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Executive summary 

The following summary provides an overview of the key findings and recommendations 
associated with Meningococcal B community catch up clinics and mobile vaccination 
services for the Counties Manukau, Northland, Waitemata, and Auckland DHBs.  
 
The DHBs viewed community clinics as a sensible and feasible option for some harder to 
reach families residing in more rurally isolated and/or more connected communities. The 
home and mobile vaccination options were reported as being important provisions for 
families who have mobility or transport issues. In the experience of the providers that had 
offered these options, they were typically welcomed when other alternatives had been 
rejected.  
 
The most successful community catch up clinics appeared to have targeted identified 
families living in more connected communities. The providers of these clinics had 
specifically asked families known to have children requiring vaccination to give their 
commitment to attending the clinic.  
 
Harder to reach families living in lower decile areas were thought to require personal 
contact either by phone or home visits. The level of contact required was considered to be 
dependent on each case. Personal contact was advocated as a means of finding problems 
or issues that are preventing vaccination attendance.  
 
Some providers recommended that communities should be engaged in the planning of the 
clinics. In the experience of both Counties Manukau and Northland, the most successful 
clinics had been with communities that had pledged their support to the event. 
 
Counties Manukau (CMDHB) reported the most consistent results from the primary care 
and schools catch up community clinics. They outlined a number of processes (detailed in 
the lessons and recommendations table below) that they and some of the other 
participating DHBs had found to influence the probability of vaccination.  
 
The CMDHB schools catch up community clinics held in the school holidays had proved 
to be a successful means of capturing school children that had missed vaccinations. It was 
advised that like the primary care clinics, the option should be specifically targeted at 
identified families that are known to have children who still require vaccination.  
 
The Counties team supported that school community clinics should consider making 
provision for the vaccination of children of all ages. They had referred pre-school 
children to the primary care outreach team. However, one DHB who had extended school 
catch up clinics to accommodate under-five year olds, reported that the venue had not 
proved to be attractive that audience.  
 
The DHBs which had a number of children who were either not enrolled with a PHO 
and/or not using general practice services had successfully used Plunket databases, PHO 
lists of casual patients, and Accident and Emergency attendance lists to try to identify 
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those children requiring vaccination. DHBs reporting high rates of PHO enrolment had 
not found it necessary to use lists of casual patients and had relied on outreach referral 
information.  
 
Community clinics and home and mobile vaccination services were reported to demand 
high levels of clinical and cultural competency. It was reported that DHBs should find 
providers within a community who have the necessary competencies, community 
knowledge, links, and access to infrastructure. It was felt that such providers would be 
best placed to implement the alternative vaccination services.  
 

Lessons and recommendations 

Lessons Recommendations 
Community and mobile 
clinics are a preferred 
option for many of the 
harder to reach families, 
but they are highly labour 
and resource intensive. 

It was recommended that the clinics should be reserved for 
families who have rejected other alternatives. 
All participants supported that these options must be 
strategically planned and targeted towards identified families 
that are known to have children who still require vaccination.  

Some community clinics 
have proved to be highly 
successful. The 
achievement seemed to 
be associated to the type 
of community, level of 
strategic planning, and 
targeting of families. 
 

Community clinics were recommended as a feasible option for 
more connected communities, especially those with 
established community clinic venues. 
It was supported that clinically and culturally competent 
providers who are known and trusted within the community 
should run clinics. 
The team supported that resources should be devoted to 
tracking down the addresses of the families that are known to 
require vaccination. 
In areas with lower PHO enrolment, it was recommended that 
providers try to find children using Plunket databases, PHO 
lists of casual patients, and Accident and Emergency 
attendance lists. 
Participants advised that ideally families should receive a 
personal phone call or visit, followed up with a written 
invitation.  
It was suggested that organisations should investigate 
targeting some families through the Maori pre-school 
networks.  

Several processes have 
been found to increase 
the support and 
attendance at community 
and mobile clinics. 

The team recommended that clinics be advertised in local 
newspapers and on radio stations throughout the school and 
local community. 
It was suggested that communications should aim to 
encourage discussion and prompt families, friends, and 
neighbours to come along together. 
Nurses and support workers should be encouraged to recruit 
families from outside schools and supermarkets. 
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Mail out, personal contact, home visiting and follow up, and 
reminder calling of families were all recommended. 
It was advised that staff should follow up those that fail to 
attend with an invitation to attend the next clinic, without any 
judgment of previous non-attendance. 

DHBs have experienced 
some variable and lower 
than expected attendance 
rates at a few of the 
community and mobile 
clinics. 

Participants advised that one off clinics established in more 
urban and disconnected societies often yield poor turnouts. 
It was considered that clinic turnout is weather dependent, and 
that where possible, providers should avoid running such 
clinics in the winter months.  

The location and 
operating hours of 
community clinics were 
thought to be imperative 
to their success. To be 
effective, community 
clinics were also seen to 
require the right venue. 

Participants recommended that sites for clinics be selected 
using the vaccination coverage reports, addresses of outreach 
referral families, and from previous knowledge of utilisation 
trends in the area.  
When selecting a venue for a community clinic, it was 
recommended that consideration should be given to how the 
venue will be accessed and the appropriateness of the space to 
accommodate socialising adults and children.  
It was advised that linking community clinics to other 
community health related activities such as Tamariki Ora days 
could yield good vaccination results.  
Some teams cautioned that aligning clinics to activities that 
are not health related such as shopping at a market does not 
always result in vaccinations. 
It was recommended that where possible, vaccinations should 
be offered before 9 am and between 3-7pm to accommodate 
working families.  
Participants advised that after-hours clinics require the 
provision of security for staff and families.  

Door knocking and 
providing clinics to non-
specific families 
contained within an area 
of lower coverage does 
not result in a high 
number of vaccinations. 

It was advised that the home visiting resources should only be 
devoted to calling on identified families who cannot be 
otherwise contacted. 
It was strongly supported that staff be encouraged to spend 
time tracking down harder to reach families known to require 
vaccination.  
Personal contact was recommended as the best means of 
discovering the issues that are preventing vaccination for 
some harder to reach families in lower decile areas. 

Appointment making 
increases families’ 
resolve and improves the 
probability of vaccination 
attendance. 

Appointment making was recommended as an effective means 
of building families’ resolution to attend the vaccination.  
Teams that had used appointment making with all families 
advised that the majority were willing to commit to a booking. 
It was supported that where possible, all families, even those 
that the providers suspect may reject the offer of an 
appointment, should be personally contacted and offered an 
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approximate appointment. Where the making of an 
appointment is rejected, it was suggested that the family could 
then be offered the provision to attend at any time.  

The distribution of 
appointment cards in the 
absence of any personal 
contact or follow up was 
not known to 
significantly influence 
turnout. 

Providers recommended that appointment cards should 
follow, or be followed up with, some form of personal 
contact.  
The schools catch up clinic representatives did advise that 
families living in higher decile areas had responded well to 
advertising, flyers, and reminders cards. But, when this was 
coupled with personal telephone calls, attendance rates had 
improved considerably. 

Attendance at clinics 
operated on a purely drop 
in basis was associated 
with more variable 
results and difficulties in 
managing attendance. 

Appointments were reported to help in the planning of the 
clinics.  
Where clinics were operated on a drop in only basis, 
participants advocated that it was important to plan for the 
most popular times.  
It was felt that drop in clinics require access to back-up staff 
to ease situations where attendance escalates beyond capacity. 

Home and mobile 
vaccination services were 
seen to offer a good 
alternative for families 
who cannot, or do not 
wish to attend 
vaccinations in a clinic 
setting. 

The DHBs that had experience with this approach supported 
that these options should be clearly targeted at families who 
have been identified, and have rejected other alternative 
means of vaccination. 
It was recommended that the services should be advertised 
and coupled with personal contact to make bookings. 
 

The community, mobile, 
and home vaccination 
services were reported to 
have successfully 
supported the completion 
of the vaccination 
schedule. 

It was advised that all families vaccinated in the community 
should be monitored via the NIR system, and if they fall 
behind on the schedule, they must be followed up. 
All of the DHBs supported that community or mobile 
vaccination provision should be able, if required, to offer all 
of the vaccinations in the selected setting.  
Some DHBs recommended rotating the clinics every 6 weeks 
to make provision for completion of the schedule. 

Some providers have 
found it difficult to 
access non-medical 
vaccinator courses. 

It was recommended that the provision of non-medical 
vaccinator training courses should be reviewed to increase 
availability and provide sensible options for school 
vaccinators to become pre-school vaccinators.  
One of the DHBs recommended that the Ministry should 
consider retaining some of the non-medical vaccination 
capability and capacity that has been built as a result of the 
Meningococcal B campaign.  
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Introduction 

The following report outlines a case study regarding the Meningococcal B vaccination 
programme community clinics and mobile vaccination services of Counties Manukau 
DHB, Northland DHB, Waitemata DHB, and Auckland DHB. The report has been 
completed by CBG Health Research Ltd on behalf of the Ministry of Health 
 
The qualitative research was based upon an inductive case study approach to discover, 
develop, and verify ideas through systematic collection and analysis of data.  Inductive 
techniques were used to ensure that emergent information was comprehensive, and 
provided good understanding of the immunisation programme 
 

Methods 

The project focused on the set up and establishment of community clinic and mobile 
vaccination services for the immunisation programme.  
 
Five focus groups were completed with the following DHBs: Northland, Counties 
Manukau, Waitemata, and Auckland. Four of the groups looked at community clinics and 
mobile vaccinations approaches to support outreach for primary care. The remaining 
group assessed the community clinics mop up for the Countries Manukau schools 
campaign.  

Data capture  

 
Semi-structured interview guides were used to ensure that all relevant research aims were 
covered during each interview. The guides were sent to the participants 7-10 days prior to 
their interview. Each interview was approximately 90 minutes in duration. Discussions 
were recorded with the permission of the participants. 

Data analysis and validation 

 
The group interview data was openly coded (i.e. examined), compared, and categorised. 
Each category of information was identified as a theme, and developed using the 
following framework: 
 

1. Theme category - Description of the event/issue 
2. Intervening conditions - Factors that affect/ed the event/issue 
3. Interaction/Action - Outcome of the event/issue 
4. Consequences - Effective or not effective 
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Findings 

The following findings are presented as a summary of the community clinics and mobile 
vaccination approaches for each of the participating DHBs.  
 

Community clinic approach of Auckland DHB 

Background 

Auckland DHB reported that they have a Plunket bus operating as a mobile vaccination 
clinic for two days a week from 9am until 2pm. It was explained that this strategy was 
part of the original programme implementation plans. More recently, the DHB has 
implemented weekend community clinics as a new outreach initiative to try to improve 
the coverage rates of Maori and Pacific children under five. The DHB advised that both 
approaches are being used to target families who are either not enrolled with a PHO or 
not actively using general practice services. They were described as a last resort attempt 
at vaccination for families who had already refused being vaccinated in general practice 
or via the PHOs outreach attempts. 
 

“It (Referring to the community and mobile clinics) is recognising that there is a 
group of children who are high risk, hard to reach, who are not covered by 
primary care. They are either not enrolled or not using the services.” 

 
As the quotation above indicates, the clinics were implemented to try to capture those 
hardest to reach families who are more transient, difficult to contact, and disconnected, 
especially with regard to health services. The team reported that the Maori Women’s 
Welfare League had been engaged to visit families in their homes and raise awareness, 
whilst offering a vaccination through one of the alternative venues.  

 
“We are trying to get the awareness needed for them to act and make available 
the access to the vaccination at the same time.” 

 
It was reported that the mobile vaccination service had been funded as part of the original 
service plan. However, funding for the community clinic initiative was included as part 
of a contingency fund reserved from the original Meningococcal B outreach monies.  
 

Finding families 

The DHB outreach services reported that they were trying to find non-enrolled children 
through Plunket databases (which claim to have approximately 80% of children on 
record) and lists of casual patients from general practice. It was reported that lists of 
children are crosschecked against the NIR to find children who are still requiring 
vaccination. In the experience of the team, locating these families from the address on the 
list source has proved difficult because most families have moved. 
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“The Plunket list is a good way of finding names but they are hard to find. 
Usually they have moved on.” 

 
The team had also considered using A & E attendance lists to find families. It was 
anticipated that such lists would be trialled in the future because the NHI numbers could 
be linked back to more current addresses. 
 

“One strategy that we will be doing is to go to the Accident and Emergency to get 
NHI’s to try to get the most up to date address.” 

 

Perceptions of the success of the clinics 

At the time of the interviews, the DHB were in the early stages of trialling the community 
clinic approach. Participants admitted that as yet, they were unsure about the results that 
could be obtained through the approach. It was explained that the weekend community 
clinics, set up to target families who could not attend clinics during the week, had not 
been a success. Despite extensive advertising, the support of home visits, personal 
telephone contact, and mail out of appointment cards, attendance rates had been poor.  
However, it was felt that winter weather conditions had hampered the clinics.  

 
“We just haven’t seen the numbers yet, but it would be good to trial them on a fine 
day.” 

 
At the time of the interviews (July 2005), the DHB team provided the following table to 
illustrate the typical results achieved by the community and mobile clinic options.  

 

Location Description 
Number 

vaccinated Total  
Te Papapa Mobile on bus 1 1 
Oranga Mobile on bus 1 2 
Oranga Mobile on bus 5 7 
Onehunga Mobile on bus 2 9 
Onehunga Mobile on bus 3 12 
Blockhouse Bay Mobile on bus 4 16 
Lynfield/Waikowhai/Mt 
Roskill Mobile on bus 1 17 

Wesley 
Community Vaccination 
Day 8 25 

Avondale Mobile on bus 8 33 
Rosebank Mobile on bus 2 35 
Wesley Community Centre 7 42 

Avondale Market 
Community Vaccination 
Day 8 50 

Grey Lynn/Kingsland Mobile on bus 5 55 
Orakei Mobile on bus 3 58 
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Orakei Plunket Room 
Community Vaccination 
Day 1 59 

Ellerslie/Ferndale Mobile on bus 1 60 
Ellerslie/Ferndale Mobile on bus 2 62 
Ellerslie/Ferndale Mobile on bus 2 64 

 
 
The team perceived that the mobile vaccination service was more successful than the 
community clinics. However, it was explained that this was the first option usually 
offered to families who were at home during the week when the home visitors called on 
them. It was thought that the offer was commonly accepted and a booking made for the 
bus to call. Thus, community clinics were seen to be a second option typically offered to 
families whom the home visitors had difficulties contacting.  

 
“The bus more often has bookings that have been made from the door knocking.” 

 

The results of door knocking 

Participants reported variable results from door knocking activities. In the early stages of 
the outreach, it was explained that the teams had called on every house in high-decile 
areas with a number of Maori or Pacific children. This approach was found to be highly 
labour intensive, with little success in reaching those families still requiring vaccination. 
Of late, the team detailed that they have been strategically targeting identified families. In 
the week prior to a scheduled weekend community clinic, it was advised that the door 
knocking team work through a list of addresses for families in the area requiring 
vaccination. The following table portrays the typical results of such endeavours for a list 
of some 54 families: 
 
 
Number Result 

22 Not at home 
15 Moved address 
7 Had made an informed choice to decline the vaccination 
2 Stated that they were waiting for the children to be older before 

completing the vaccination 
1 Claimed that they had been vaccinated but they did not appear on the NIR 
5 Children where living with another parent or guardian 
1 Stated that they would go to the GP to complete the vaccinations 
1 Child was vaccinated on the Plunket bus 

 
 
The table highlights the difficulties that the team has had in making contact and achieving 
a vaccination outcome. 68% of families were not at home or had moved. Where families 
were not at home, the team explained that they left a written invitation to the next 
available clinic. 
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“The results are variable, lots of people have moved, not at home, classic hard to 
reach. We call again and we leave an invite in the letterbox.” 

 
However, during the time of the door knocking strategy, the DHB reported that it had 
seen a general increase in the vaccination rates for Maori children under five. It was 
anticipated that many families, having been approached by the DHB outreach team, have 
been prompted to complete the vaccination through general practice.  
 

“I feel that we can’t always see the full result of the endeavour because we don’t 
know how many then got o their GP. We do know that the rate has increased 
since we started.” 

 

Who attends the clinics? 

It was reported that families electing to complete their vaccinations via the community or 
mobile clinic option usually state that they don’t use a regular GP, and/or have just 
moved into the area, and/or have just not got around to obtaining the vaccinations. The 
team was unsure if the clinics were capturing children who are not enrolled with a PHO 
and/or effectively using general practice services. It was considered that whilst most 
families give the name of a GP, their enrolment and/or utilisation status with that 
provider is not known. 
 

“Most of them do name a GP, but we don’t know if they are enrolled or not.” 
 

Factors affecting the attendance of the clinics 

As previously stated, at the time of interview, the community clinics were relatively new 
and had been hindered by weather conditions. In order to illustrate the impact of adverse 
weather conditions on clinic attendance, the team described sending out some 359 
appointment cards to invite families to a clinic the previous weekend. On the day of the 
clinic, the weather conditions were horrendous and none of the invited families attended 
the event. 
 

“It’s weather dependent. Last week it poured down with rain. We posted 359 
appointment cards, and no one responded.” 

 
Participants advised that realistically only 6-8 families per day can be vaccinated via the 
mobile service because of travelling times between residences, and the requirement for 
children to remain on the bus for 30 minutes after vaccination.  
 

“No more than that (referring to 6-8 vaccinations per day) can be done in a day 
because the bus is travelling from house to house.” 
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It was perceived that appointments increased clinic attendance rates, especially for the 
mobile vaccination service. It was discussed that it is more difficult to make 
appointments for the community clinics because they are targeted towards families who 
prove difficult to contact through the week.  The team explained that an appointment card 
is left. However, it was felt that there was little evidence to date that the appointment 
cards influence clinic attendance.  
 

“Booked appointments seem to be quite a successful strategy.” 
 
The team considered that the most successful clinics have often been aligned with other 
community health activities such as Well Child days. They had found that having clinics 
at community activities such as shopping at markets does not work well. It was reported 
that families are unlikely to complete vaccinations at such venues.  

 
“People don’t go a market to get a vaccination. They are spending their time 
shopping.” 

 

Completing vaccination two and three 

As previously noted, families attending the community or mobile service usually 
nominate a GP provider. The team described trying to link the family with the designated 
GP to complete vaccinations two or three. They explained that a member of the outreach 
team contacts the GP and requests that they recall the family for the subsequent doses. It 
was advised that in these circumstances, the majority of the families go on to complete 
the schedule via general practice. The outreach team relayed that they monitor all of the 
families via the NIR system. For the minority who fall behind on the schedule, the team 
makes contact to offer the mobile or community clinic option. 
 

“The majority of people who come through the community clinic have gone to the 
GP for the next dose. That is what we encourage them to do.” 

 

Recommendations and Areas for Improvement 

This DHB advised that to date, attendance of the community clinics has been variable, 
lower than expected, and weather dependent.  
 
The mobile vaccination service was seen to offer a good alternative for families who 
cannot, or do not, wish to attend vaccinations in a clinic setting. It was advised that when 
the approach is clearly targeted to families already identified and supported by 
advertising, personal contact, and bookings, it is successful. 
 
In this DHB’s experience, door knocking should be clearly targeted to addresses where it 
is known that there are children who require vaccinations.  In the experience of this team, 
calling on all houses in areas with low coverage rates is highly labour intensive and 
typically yields poor results. 
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The team suggested that DHBs that have a significant number of children who are either 
not enrolled with a PHO, and/or not using general practice services, should consider 
using Plunket databases, PHO lists of casual patients, and Accident and Emergency 
attendance lists to try to identify those children requiring vaccination.  
 
The DHB recommended that where possible, families should be personally contacted and 
bookings made for attendance at clinics. In the experience of this team, there is evidence 
that the making of appointments increases attendance rates. However, the distribution of 
appointment cards in the absence of personal contact has not been found to influence 
turnout. 
 
It was suggested that linking community clinics to other community health related 
activities such as Tamariki Ora days yields good vaccination results. However, the team 
cautioned that aligning clinics to non health-related activities such as shopping at a 
market does not result in many vaccinations.  
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Community clinic and mobile vaccination approach of 

Northland DHB 

Background 

Northland reported that throughout the Meningococcal B campaign, some of its providers 
have offered vaccinations via community clinics and/or home vaccination approaches.  
Recent concern about the vaccination coverage has driven a DHB proposal to try to 
formally extend the community clinic provision. It is anticipated that the proposed clinics 
will offer immunisation to children of all ages.  
 

“There has always been the opportunity for any provider to provide community 
clinics throughout the programme.” 

 
DHB representatives explained that the implementation of the clinics would be dependent 
on securing funding from the Ministry. Having seen the results of the clinics and home 
vaccinations to date, it was felt that such an approach would increase coverage amongst 
those families who have proved hardest to reach. The team supported that providers who 
have a good understanding of the community, established networks or clinics, are known 
and trusted within their respective communities, and can engage the community in 
owning and supporting clinics, have and will yield the desired results. 
 

“Local, you need to know the community, the whanau, the connections. Send in a 
trusted, known provider and they have been successful. We have a 100% in some 
communities.” 

 
Participants reported that some 2015 referred families have been contacted by Northland 
outreach services, but 16% could not be located. In the experience of the providers, those 
families who were avoiding or had missed vaccination through the general practice or 
school setting, had responded to the offer of a vaccination at home or through a 
community clinic event.  

 
“It’s for those people who will not go through general practice, or the schools; 
those who have missed out.” 

 
Group participants reported that Northland has excellent PHO enrolment. However, it 
was felt that some families do not access the services of and/or exclusively use the 
provider with whom they are enrolled. It was perceived that outreach services, by 
investing in tracking specific families across PHOs and offering an alternative means of 
completing the schedule, have been able to capture many families who would otherwise 
have been missed. 
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“We know we have pretty good enrolment in Northland but children move around, 
usually somewhere in the area, but some families need another option.” 

 

Perceptions of the success of the community clinic approach 

The team reported some variable results from the community clinics that have been 
attempted to date. It was felt established providers who already had clinics within their 
respective communities and engaged the community in the set up of the meningococcal B 
community clinic, provided the most successful community clinics. These clinics were 
also cited as typically being located in rural communities and/or closely networked areas. 
 

“The clinics were already up and running and we offered the vaccinations 
through those venues. We have got a 100% at some. We asked the community 
where they wanted the clinic.” 

 
Most of the urban clinics were not seen to have been as successful. They were observed 
as isolated outreach attempts that were targeted at a more disconnected populace. Despite 
the clinics being well publicised, appointment cards being distributed, and where 
possible, families requiring vaccination being visited, attendance rates had been poor.  
 

“Door knocking and publicising without knowing who you are going to does not 
work. It has to be targeted at families you know have yet to be vaccinated. That 
yields the good response rates.” 

 

Who do community clinics and home vaccinations attract? 

The community clinic option was described as particularly attractive to those people who 
have avoided general practice or have missed vaccinations. It was thought that many of 
these families avoid general practice because of previous bad debts, and/or a fear that a 
visit would incur costs, and/or the waiting times, and /or a perception that all of their 
children would not be welcome in the practice environment. 
 

“They know it will be free, and they know the provider and it’s seen as 
welcoming, even if you do have five children. They know they won’t be asked 
about debt or incur any costs.” 

 
Home vaccinations were seen as a good option for many families living in isolated 
conditions, and/or without transport, and/or phones, and/or with a large number of 
dependents that, for varying reasons, limit excursions outside the residence. The 
participants detailed that this is an easy and convenient solution that, in their experience, 
is rarely declined by those who are hardest to reach.  
 

“People who opt for home vaccination have problems getting anywhere, for one 
reason or another.” 
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Barriers addressed by the clinics 

In the experience of the participants, the barriers that are preventing vaccination are no 
different to those that usually impede access to services. The team explained that the 
DHB serves a population with a large number of transient people, with some 400 children 
per month moving within the area. The outreach service’s investment in tracking down 
such families was thought to have resulted in a much higher chance of many children 
receiving vaccination.  

 
“We can usually find them with the help of the community, who know where they 
have gone.” 

 
Community clinics were thought to offer a more relaxed, informal environment that was 
welcoming to young families. Participants detailed that commonly, the families targeted 
by outreach do not have telephones and/or transport. In the experience of the outreach 
providers, once families are contacted and offered transport or home vaccination, the 
decline rate is minimal.  
 

“We go and pick them up, the whole family. We can pick all of them up and bring 
them to one place. Many don’t have phones so we visit. They are happy that you 
have come, and most say yes.” 

 
It was discussed that some of the areas contained within Northland have limited access to 
medical cover. The team described the completion of a community clinic on a Marae in 
one such area.  The clinic was made possible because a nurse was willing to stay the 
night in case of any difficulties following the immunisations.  

 
“The clinics were well supported because the nurse vaccinator stayed on the 
Marae because there is no medical cover out there.” 

 

Recommendations and Areas for Improvement 

Community clinics were recommended as a sensible and feasible option for more rurally 
isolated or more connected communities, when a known and trusted provider offers them. 
 
Providers recommended that communities should be engaged in the planning of the 
clinics. In the experience of Northland DHB, the most successful clinics have been with 
communities that committed to supporting the event. 
 
The team recommended that strategic targeting of specific families who are known to 
require vaccination should support clinics. This DHB, having tried and tested door 
knocking, and providing clinics to non-specific families contained within an area of 
lower coverage, would not encourage other providers to embark on such an approach. 
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This DHB supported that community clinics should be provided and supported by a 
known provider who personally invites identified families to attend. 
 
Home vaccination options were seen as an important provision for families who have 
mobility or transport issues. 
 
It was supported that community or mobile vaccination provision should be able to offer 
all of the vaccinations in the selected setting.  
 
Participants stressed that the DHBs must be able to offer transport solutions for the 
families who need that help to complete the schedule. 
 
To be effective, community clinics were seen to require the right venue and be run by a 
known and trusted provider with links into the community infrastructure.  
 
Both community clinics and home vaccination were reported to demand high levels of 
clinical and cultural competency.  
 
It was supported that DHBs should find providers possessing the necessary community 
knowledge, links, and infrastructure, within a community. It was felt that such providers 
would be best placed to implement community, and/or mobile vaccination attempts.  
 
It was recommended that the Ministry should consider retaining some of the non-medical 
vaccination capability and capacity that has been built as a result of the meningococcal B 
campaign.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Community clinic approach of Waitemata DHB 

Background 
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Waitemata DHB detailed that throughout the meningococcal B campaign, PHO outreach 
providers have provided vaccinations via community and mobile services.  The DHB 
explained that their designated area has a rural component, which contains some remote 
communities without adequate access to public transport. Participants thought that the 
DHB had sensibly capitalised on the existing community and a mobile service to provide 
the harder to reach sectors with alternative means of vaccination.  
 

“The idea was always there from the outset really because of the type of 
population we have, and the geographical size of the DHB. We had to look at 
other ways.” 

 
The DHB reported that in accordance with its programme implementation plans, a 
Plunket bus has been operating as a mobile vaccination clinic for three days per week. 
However, it was explained that the PHOs have recently introduced home vaccinations, 
where two nurses complete the vaccinations in the child’s home environment. The idea 
for this alternative was thought to have emerged because the bus was unable to get to 
some locations.  
 

“There are just some places that the bus can not get into.” 
 
The DHB advised that a significant proportion of the population (particularly Maori 
families) are not enrolled with a PHO and/or are not effectively using primary care 
services. The team explained that the community and mobile vaccinations are largely 
targeted towards those families. It was estimated that the 70-80% of the PHO enrolled 
population has been vaccinated but only 60% of the enrolled Maori population have been 
vaccinated.  

 
“There are a number of families who are not enrolled with services but coverage 
is sitting on 70-80% for the PHO enrolled population, lower for Maori, about 
60% of the enrolled population.” 

 

Finding families 

Outreach representatives described utilising Plunket databases (which were thought to 
record details for approximately 80% of children), White Cross databases, and lists of 
casual patients from general practice to find children. It was explained that these lists are 
crosschecked against the NIR to find children who are still requiring vaccination. In the 
experience of the team, locating these families from the address on the list source has 
proved difficult because typically there is no phone contact, and/or the families have 
moved. 

 
“We have been obtaining lists of casual patients from the practice management 
systems to try to find those kids that are not enrolled.” 
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Perceptions of the success  

The team perceived that they have experienced varying success with community clinics. 
The most successful clinics were seen to have been provided by established providers 
who were known and trusted by the respective community and were already engaged in 
providing community clinics at the location. These clinics were commonly described as 
being in more rural areas and/or closely networked communities. In most cases, the 
providers had targeted families who were known to still require vaccinations, and had 
personally invited them to attend the event.  

 
“The known, established community clinics have worked for those communities, 
but the one off, solely for meningococcal B - not so successful. They have 
strategically targeted, known who they were going to, and spent time tracking a 
real family.” 

 
As the quotation above signals, other one off, stand alone, broadly targeted community 
clinics had proved to be resource intensive. Despite the clinics being well publicised, as 
well as supported by the distribution of appointment cards and home visits to families yet 
to receive vaccinations, attendance rates had been poor.  
 

“Setting up a one off in a shopping mall – randomly door knocking the 
surrounding area, it’s incredibly resource intensive and more often than not, poor 
outcome.” 

  
The DHB reported that recently they have extended the school catch up clinics to pre-
school children. It was perceived that, to date, this has not been successful, and it is 
suspected that the venue is not attractive to parents of under-five year olds. The team 
reflected that it had not been possible to personally contact families, but nurses had 
distributed leaflets to parents as they collected their children from school.  
 

“We tried and tested it, but it has shown that the school setting may not be the 
right setting to attract under-fives.” 

 
The team outlined that the mobile vaccination service has achieved some good results. It 
was seen to be an attractive option for some hard to reach families who choose not to, or 
simply cannot, access GP services.  
 

“The Plunket bus has proven to be successful with those who have transport 
issues, can’t, or don’t want to go to a clinic.” 

 
Equally, the home vaccination service was described as a good option for families who 
the bus service cannot access and/or prefer to have the vaccinations completed in the 
home environment. 
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“We needed a range of options to suit all. The home vaccinations suit a sector of 
our population, and it’s working for those families.” 

Who do community clinics and home vaccinations attract? 

The community clinic audience was described as being those people who are avoiding, 
and/or can’t get to, general practice. The group explained that many families would not 
attend because of previous bad debts, fear that some cost would be incurred, and /or 
because they have a large number of children. 
 

“They are avoiding debts, think they might get charged, or can’t get there. Maybe 
they have a large family.” 

 
Bus and home vaccinations were seen as the preferred options for families living in 
isolated conditions, and/or without transport, phones, or those with a large number of 
dependents. The participants detailed that when vaccination is offered through personal 
contact, either by phone or visit, these solutions are rarely declined.  
 

“We offer all of the alternatives, often this is the best for that family. We can offer 
the vaccination there and then.” 

 

Factors affecting attendance  

It was thought that the probability of the family attending a vaccination is significantly 
increased if they can be located and personally contacted. The team explained that the 
contact facilitates the family deciding which option is best suited to their situation. The 
team also believed that offering approximate appointments helps to assess and build their 
commitment towards completing the vaccinations. In the experience of the providers, a 
minority of families has refused to make an appointment, and was subsequently offered 
the option to attend without a booking. 
 

“It has to be supported by personal contact - where possible, get a booking.” 
 

It was reported that running community clinics in areas of low vaccination coverage, 
using generic targeting of all families to try to find those requiring vaccination, has not 
proved to be the best option. Participants explained that many of the providers have 
trialled the running of such clinics and reported that the clinics were too resource 
intensive, with low attendance rates. The DHB explained that the actual vaccination rates 
from these clinics were not clear because they have been reported within the total 
outreach vaccination figures.  
 

“The generic, we are going to be here at such and such, come along, does not 
work.” 

Issues 
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Outreach representatives discussed that they had faced workforce capacity issues as a 
result of the limited training available for non-medical vaccinators. Maori providers 
explained that they have struggled to find and train Maori vaccinators because of the 
perceived lack of training courses. Providers were dismayed that competent vaccinators 
of school age children could not more easily become vaccinators for the under-fives.  
 

“We have had issues with the workforce. There are few training courses for non-
medical vaccinators. We have had problems getting Maori vaccinators.” 

 
Providers highlighted that it is difficult for general practice to know which children have 
left school. The team discussed that the NIR system cannot always support investigations 
about who has been vaccinated, because there are still children without NHI numbers 
who are not entered into the system. The DHB advised that they are planning to send 
providers a list of all children whose vaccination status is not yet complete. 
 

“Primary care does not know who has left school.” 
 

Provision of vaccinations two and three 

The team detailed that families who opt for community, home, or mobile vaccination can 
complete the schedule via their preferred option. To date, provider representatives 
reported that all but one of the families opting for community, home, or mobile 
alternatives, have completed the schedule through their preferred option. 
 

“You have to accept that this audience don’t want to go to the GP or have the 
vaccine through one of the other alternatives.” 

 

Recommendations and Areas for Improvement 

Community clinics were recommended as a sensible and feasible option for more rurally 
isolated or more connected communities, when a known and trusted provider who has 
established networks and already provides clinics within the area offers them. 
 
This DHB advised that the one off, generically targeted, community clinics have proved 
to be highly resource intensive with typically poor outcomes.  
 
Having trialled the extension of school-based catch up clinics to accommodate pre-school 
children, the DHB advised that the option does not seem to attract that audience. 
 
It was recommended that all community or mobile vaccination attempts should be clearly 
targeted to specific families who are, where possible, personally contacted. This DHB, 
having tried and tested door knocking and providing clinics to non-specific families 
contained within an area of lower coverage would not encourage other providers to 
embark on such an approach. 
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The DHB recommended that, where possible, families should be personally contacted 
and bookings made for attendance at mobile or community clinics. The walk-in option 
was seen as a second offering to those who seem reluctant to commit to an approximate 
appointment. 
 
Home and mobile vaccination options were seen as an important provision for some of 
the hard to reach families with mobility or transport issues. 
 
It was supported that any community or mobile vaccination provision should be able to 
offer all of the vaccinations in the selected setting.  
 
Participants stressed that the DHBs must be able to offer transport solutions for the 
families who need that help to complete the schedule. 
 
Both community clinics and home vaccination were reported to demand high levels of 
clinical and cultural competency.  
 
The team suggested that where DHBs have a significant number of children who are 
either not enrolled with a PHO and/or using general practice services, they use Plunket 
databases, PHO lists of casuals patients, and Accident and Emergency attendance lists to 
try to identify children still requiring vaccination.  
 
Providers suggested that the provision of non-medical vaccinator training courses should 
be reviewed to increase availability, and provide some sensible options for school 
vaccinators to become pre-school vaccinators. 
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Community clinic approach of Counties Manukau DHB 

Background 

Counties Manukau DHB (CMDHB) reported that for many years, it has worked to 
establish relationships with providers to support the health needs of the community. With 
respect to the Meningococcal B vaccination campaign, the DHB explained that this had 
given them confidence that a community approach would be successful. It was perceived 
that the established partnerships with community providers had contributed to the success 
of the community clinics. Focus group participants advised that towards the end of 2004, 
the CMDHB had decided to implement community based clinics to try to increase the 
vaccination rates amongst harder to reach families. Because of the previous success of the 
clinics for the Meningococcal B vaccine clinical trials, it was considered that the same 
approach could be an option for some high-risk families who still hadn’t accessed 
services or completed the vaccination course of 3 injections.  
 

“We had seen the success of the schools catch up clinics, they had over a 1000 
kids during the summer, and we saw the success of the clinics for the clinical 
trials. It seemed to work for our population.” 

 
Participants reported that the community clinics were funded from the Meningococcal B 
outreach funding. It was explained that CMDHB had fully supported the idea and had 
always been prepared to contribute additional funding if the model proved successful and 
there was a shortfall in the MoH funding.  Interviewees felt that this reflected the DHB’s 
overall commitment to the population health in Counties Manukau and to supporting 
alternative access options for those who did not respond to existing services. 

 
“The DHB did put some of their own funding into the total project. It was used to 
support the school catch up clinics. This DHB takes its role in population health 
seriously and they see access options as an important part of that.” 

 
The team conveyed that the DHB has taken a strategic approach to the completion of the 
community clinics. They described how for a period of 1-2 weeks prior to the clinic 
event, teams target areas based on burden of disease and low coverage rates, to build 
community support and commitment to attend the clinic. It was explained that those who 
had been referred to outreach were personally invited to attend the event. In order to 
provide families with the option of completing all of the vaccinations via the community 
clinics, the team advised that the clinics were scheduled 3 times, 6 weeks apart to support 
the clinical guidelines for the recommended vaccine schedule. Participants detailed using 
a comprehensive process, described as resource and labour intensive, to try to attract 
families to the clinics. This process included: 
 

• Advertisements in local newspapers and radio 
• Distribution of flyers and posters throughout the school and local community 
• Nurses and support workers recruiting families outside schools and supermarkets 
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• Targeting of all outreach referral families who reside in the targeted area 
• Mail out, personal contact, home visiting, and follow up calls to all families with 

children who require vaccination 
• Communication of the clinic schedules in community and school newsletters  
• Attempting to build commitment to attend through providing information, 

flexibility of appointment times, and with no reprisals for being late or electing to 
drop in at a different time 

• One day before the event, personally calling the families who have agreed to 
come to the clinic 

• On the day of the event, handing out flyers around the targeted area 
• Follow up of those that fail to attend with the invitation to attend the next clinic 
 

“We have nurses at the school gates, talking to parents.” 
 

Perceptions of the success of the clinics 

Overall, participants in the focus group felt that the community clinics had been a 
success. It was thought that the Counties experience has shown that using an approach 
which integrates comprehensive advertisement and communications with strategic 
targeting, follow up, personal contact, visits, and facilitation of attendance, contributes to 
the successful capture of some of the hardest to reach sectors of the population. 
 

“It has shown that the wrap around approach is a success. You can get the 
hardest of the hard, those that we worry about, to come to the clinics.” 

 
At the time of interview, thirty-six community clinics had been completed with some 745 
children being vaccinated. The average number of vaccinations per clinic was over 20 
(ranging from 0-45). The team explained that the few clinics with 0 - 2 vaccination 
results were completed at the start of the approach when the team was still developing 
their processes. The following graph was provided to illustrate the vaccination results 
achieved by the clinics per month. 
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Who do community clinics attract?  

In the experience of the Counties team, the community clinics attracted families who had 
proved to be the most difficult to reach, and for a variety of reasons, did not want to 
attend general practice services. Participants depicted those families as being transient, 
difficult to locate or track within the community, and having a tendency to avoid 
relationships with any single health provider.  
 

“Those that just disappear, you can’t find them. They are mobile, change 
addresses frequently, and they don’t use any one particular GP.” 

 
The team reported that the most commonly articulated reason for families not wishing to 
have the immunisations through general practice was because they either owe money, or 
a fear that attending a practice would incur costs.  
 

“If you are in the general practice environment, the nurses may be checking for 
other things that might cost them money that they simply can not afford.” 

 
It was explained that many families simply couldn’t get to the GPs, and/or fear sitting in 
a waiting room of people who are unwell. Participants reported that many of the families 
have a large number of children, and often feel that the whole family will not be welcome 
in the practice environment. It was thought that many people fear the clinical 
environment and avoid engaging unless they have an illness 
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“They only go if they are sick, not when they feel well.” 
 
 

The appeal of the community clinics 

The appeal of the community clinics was seen to be multifaceted and include one or more 
of the following attractions: 
 

• The clinics are perceived to have a more relaxed and informal environment 
• It is an environment that invites and accepts the whole family, and/or a group of 

friends, family, or neighbours 
• It is possible to call into the clinic and simply observe what is happening before 

you decide to take part 
• You can be certain that there will no charge 
• If you are late, it does not matter 
• They are not associated with any provider to whom monies are owed 
 

“You don’t have to face debts. You know it will be absolutely free – you won’t 
incur charges for something else that was due.” 

 
 

Venue selection 

In order to decide where clinics should be located, representatives detailed the assessment 
of vaccination coverage in relation to the addresses of those referred to outreach, and 
immunisation trends from the Kidzfirst system. The team felt that because the DHB area 
has over enrolment in PHOs, they had not found it necessary to use lists of casual 
patients.  

 
“We have over enrolment – it’s 110%. So in theory, every child will appear on a 
register.” 

 

The personal approach 

The team detailed that support workers and nursing staff tracked, and followed up on all 
of the referrals to outreach located within the targeted area. Staff explained that they 
aimed to visit each family and find out what the family required to make their decision, 
or complete the immunisations. It was advised that whilst it was imperative that the DHB 
offered transport solutions, there were also a variety of other reasons why families were 
not engaging with the programme.  
These included: 
 

• Fear of reprisals for previous bad debts with health providers 
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• Avoidance of health professionals and/or other health issues 
• Sole parents with little or no support 
• Dysfunctional family relationships 
• Disagreement between family members as to the necessity for the vaccinations 
• Inability to make and attend a precise appointment 
• Too many children to take to the event 
• Fear of identification 
• Fear of the immunisation itself 
• Poor understanding or misunderstandings about the necessity for immunisation 
• No transport available 

 
The team highlighted that families often found it difficult to articulate the real reasons 
preventing them from presenting for vaccinations. It was advocated that home visits had 
often proved necessary in order to access the genuine issues preventing vaccination. Staff 
perceived that most families had welcomed the visit, and as a result, it had been possible 
to discover and resolve any problems. 
 

“The more time spent speaking with them. The more that they open up to you, the 
more things that will prevent them…the fears that they have.” 

 
It was thought that the level of personal contact required depends on the needs of each 
case. Staff relayed that often a phone call or visit was all that was required. However, it 
would sometimes be evident that further contact was required. The team advised that they 
had used a strategy of calling families the day before the clinic event to remind them of 
the event and confirm attendance, and this had significantly improved attendance rates. 
 
 

Predicting the attendance of the clinics 

The team reported that some clinics had not attracted the expected numbers, despite the 
employment of the comprehensive approach.  Adverse weather conditions were thought 
to have severely affected the attendance. The team outlined that typically they had seen 
attendance from around 50% of those targeted. In the experience of the staff, most clinics 
had also attracted families who were not actively targeted because they were from outside 
the area.  
 

“You can really begin to estimate who will come as your experience grows. 
Usually about half of those that we have targeted will turn up, but we are talking 
about the hardest of the hard.” 

 

 

Recommendations and Areas for Improvement 
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Community clinics were recommended as a viable option for some families who, for 
various reasons, do not want to access the vaccinations via primary care and/or the school 
environment. 
 
It was advised that community clinics are highly resource and labour intensive, and 
should be strategically targeted at those identified as requiring vaccination and being 
difficult to reach by general practice.  
 
To maximise the probability of good attendance, the employment of the following 
processes for one or two weeks leading up to the clinic event were recommended: 
 

• Advertisements in local newspapers and on radio 
• Distribution of flyers and posters throughout the school and local community 
• Nurses and support workers recruiting families outside schools and supermarkets 
• Targeting of all outreach referral families who reside in the targeted area 
• Mail out, personal contact, home visiting, and follow up calling of families  
• Communication of the clinic schedules in community and school newsletters  
• Attempting to build commitment to attend through offer of a round about 

appointment, with no reprisals for being late, or electing to drop in at a different 
time 

• One day before the event, personally calling ‘harder to reach’ families who have 
agreed to come to the clinic 

• On the day of the event, handing out flyers around the targeted area 
• Follow up of those that fail to attend with the invitation to attend the next clinic 

 
For the most part, it was felt that personal contact and home visits to identified families 
are required to support the attendance of clinics. 
 
The team recommended that sites for the clinics be selected using the vaccination 
coverage reports, addresses of outreach referral families, and from previous knowledge of 
utilisation trends in each area. 
 
The team advised other DHBs to provide transport solutions where they are required. 
 
It was felt that community clinics should be repeated in an area every 6 weeks to afford 
the completion of the full vaccination schedule. 
 
It was suggested that where there are a large number of Maori children who are proving 
difficult to access, organisations should investigate targeting those families via the Maori 
pre-schools network. 
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Counties Manukau school ‘catch up’ community clinics 

Background 

Nearing the completion of the schools campaign, Counties Manukau DHB identified a 
need to complete vaccinations of students who had yet to complete the schedule. Building 
on the experience of community clinics used to complete the clinical trials for the 
vaccine, the DHB decided to provide this approach during the school holidays. The 
following summary provides insights from representatives of the PHN team who 
completed those clinics. The nurses were able to compare the access strategies that had 
been used, and provide recommendations to other DHBs who are contemplating the use 
of such clinics. 
 

Perceptions of the success of the clinics 

PHN representatives reported that the school community clinics had been largely 
successful, with some clinics proving to be highly successful in vaccinating the families 
who had proved difficult to reach through the schools campaign. The team perceived that 
fluctuations in attendance rates were mainly due to whom the team had been able to 
contact, and how families were approached prior to the event. The quotations below 
illustrate that venue selection, the timing of the clinic, the hours of operation, 
appointments, and/or the presence of drop in facilities, were all seen to influence the 
success rate.  
 

“Going to 6 o’clock at night captures those that had been working, and that 
worked well for our area.” 

 
“One was not that successful because there were other things going on in the 
area. It was not good timing.” 

 
“The selection of the swimming pool as the venue informed our success – 
everyone goes there.” 

 
“The home visits and appointments were the key for us.” 

 
During the set up of the interviews, the team provided a report, which illustrates that 
5721 children were vaccinated through the school catch up community clinics. The table 
below illustrates the numbers that were vaccinated in each area. 
 
 

Area Number vaccinated 
Pukekohe 890 
Papakura 700 
Manurewa 1362 
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Otara/Papatoetoe 500 
Mangere 680 
Howick/Pakuranga 1128 
Eastern corridor 461 
 
 

Contacting families   

The team felt that families that were difficult to reach and living in lower decile areas 
mostly required some form of personal contact, either by phone or home visits. In some 
cases, staff resources had not permitted all families to be personally contacted. In these 
instances, the nurses had tried to prioritise the families, sending written invitations to all 
of them, and reserving telephone calling for those who were deemed to be least likely to 
attend. In the experience of the nurses, those families whom they were able to personally 
contact usually attended the clinic. The nurses advised that the calls afforded the 
opportunity to address any questions or issues that were preventing vaccination.  
 

“Phoning them works. It definitely improves attendances rates.” 
 
The teams that provided home visits for families without telephones, and/or who had 
proved difficult to reach, reported that the strategy was an excellent method of resolving 
issues preventing vaccination. Home visits were thought to have underpinned the high 
attendance rates of Maori and Pacific families at the clinics held in low decile areas. The 
team advised that, to be most cost effective, home visiting should be guided by a street 
plan of addresses of families known to require vaccination.  
 

“We used home visits, low decile where lots of people don’t have phones. We 
planned the home visits using geographical grids so each nurse had a street map 
with the addresses marked of those families to be visited.” 

 

Advertisements 

It was thought that clinics must be widely advertised to encourage community discussion, 
acceptance, and support. It was perceived that personal invitations, home visits, and /or 
telephone calls still required the support of written material. To that end, this DHB 
advertised the clinic schedules in the local newspapers, on radio, in school newsletters, 
and via posters and flyers throughout each community. The nurses believed that as a 
result of the awareness created by the advertisements, many families, neighbours, and 
friends had decided to attend together. It was thought that in these cases, the clinics had 
been used as a social opportunity. The nurses also perceived that the advertising had 
brought in families from outside the target community.   
 

“Advertise as widely as possible: newspaper, shops, schools - get the community 
talking about it. It is important for them (referring to families) to have something 
written, it reminds, prompts, and they talk about it!” 
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Venue and timing 

Most of the representatives described using local knowledge to help them to select a 
suitable venue and decide on the timing of the event. It was advised that clinics must be 
timed to either coincide with events that could attract a large number of families to the 
clinic’s vicinity, or avoid competing events which could detract families from attending. 
Nurses explained that they typically aimed to find a central location, within walking 
distance for most of the families, and/or on a bus route with suitable parking.  It was 
observed that most community venues had been offered free of charge, or at a low cost 
($50-$100 per day). The team felt that venue selection was sometimes constrained by the 
requirement to find a place that could accommodate the expected numbers, and/or would 
be available on the dates and times required. 
 

“You aimed for central, easy access, on a bus route but it had to be able to cope 
with the crowd.” 

 
In the experience of these nurses, the clinics had proved to be popular social events. They 
advised that selected venues have to be able to accommodate adults socialising and 
children playing. To that end, the nurses explained that they had provided seating areas, 
sun shelters, and children’s play activities. It was perceived that this had underpinned the 
success of many of the clinics, as families were happy to wait to be vaccinated. 
 

“Everyone comes, children, aunties, grandma – they need entertainment.” 
 
Some of the nurses advised that other areas should consider the alignment of community 
clinics to after schools care, and/or holiday programmes. It was felt that these venues 
could provide a suitable base for a community clinic. Some of the team felt that caution 
would be required around selecting appropriate school holiday programmes because they 
are focused on providing fun activities. 
 

“We thought about after school care venues as clinic venues. It is an area that 
should be trialled.” 
 

Operating hours 

The team explained that the clinics had varied hours of operation, with some opening 
from 7 am in the morning and/or offering vaccinations until 6.30pm at night. These 
clinics were considered to have attracted excellent attendance by working families. 
Representatives of the clinics that had only been able to operate between 9am and 3pm 
advised that, if they were setting up the clinics again, they would try to provide resources 
for longer hours of operation. It was reported that clinics that had operated after hours 
were provided with security guards.  
 

“We decided on 9am until 2pm. Looking back, or if we were doing it again, it 
would be better to extend those hours for the working mothers.” 
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Appointments  

Some of the community clinics were described as operating on a purely walk in basis, 
with no appointment making. This approach was reported to have been particularly 
successful with families from high decile areas. The staff of those clinics warned that 
they found it very difficult to predict the attendance. In some cases, the clinics were 
reported to have become chaotic when too many families elected to attend at the same 
time. In one instance, on the opening day of a three-day event, some 300 families arrived 
at the same time. With this in mind, the staff advised that these sorts of clinics require 
access to extra staff, and some plan to control the possible attendance. 
 

“We had chaos, kids screaming, taking off. They all turned up at the same time.” 

 
“We had 300 some on the first day – a big queue in the car park. I went around 
saying we are here for 3-4 days if you would like to come back!” 

 
Nurses, who had personally contacted families to make an appointment for them to attend 
the clinics, reported that this approach had been highly successful. The engagement of 
families in an approximate booking had proved to be a valuable means of predicting the 
likelihood of attendance. It was explained that many staff had previously thought that 
Maori and Pacific families would reject attempts to make an appointment. However, in 
this team’s experience, appointment making was quite readily accepted and increased the 
resolve of most families to attend the vaccination event. Those that had employed the 
approach explained that they were better able to plan the staffing of the clinic, and follow 
up non-attendees. These staff strongly advocated that this approach should be trialled 
with all hard to reach families. 
 

“The reality was that it (referring to appointment making) worked for harder to 
reach families and that included Maori and Pacific families. We did not think it 
would work. Lots of families were late, but if we called them, they were happy to 
receive the call and came later.” 

 
Some staff working with Maori families, who had not tried the approach, were more 
skeptical as to whether or not appointments would work for every family. They felt that 
some would reject it because they prefer to complete things in their own time. It was 
agreed that families who reject the offer of an appointment, should then be offered the 
option of dropping in to the clinic.  

 
“I feel that there are some Maori and Pacific families who will not commit to an 
appointment. It is part of their philosophy, whatever you want to do – we can do it 
in our own time, thank you very much but we did not try it – It may have worked.” 

 

Who attends and why? 



 

Meningococcal B Immunisation Evaluation Case Study Report  p 34  
Author: CBG Health Research  
Report submitted September 2005.  

The nurses advised that community clinics have proven to attract families with school 
age children. It was reported that the clinics had attracted some of the more transient 
families, who were yet to be enrolled with a school. In some cases, parents had also 
presented pre-school children, and these children had been referred to the outreach 
services. It was thought that the schools’ community clinics would have benefited from 
extending the vaccination provision to cover children of all ages.  
 

“Some did come with pre-schoolers and we referred them to outreach.” 
 
Representatives explained that the reasons families had chosen to present at the 
community clinic were not always clear. In some cases, they felt that the attendance had 
been prompted by a desire of the parent or family to accompany their child through the 
vaccination process. Similarly, the nurses felt that some children had needed the support 
of their family. It was perceived that the relaxed, social, and family atmosphere of the 
clinic had attracted some families. In the experience of some of the staff, there were 
families that had needed to see the vaccination process before allowing their children to 
take part.  
 

“I feel people attended because some parents wanted to be with children, and 
some children wanted their parents there as well. It was a more relaxed 
atmosphere that the schools.” 
 
“Some came, they saw, they trusted, and they decided then to take part.” 

 

Non-attendees follow up 

The team explained that all non-attendees were followed up with the offer of attending 
another clinic. It was advised that this invitation was given without any judgement on 
previous non-attendance. In the experience of these nurses, when those families were 
approached in this way, they were more likely to accept the invitation. 
 

“If they don’t come, repeat the invitation process without judgement or 
accusations about non attendance, they usually come second or third time.” 

 

 

Who is proving most difficult to attract? 

The nurses highlighted that the older youth age group were the most difficult to locate 
and attract to the clinics, and were the least likely group to attend. It was felt that this 
group was exerting their independence by telling their parents that they had had, or would 
have the vaccination, when they had no intention of completing the schedule.  
 

“They tell their parents they will go; they don’t turn up and tell their parents that 
they did.” 



 

Meningococcal B Immunisation Evaluation Case Study Report  p 35  
Author: CBG Health Research  
Report submitted September 2005.  

 

Recommendations and Areas for Improvement 

This team has found that community clinics are a successful means of capturing harder to 
reach families who have children that have missed vaccinations. It was advised that the 
option should be targeted at identified families who have not responded to other 
alternatives, and supported by a comprehensive advertising and communications 
campaign. 
 
It was advised that this should include publication of the clinic schedules in newspapers, 
on radio, as well as via school newsletters, flyers, and posters throughout the community. 
It was thought that such communications should aim to encourage discussion, as well as 
prompt families, friends, and neighbours to come along together. 
 
The team suggested that all families that have not completed the vaccination schedule 
should be personally invited to attend the clinic event. This team felt that where possible, 
families should receive a personal phone call or visit, followed up with a written 
invitation.  
 
Personal contact was advocated as a means of finding problems or issues that could 
prevent attendance. It was thought that it is most important for DHBs to offer transport 
solutions.  
 
In the experience of this team, each community will require a slightly different 
communications and set up approach, and that each community should be assessed, 
resulting in the selection of strategies that appear to be most suited to them. 
 
Nurses advised that families living in higher decile areas respond well to advertising, 
flyers, and reminder cards. If this is coupled with personal telephone calls, clinic 
attendance rates improve. 
 
Harder to reach families living in lower decile areas were thought to require personal 
contact, either by phone or home visits. It was reported that home visits must be 
strategically planned around addresses of families who are known to require vaccination. 
 
It was recommended that teams should trial the use of appointments with all families. 
Where the making of an appointment is rejected, the family should be offered the 
provision to attend at any time. It was felt that this is likely to particularly appeal to 
groups of older youths. 
 
The team suggested that where clinics are operated on a drop in only basis, it would be 
important to plan for the most popular times. These clinics were thought to require access 
to back-up staff, to ease situations where attendance escalates beyond capacity.  
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Vaccinations before 9 am and between 3-7pm were described as being popular with 
working families. It was advised that after-hours clinics require the provision of security 
for staff and families.  
 
When selecting a venue for a community clinic, it was recommended that consideration 
should be given to how the venue will be accessed, and the appropriateness of the space 
for socialising adults and children.   
 
This team supported that school community clinics should consider making provision for 
the vaccination of children of any age. 
 
In considering the realities of attracting those hardest to reach, the participants advised 
that staff should be encouraged to contact non-attendees as soon as possible, and repeat 
the invitation process without any judgement of the previous non-attendance.  
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