
workforce and the Ministry met these costs through the DHB's public health and well child 
contracts and this was not a cost to the DHBs.  However, the DHBs pointed out that they 
had to employ a lot of extra PHNs over and above those they had been able to reprioritise 
and the costs of this far exceeded the funding they have received for the school-based 
programme. 

 

INITIAL CONCERNS REGARDING SHORTAGES OF NURSES 

In the first round of interviews all three DHBs had a concern about nursing shortages.  
However by mid-December Auckland DHB had succeeded in recruiting 47 FTEs in addition 
to 10 seconded internally, which met their targets.  Waitemata also reported in January that 
they had their full quota of nurses.  The issue in Auckland and Waitemata was compounded 
by them both beginning their school programmes around the same time (in the third week of 
March), plus Waitemata was opening a new hospital in February which would require an 
additional 200 nurses.   One stakeholder noted that the programme had taken nursing staff 
out of hospitals, as the hours were attractive with no shift work.  This had left hospitals very 
short staffed, a point that was confirmed by another DHB stakeholder. 

In Northland, their school programme was beginning in term two and they had found the 23 
FTEs required for this.  As there was no nursing bureau in Northland, the DHB had recruited 
and trained a pool of nurses which PHOs and practices could access.  By December they 
had trained 80 nurses (including those for schools) and expected to be training more.  A lot 
of existing primary care practice nurses were training to become vaccinators. 

 

ADDRESSING PHN WORKLOADS 

All DHBs were aware of the demands that continuously working on the programme placed 
on the PHNs.  In Northland it was planned that the main PHN vaccination team would not do 
vaccinations on Mondays and they would just do their usual the Monday morning clinics in 
schools.) .  Additional nurses were employed to do  mop-ups on Mondays, for schools that 
were visited the previous week. 

Waitemata (in the September interview) planned to have PHNs spending 40% of their time 
on MeNZB and 60% on their other work, but conceded that this ratio would probably have to 
increase in favour of more time on MeNZB. 

In Auckland it was planned that the 10 seconded PHN FTEs (53% of PHN workforce) would 
work full five-day weeks on the project.   It would include two school holiday periods, during 
which they would return to their normal duties.  The newly recruited Nurse Vaccinators (47 
FTEs) would also work full time on the MeNZB project. 

One person specifically acknowledged the PHNs for their "fantastic public spirit". 
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EXPECTATIONS OF 100 PERCENT CONSENT FORM RETURNS 

Northland DHB predicted that they would get all consent forms returned to schools, as they 
had achieved this in the past.  They did in fact achieve 96%, which was still very impressive.  
They used PHNs and community health workers to follow up non-returns.  The consent 
forms were distributed to schools in the first week of term one, so they had until the 
beginning of term two to get them all returned.  They were clear they needed all of term one 
to gain the 100 percent return rate and the Ministry finally agreed to this. As approximately 
400 students per month change addresses in Northland, school administrative staff had to 
keep lists of all the changes.  

All the school vaccination schedules for 2005 were scheduled before the end of 2004, and 
the DHB reported "excellent" school buy-in.  They ran meetings for school principals and 
boards and had principals on an advisory group assisting with planning. This had been 
important in getting the principals to understand and support the reasons for the delay 
between primary care and school vaccinations. 

Some schools did not have school halls, so Northland DHB was looking at bussing children 
to community venues to be immunised. 
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8. VACCINE DISTRIBUTION/ ALLOCATION AND SAFETY  

VACCINE DISTRIBUTION AND ALLOCATION 

VACCINE DISTRIBUTION WORKED WELL 

The benefits of two years of planning for the vaccine distribution system appear to have paid 
of, with no one reporting any major problems in this respect when it rolled out into Counties 
Manukau.  The primary care survey identified high levels of satisfaction with the availability 
of vaccine. 

The vaccine distribution was not a focus of the evaluation interviews in Northland and 
Waitemata, but there was one spontaneous mention of vaccine being unusable by the time it 
reached a rural area in Northland, because of the time it took for it to be delivered by the 
couriers. 

 

WASTAGE 

A concern with any vaccination programme is the level of wastage, due to over-ordering or 
incorrect storage or use.  As there was only a limited supply of this vaccine, wastage had to 
be kept to very low levels (less than 5%).  The Ministry advised the evaluators that the 
evaluation of the measles vaccinations in 1997 had suggested that up to 25% of the vaccine 
issued had not been used. 

As at mid-November 2004 there had been only one return to the distribution company, 
however this was not surprising given the shelf life of the vaccine.  No means had been 
identified for ascertaining any wastage at primary care practices; the Ministry would only be 
notified if there was a major cold chain failure.  While efforts could be made to monitor this 
via self-completion surveys of primary care practices, it is questionable whether those with 
wastage would respond to the surveys, and phone surveys would be a more costly option.  
One would also have to weigh up whether the need for the information justified the 
imposition on primary care practices.   

A policy was introduced requiring public health nursing services to record if they had any 
vaccine drawn up that was not used.  They were also required to report on any cold chain 
failures. 

 

OVER-ORDERING 

A key part of the strategy to minimise wastage on this project was the monitoring of the 
numbers of doses issued to each practice.  This was the first time there had ever been 
controls on vaccine allocation.  Practices were told that they had an allocation based on their 
known under five and out of school population, but they were not informed of the exact 
amount they had been allocated.   
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Before a vaccine order was filled, the amount ordered was checked against the practice 
allocation, to ensure the allocation remaining was sufficient to cover the amount ordered.  
While the vaccine allocation database was unable to differentiate between first, second and 
third doses, the database did include an indicative estimated average weekly requirement 
(total allocation divided by 18 weeks) per practice.  If a practice's ordering pattern was 
significantly higher than this or if it reached ≥30% of its allocation within the first four weeks, 
checks began to be made. 

On 5 September 2004, when some practices would have ordered second dose vaccinations, 
15 of the 125 practices had ordered more than 50% of their allocation34.  These rates might 
be indicative of over-ordering, especially by the four practices with over 70% of their 
allocation ordered.  Where over-ordering appeared likely, the Ministry person responsible for 
vaccine allocation followed this up with PHOs (if there were significant numbers of practices 
from one PHO) or directly with the practices concerned.  She firstly checked that they were 
aware of their allocation and how this should relate to what they ordered.  She also checked 
that the allocation data for these practices was based on the correct number of under-fives 
in their practice. It was accepted that some of the data the Ministry had been supplied with 
could possibly have been reported more accurately by PHOs.  However, it was known that 
some practices, believed to be a small number, were actively vaccinating school age 
children. Calls to encourage vaccine use in accord with Ministry protocols had met with 
mixed responses.  One PHO was very responsive and managed the issue with those 
practices that had high levels of ordering, while in a couple of instances "defensive, hostile 
reactions" were experienced from practices.  

 

SLOW UPTAKE 

The vaccine allocation data also allowed for the monitoring of practices that appeared to be 
under-ordering vaccine.  All practices in the CMDHB region should have been ready to roll 
out by 9 August, although it was known that some were not beginning until August 16.  Of 
the 63 practices taking part in the self-completion survey, all but one had begun by August 
16 and this one began a few days later. 

By 19 September there were 21 practices (19%) which had ordered less than half their 
(anticipated) allocation for the first dose.  The Ministry spokesperson thought delays were 
probably due to individual practices feeling they didn't have the staff or other resources to 
begin the vaccinations.   

At the time of the first round of evaluation interviews there was no system in place for 
following up practices with slow uptake.  However, a policy was subsequently introduced 
whereby the Ministry person would advise the Relationship Manager of any practices that 
had not ordered vaccines by six weeks into the programme.  PHOs in Counties Manukau 
were also advised of any of their practices that were slow starting.  

                                                 

34 50% was chosen as the level for reporting because practices could have ordered for some of their second round vaccinations and 
so taking 33% would not have been useful. 
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MATCH BETWEEN VACCINE ALLOCATION AND COVERAGE 

It is not possible to usefully compare vaccine allocation and coverage, because it cannot be 
ascertained when vaccine allocated is actually used (the vaccine can be kept for a long time 
before use).  

 

VACCINE ALLOCATION DATA SYSTEM WORKING WELL 

The Ministry spokesperson reported that they were very pleased with the way the vaccine 
allocation data recording and retrieval was operating under the contract with provider Exel.  

 

 

COLD CHAIN ACCREDITATION 

Cold Chain Accreditation was established by the National Immunisation Programme (NIP), 
independent of the MeNZB project.  It was intended that it precede the project, but there was 
in fact overlap.  One of the key outcomes of the accreditation process was that many 
practices purchased proper pharmaceutical refrigerators (which they were delighted about), 
although some of these were still arriving after the  programme began. 

Practices had each received $3,000 to assist with achieving cold chain accreditation. The 
accreditation process was designed to train them in the proper storage and use of vaccines, 
such as monitoring the temperature and rotating stock.  The funding was to assist with the 
time involved in undertaking this.  There was some concern that practices were seeing the 
new fridge as the solution to proper vaccine storage and neglecting the other components. 

 

 

VACCINE SAFETY  

Results of safety monitoring for the first thirty two weeks of the programme (19 July 2004 to 
27 February 2005) were released on April 10, 2005, during which time 526,827 doses of the 
vaccine had been administered to 210,573 children and young people in the Greater 
Auckland region. 

The table below shows the sources of data that were used to monitor safety throughout the 
stages of the programme. 
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Method of safety 
monitoring Description of method Age 

monitored Data provided 

Enhanced reporting to 
Centre for Adverse 
Reactions (CARM) 

Enhancement of CARM’s routine spontaneous 
monitoring of adverse events following vaccination, 
including letters to all primary care providers reminding 
them to report adverse reactions.  Members of the public 
can also report adverse events to CARM. 

0-20 years 429 reports of adverse reactions  
- None were found to be life 
threatening or unusual 

Intensive monitoring of 
children at primary care 
(IVMP) 

Surveillance of a pre-selected cohort aged 6 weeks to 4 
years at selected primary care practices 

6 weeks to  
4 years35 

-All vaccinations administered 
-All health consultations within 6 
weeks of vaccination 

Hospital based 
surveillance 

- Real time monitoring of pre selected 'conditions of 
interest' which may relate to MeNZBTM vaccination. 
Cross checked to see if person had been immunised 

- Monitoring of all admissions for anyone who has been 
vaccinated in last 7 days. 

0-20 years36 Admissions reviewed 
Ability to also detect unexpected 
conditions among those who had 
been vaccinated.  

 

The data were reviewed weekly by the Independent Safety Monitoring Board (ISMB). The 
ISMB comprised international experts in vaccines, paediatrics and epidemiology, and was 
established by the Health Research Council (HRC) especially for the  programme.   

The ISMB concluded that the vaccine presented no safety concerns.  

Safety monitoring for the rest of New Zealand consisted of enhanced CARM reporting for all 
age groups, the IVMP for children aged 6 weeks to 18 months, and analysis of hospital 
discharge data to monitor conditions of interest. 

 

 

 

 

 

                                                 

35 The IVMP of 6 weeks to 4 years in the initial rollout area (in the Eastern corridor of ADHB and in CMDHB) differs from the national 
IVMP, which covers patients aged 6 weeks to 18 months 

36 There was hospital-based surveillance of all patients aged 0-20 in Middlemore and Auckland hospitals for the initial rollout phase 
in the Eastern Corridor of ADHB and in CMDHB. For the rollout in the rest of ADHB and Waitemata and Northland DHBs, hospital 
surveillance will continue for 0-4 year olds only. 
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9. DATA RECORDING AND MONITORING 

NIR 

PROBLEMS WITH NIR 

The NIR (National Immunisation Register) was established to provide a national database of 
the immunisations received by each child.  It was set up independently of the programme 
and it needs to be acknowledged that it was not built for this programme.  However, the 
Meningococcal Immunisation Programme   is the first programme ever to have used the 
NIR. 

There were major problems getting data onto the NIR and getting the desired data off it.  
Upgrades, including a new patch release in February 2005, were expected to deal with most 
of the issues, but the many months of problems seriously tested the good will of primary 
care practices and created a large amount of extra work..   For example, Northland DHB 
noted that they had been required to manage all outreach data independently of the NIR 
(with the exception of status query) on an excel spreadsheet, which had been very time 
consuming for both administration and the outreach providers.  They had expected that the 
NIR would be able to assist with managing the referrals for MeNZB 2 and 3, but 
unfortunately this was not the case due to lack of demographic data available on the report 
generated by the NIR for overdue children. 

The problems include software upgrades that were either not in place (these were being 
done progressively) or were not running smoothly.  This resulted in some practices having to 
complete paper forms.  

Part of the problem in CMDHB was that many practice staff were not particularly computer 
literate and they were therefore not using the practice management systems (PMSs) in the 
way they needed to be used.  Regional NIR support assisted with these issues.  The NIR 
manager reported that with the DHBs that rolled out in the second wave, they were able to 
identify and deal with problems a lot more quickly than had been the case with Counties 
Manukau. There was at least one period of three days when parts of the NIR weren't 
available for use by DHB data administrators.  This left casual data entry staff out of work, 
and raised issues about possible staff retention issues should these problems continue.  
One DHB had already lost a staff member for these reasons. 

A data analyst had been employed to assist the National Administrator, to assist with dealing 
with enquiries at a national level. 

Stakeholders noted that setting up any major I.T. project is challenging and they always 
encounter problems.  It was also noted that the NIR was intended to be more advanced 
before the programme began and planning  had been undertaken on this assumption. 

 

SBVS 

The SBVS (school based vaccination system) was developed for use by each DHB, for them 
to support the school based vaccination programme and upload information from it onto the 
NIR.  The SBVS software was developed for this project from an existing system used by 
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Hutt Valley DHB and was pre-tested in the Hutt Valley and Counties Manukau.  The Ministry 
contracted the software group to run a one-week training course with CMDHB staff before 
implementation and to provide some 'on the ground support' (floor walkers) to them as they 
began to use it. As a result of problems experienced by CMDHB with setting up the system, 
the training programme for other DHBs was modified, to assist in getting the system set up 
as planned.  The Ministry also identified the need to provide more 'on the ground support' 
(floor walkers) to provide assistance to other DHBs at critical times during the 
implementation.   

A key issue with SBVS had been the ability to get National Health Index (NHI) numbers for 
all students before they were vaccinated.  As this was not possible, and as vaccinations 
cannot go on to the NIR without an NHI number, this meant the NIR was missing many 
vaccination records. Another reason that vaccinations did not go onto the NIR was because 
of missing data or data errors within SBVS.   To avoid problems with missing data, SBVS 
records needed to be systematically checked by the DHB. 

As a result there had also been changes made to the software to make the process of 
getting NHIs easier and to introduce warnings when required fields had not been entered.  

There were also problems with the speed with which the SBVS data from schools was 
getting into the NIR, which impacted the ability to provide accurate vaccination coverage 
statistics. 
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10. NATIONAL COMMUNICATIONS/RESOURCES 

0800 HOTLINE 

The Ministry runs an 0800 hotline provided by McKesson N.Z.  The Ministry also contracts 
IMAC to take referrals from that 0800 line on highly technical questions that require 
specialist knowledge to answer.  

There were 10,585 calls made to the (McKesson N.Z.) 0800 number from 9th July to 5th 
December 2004 (inclusive of part weeks).   

The table below shows a breakdown of the types of calls to the 0800 line. No reliable ethnic 
breakdown of callers is available because it is not collected for all calls. 

 

Call Type % 

The Vaccine/Immunisation 33 

The Rollout 33 

Meningococcal Disease 10 

Eligibility Policy 10 

Post-vaccination reporting side effects 5 

Websites, Resources, Organisations 3 

Pre-vaccination info on side effects 3 

Source: McKesson N.Z.  

 

The graph of this McKesson N.Z. data below shows that after the first dose vaccinations in 
Counties Manukau started at schools and primary care, the number of calls increased.  This 
sharp increase was less evident during the second vaccination dose. Apart from these 
peaks, there was a general downward trend over time in the number of calls, suggesting a 
growing level of comfort with the programme.   

As the programme rolled out into the three other DHB areas, an upward trend was again 
apparent, although two thirds of the volume of calls came with the initial roll out. This upward 
trend quickly reversed, as had been evident in the CMDHB rollout. 

. 

 



 

110 
Phoenix Research Evaluation Final Overview Report 

 

0800 call volume for full weeks ending  18 July 04 to 5 December 04
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The Ministry communications team reported that, as well as assisting the public, information 
from the 0800 hotline was found to be a very useful source of feedback and improvement for 
the programme, both for the Ministry and CMDHB. 

 

 

RESOURCES 

MAJOR PROBLEMS WITH RESOURCE DISTRIBUTION AT TIME OF ROLL OUT  

The roll out into Counties Manukau was impacted by major problems with resources, mainly 
relating to distribution issues.  Examples included: 

• Requests for 10 brochures were interpreted by the distributors as 10 packs;  

• One provider put in an order for 200 professional guidelines and were sent them when 
they should only have been sent one; 

• While the Ministry thought two to three posters would be sufficient for each practice, there 
were no controls on how many were sent out; 

• There was no record of who was sent what, so excessive orders could not be tracked 
down; 

• Due to the late arrival of resources, one community health provider who had received 
resources (for awareness raising) was requested to return some of those resources, to be 
redistributed to other providers. 
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With 7.5 million resource items and up to 70 different types, there was a lot to manage. One 
Ministry employee felt that there were "problems on both sides", that is, with both the 
Ministry and the distributor. They acknowledged that they had under-estimated the size of 
the resource distribution component and did not do sufficient planning for it.  Another 
Ministry employee felt that having separate companies responsible for concepts, 
publications and distribution contributed to the problems, in that this made it difficult to 
manage the project tightly. The senior Ministry communications person working on this 
project left near the end of 2003.  The new person realised that no work had been done on 
distribution and the Ministry's usual distributor was asked to undertake the task.  However 
the process was "difficult".  

Resources only got out to primary care practices the day before the launch, which impacted 
on CMDHB's ability to maintain primary care support and enthusiasm; this therefore 
indirectly impacted on their ability to get high coverage rates.  A Ministry employee noted 
that there were very tight time frames due to the restrictions imposed by licensure (they were 
not allowed to send out information until the vaccine was licensed). 

The distribution company contracted Deloittes to undertake a review of their performance; 
the Ministry also undertook their own independent review to see how things could be 
improved.  The Ministry appointed a new person specifically to manage distribution.   

The distribution for the roll out into the next three DHBs appears to have gone a lot 
more smoothly.  There have been some problems, but compared with the level of 
problems previously, these were relatively minor. 

There was some DHB concern that reprinted consent forms might not be available 
to distribute to schools within the time frame that was felt necessary to maximise 
consent rates.  However, following negotiations involving the Relationship Manager, 
agreement was reached that the forms would be made available in sufficient time.  
It was felt that this situation should not have arisen, as it could have been avoided 
through appropriate  consultation with the DHBs before decisions were made that 
were going to impact on them.  

One DHB noted that the Friday before the programme went live there were still a few 
practices, all in high need areas, without their guidelines (these were eventually accessed 
from CMDHB).   A lot of practices also had insufficient post-vaccination information handouts 
to give to parents. 

Some concern was expressed about resources only going out to DHBs six weeks before 
launch, because this was seen to be creating a vacuum of knowledge in which the anti lobby 
could operate.  There were also reported to be insufficient copies of the more in-depth 
fifteen-page booklet. 
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11. PLANNING/AGENCIES WORKING TOGETHER 

COUNTIES MANUKAU 

A complex and challenging project 

All parties acknowledged that the planning and roll out of the MeNZB project in Counties 
Manukau was challenging. However, all parties also acknowledged that this was a complex 
project and it did seem that good will towards the project, and its goals, was retained 
throughout the difficult processes.  The factors that contributed to it being such a challenging 
project have been outlined in the Introduction chapter. 

The experiences of planning and managing this project to date have generated learnings 
which can be applied to the planning, preparation and roll out in other DHB areas. 

 

Ministry and DHB relationship  

One of the key challenges has been the Ministry requirement that DHBs work a lot more 
closely with them on this project than the DHBs are used to.  The Ministry reported that their 
main reason for adopting this strategy was to support DHBs to achieve a level of coverage 
that was much higher than had been achieved in any previous immunisation campaign. 
They wanted to ensure that the DHBs had access to as many resources and as much 
advice as possible.   

As the project evolved, both the Ministry and CMDHB added people to their teams to cover 
the wide range of responsibilities.  As the team sizes grew it been more challenging to 
maintain effective communications and working relationships between the Ministry in 
Wellington and the DHB.  The Relationship Manager role was designed to assist with this, 
providing a Ministry representative based in the regions, so that they could work closely with 
the DHBs.  The Auckland based Relationship Manager began working with Counties 
Manukau DHB part way through the roll out; this person also worked with Auckland, 
Waitemata and Northland DHBs. 

The 'higher than usual' level of Ministry involvement in this project led to an evolving process 
for working together.  A key feature of this was the Ministry phone linking in to the second 
half of the weekly CMDHB team meetings, so that both parties could discuss issues of 
mutual concern. 

 

Issues finalising planning documents 

Establishing this project has required a lot of work by both the Ministry and CMDHB in 
preparing contracts and implementation plans.  There were three plans which had not been 
finalised at the time the vaccinations began, these being the Māori and Pacific community 
awareness raising plans and the Outreach plan.  There were delays in these as the Ministry 
felt the DHB were not supplying the level of detail that had been specified in the Ministry 
documentation provided.  A Ministry employee also acknowledged that there were delays at 
their end because of the limited availability of some key team members. 
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Organisation within DHB 

One CMDHB stakeholder drew attention to the importance of the project team including, or 
working in with, the funding and planning team within the DHB.  This was particularly 
important in terms of their existing relationships with the PHOs. 

 

NORTHLAND 

Northland adopted a three-way sponsor arrangement, with two DHB sponsors, the General 
Manager (G.M.) Service Development & Funding /G.M. Māori (dual role) and G.M. 
Community & Public Health. The third sponsor was from Te Tai Tokerau MAPO (Māori co-
Purchasing Organisation) Trust.  This arrangement seemed to have worked well. The 
strength of this arrangement was that potential risks were managed by a team rather than by 
a single person. 

Another aspect of the Northland model was that the project manager did not manage 
contract compliance or performance issues.  These were discussed with the sponsors and 
dealt with by the DHB/MAPO portfolio managers, allowing the project manager to 
concentrate on other aspects of the project. This enabled the project manager to maintain 
positive relationships with providers.  

The project in Northland appears to have been very well organised and implemented. The 
full-time project manager began in her role five months before the roll out in that region. The 
project manager, who had a clinical background, also had responsibility for the NIR in 
Northland, so she already had established relations with PHOs.  Unlike some other DHBs 
there was no separate CAR and OIS manager, with the project manager undertaking both 
these roles.   

NDHB also had quite a large steering group, from which several working groups had been 
formed.  This group met weekly or fortnightly initially, which later reduced to once every two 
to three weeks.  They also had an "enormous" advisory group. Like other DHBs they 
produced regular newsletters, which were widely distributed. 

From a DHB Māori stakeholder perspective, the adoption of 'wider engagement of 
people/networks' as the DHB's "business as usual approach" resulted in increased 
discussion, debate and understanding between the DHB and Māori, both on this project and 
more widely.  This approach was influential in securing a strong relationship with the Te Tai 
Tokerau Māori Health Strategic Alliance, which is a group of influential Māori providers 
throughout the Northern region.   

 

Key Role of MAPO 

The clinical manager of Te Taitokerau MAPO was a co-sponsor, so they had been involved 
in every step of the process, which emphasised the engagement and development of Māori 
providers.  This was reflected in all of the CAR and OIS being undertaken by Māori 
providers.  An issue for this MAPO was that the Māori organisations did not receive their 
contracts until October (vaccinations began on November 22), which provided insufficient 
time to recruit adequate staff; all providers therefore had to over-deploy existing staff.   
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The MAPO felt that projects such as this had an important role to play in building staff and 
provider capacity, so that there were long term gains as well as meeting the immediate 
objectives. 

The MAPO also noted that the Ministry needed to provide draft service specifications for 
NGOs as well as the current DHB focussed service specifications.  

 

Links with NIR and SBVS teams 

A NDHB stakeholder noted the importance of the MVS personnel working closely with the 
NIR and SBVS personnel.  In Northland they placed all these personnel together in one 
team, to ensure everyone was clear about each component as it developed.  It was noted 
that at least some other DHBs created separate teams.   
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