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EXECUTIVE SUMMARY  
 
In 2017 the Taranaki District Health Board (Taranaki DHB) Public Health Unit led a Health Equity 
Assessment (HEA) process of the Taranaki childhood immunisation service. It sought to understand 
the existing inequities in childhood immunisation coverage in Taranaki and identify service 
improvement opportunities that can be driven by Taranaki DHB to address existing inequities. 
 
The Ministry of Health 2008 Health Equity Assessment Tool (HEAT)1 was applied using a participatory 
approach at a stakeholder workshop and in key informant interviews. Consumer voice input was 
collected at a caregiver focus group and through telephone interviews with immunisation service 
users. A literature review examined published research on effective interventions that address 
inequities in immunisation. This literature review provided an evidence base for the HEA. 
 
All Taranaki children should benefit from immunisation, regardless of where they live and who they 
are. As part of the human right to health, inequities in accessing the benefits of immunisation should 
be considered unfair and avoidable, and as such warrant an active response to their elimination2. 
This HEA highlighted existing geographical, ethnic and socio-economic inequities in achieving timely 
immunisation coverage of children in Taranaki. It found that tamariki Māori experience notable 
inequity at a number of key milestones and are over-represented on the Outreach Immunisation 
Service (OIS). Socio-economic and geographic inequities were also evident, with areas of higher 
deprivation having highest rates of infants on the OIS list, including the areas of Waitara, Marfell and 
Manaia.  
 
Significant barriers were identified for families living in Waitara to accessing wider general practice 
services. It was found that more than two thirds of infants on the OIS list who live in Waitara are 
either not enrolled at a general practice or are enrolled in one outside of the Waitara area, 
highlighting access to general practice as a key determinant of immunisation inequities for this 
population. While this is likely due to a range of system factors, it is noted that the local general 
practice in Waitara was not enrolling new patients at the time of this assessment. As childhood 
immunisation is a good indicator of equity in child health, this report also highlighted the broader 
issue of inequity in access to primary health care in Taranaki.   
 
Key themes to emerge from this assessment include primary health care access barriers including 
enrolment, communication and transport; the importance of community partnerships and 
representation in immunisation service governance; health literacy and service enhancements for 
Māori in general practice; practice level equity coverage monitoring; encouraging re-engagement 
into primary health care by OIS; antenatal focus on immunisation with whānau members; and the 
value of Māori consumer input into service planning. 
 
This assessment highlighted a wide range of opportunities to strengthen the equity focus of the 
service. It also highlighted that a number of strategies are required at multiple levels to tackle 
persisting inequities and meet national immunisation targets. It is suggested that the collection of 
strategies are prioritised with resources targeted towards actions that will have the greatest long-
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term impact on reducing existing disparities and seek to address the underlying causes of inequities. 
As a result of this HEA, the following recommendations are made to Taranaki DHB Planning, Funding 
and Population Health for the Taranaki Childhood Immunisation Service: 
 

1. Regularly review immunisation service by obtaining consumer feedback, with a focus on 
Māori consumer voice, to inform ongoing service planning. 
 

2. Taranaki Immunisation Steering Group undergoes a self-review process to ensure equity-
focussed member representation and review terms of reference to ensure effectiveness and 
increase equity. 
 

3. Introduce quarterly equity data reporting of immunisation coverage at a general practice 
level and monitor coverage.  
 

4. Work with PHO to identify opportunities to enhance health literacy and delivery of culturally 
appropriate services to improve timely immunisation uptake rates (for example, a health 
literacy review at a practice level). This could utilize practice level equity data reports to 
identify underperforming practices to target with customised actions plans. 
 

5. Work with the PHO to understand existing provider systems and their effectiveness, 
including SMS precalls and identify opportunities to support general practices to introduce 
system changes to improve timeliness of immunisation events. 
 

6. Develop a communications media plan to promote accurate immunisation messages, 
including social media, with a strong health equity focus and community input. 
 

7. Actively work with LMC and antenatal education services to disseminate accurate 
immunisation information positively and encourage early enrolment in primary care, 
including development of Hapu Wananga (kaupapa Māori antenatal education programme). 
 

8. Work with the PHO to encourage general practices in priority communities to accept un-
enrolled children for immunisation, with one-off immunisation benefit subsidy funding. 
 

9. Continue to offer childhood immunisation at future free annual winter flu vaccination ‘pop-
up clinics’ held in key geographic locations and ensure they are planned with local 
community groups who are connected to whānau. 
 

10. Undertake an audit of the OIS to assess if the recommendations in the Ministry of Health 
National Review of OIS have been implemented. The audit will aim to increase opportunities 
to deliver a service that provides equity, efficiency and effectiveness, with a particular focus 
on strengthening the OIS efforts to engage families with primary care services. 
 

11. Continually collect and analyse outreach participant lists and monitor quarterly and annually 
to identify which population groups continue to be represented in OIS. 
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While the HEA focussed on the Childhood Immunisation Service, this assessment highlighted a 
number of wider opportunities to improve access to primary health services. The Taranaki DHB may 
like to consider the following suggestions: 
 

1. Work with the PHO to explore the need for a HEA of primary health enrolment for children 
under five years old. 
 

2. Continue efforts to address the shortage of general practitioners in Taranaki, particularly 
South Taranaki and Waitara. 
 

3. Planning, Funding and Population Health to work with Māori health providers to provide 
additional support (such as transport services) to link families to practices in high deprivation 
areas and with high proportion of Māori whanau, under the Te Kawau Mārō contract.  
 

4. Consider establishing a free 0800 phone number to Taranaki DHB to transfer telephone calls 
to general practices to make appointments so contacting general practices is free from 
mobile phones in Taranaki.  
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BACKGROUND  
HEALTH EQUITY ASSESSMENT 
 
The goal of this HEA was to apply a health equity lens to the Taranaki Childhood Immunisation 
Service to: 
 

1. Understand the existing inequity in childhood immunisation rates in the Taranaki 
population. 

2. Assess the contribution of the current service to reducing inequity in childhood 
immunisation rates. 

3. Identify opportunities for the Taranaki Childhood Immunisation service to contribute to the 
elimination of inequity in immunisation rates in Taranaki. 

 
The HEA was facilitated by the Taranaki DHB Public Health Unit. The Public Health Unit is responsible 
for supporting and enabling the DHB to integrate the use of the HEAT into service planning, 
development and evaluation3. It should be noted that this report does not attempt to offer a full 
exploration of childhood immunisation as a health issue. This report provides a summary of the 
findings of the HEA process applied to childhood immunisation in Taranaki and therefore the explicit 
focus of this report is equity in childhood immunisation. 

Promoting equity in health 
Health equity is the absence of systematic disparities in health between groups with different levels 
of underlying social advantage and disadvantage4. Health inequities are avoidable, unnecessary and 
unjust differences in the health of groups of people. Inequities result from the unequal distribution 
of the determinants of health, including employment, income, housing, education and health care5. 
The health care sector is a vital determinant of health in itself and a key resource in improving health 
in an equitable manner6. As a sector, health has a responsibility to recognize and reverse its 
propensity to generate health inequities7 and to do this must consider the wider socio-economic, 
cultural and environmental conditions that consumers of health services live and work that impact 
on their ability to engage in available health services. 

Figure Four – The main determinants of health (Dahlgren and Whitehead, 1991)8. 
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Health Equity Assessment Tool 
Reducing health inequities is greatly assisted by tools that enable the assessment of interventions 
such as policies, programmes and services. Such tools examine the potential of these interventions to 
contribute to reducing health inequalities. From such an assessment, informed decisions can be 
made about how to build and strengthen policies, programmes and services. The 2008 Ministry of 
Health HEAT is one such tool that aims to promote equity in health in New Zealand9. It consists of a 
set of 10 questions that enable assessment of policy, programme or service interventions for their 
current or future impact on health inequalities. The questions cover four stages of policy, programme 
or service development: 
 
1. Understanding health inequalities 
2. Designing interventions to reduce inequalities 
3. Reviewing and refining interventions 
4. Evaluating the impacts and outcomes of interventions 

Access and equity 
Levesque et al’s (2013) interpretation of access to health care provides an ideal conceptual context 
for applying HEAT to health care services as it acknowledges the interaction of the wider 
determinants pertaining to the characteristics of individuals and of services. Access is conceptualised 
as the result of the interface between the characteristics of persons, households, social and physical 
environments with the characteristics of health systems, providers and organisations. The five 
dimensions of accessibility (approachability; acceptability; availability and accommodation; 
affordability; appropriateness) and the five equivalent abilities of populations to access health 
services (ability to perceive; ability to seek; ability to reach; ability to pay; ability to engage) provide a 
useful context in which to consider equity in access to health services. 
 

Figure Five – A conceptual framework of access to health care, Levesque et al (2013) 
 

 



Summary Report Health Equity Assessment: Childhood Immunisation in Taranaki   Page 6 

TARANAKI PROFILE 
 
Taranaki District Health Board serves a population of 118,9651 and covers a geographic area of 
723,610 hectares.  It stretches from Mokau River in the north to Waitotara River in the south.   
 
Taranaki has a higher proportion of Māori in the population (19%) compared with 16% nationally, 
but a much lower percentage of Pacific Peoples (1%) and Asian (5%) than in the national population 
(7% Pacific Peoples and 12% Asian).  The majority (75.1%) of the population is European or Other 
ethnicity (including New Zealander, which is similar to the national figure of 74%). 
 
Taranaki has an aging population.  The median age (half are younger, and half older, than this age) 
is 39.9 years for people in the Taranaki region, compared to 38 years for New Zealand as a whole.  
16.2% of the Taranaki population is aged 65 years and older compared to 14.3% of the total New 
Zealand population.  The median age of the Māori population is 23.5 years which is in-line with the 
national file of 23.9 years.  Slightly more 35.5% of the Māori population is aged under 15 years in 
the Taranaki Region, compared with 33.8% for all Māori in New Zealand.  In the 2013 Census there 
were 7,872 children aged between 0-4 years in Taranaki.  2,274 (or 29%) of children aged 0-4 years 
identified as Māori. Due to the younger population base of the Māori population in Taranaki it is 
predicted that in 2036, Māori will comprise 26.8% of the Taranaki population and European or 
Other ethnic groups will comprise 63.6%.   
 
As shown in the graph below, 35% of the Taranaki population live in an area which is coded as 
quintile 3, meaning it is neither least deprived (quintile 1 and 2) or most deprived (quintile 4 and 5).   

Figure One – Deprivation in Taranaki, NZ Deprivation Index, 2013 
 

     

 
 
  

                                                           
1 Source: Resident Population Count - 2017/18 projection based on 2013 Census 
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However the level of deprivation is not evenly distributed across the Taranaki region with Stratford 
and South Taranaki over-represented in areas that are the most deprived (quintile 4 and 5 or the 
darker blue on the map below) than in the New Plymouth District.  It is noted that South Taranaki 
also contains a higher proportion of Māori (24%) in the population, compared the New Plymouth 
District (16%), and Stratford District (12%). 

Figure Two - Map of Deprivation for Taranaki region 
 

 
 
 
Taranaki has a higher proportion of the population (28.2%) who has no formal qualification than the 
national population (20.9%).  Only 12.3% of the Taranaki population hold a bachelor’s degree or 
higher as their highest qualification, compared with 20% for New Zealand as a whole.  This has 
resulted in a much lower level of the Taranaki population employed in professional occupations than 
in New Zealand as a whole.  ‘Managers’ is the most common occupation group for Taranaki, 
compared with ‘professional’ for New Zealand.  It is noted that small business owners and farmer 
owners would be coded as managers.  Taranaki has a greater proportion of the population employers 
as ‘Labourers ‘and ‘Trade Workers’ than the national population.   
 
There are marked inequalities in employment between Māori and Non-Māori in Taranaki.  The most 
common occupation for Non-Māori in Taranaki is ‘Managers’, e.g. farm owners, compared to 
‘Labourers’, e.g. farm workers for Māori. As farming region, it is important to explain that the 
‘Managers’ category includes farmers who own their farm while the ‘Labourers’ category includes 
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farm workers (who do not own the farm).  One explanation of these differences in occupation groups 
is the impact of the land confiscations 150 years ago for Māori in Taranaki.    

Figure Three – Employment in Taranaki, by occupation, 2013 
 

 
 
 
71.4% of households in Taranaki have access to the Internet, compared to 76.8% of households in 
New Zealand.  68% of households own their own house or the house is held in a family trust.  For 
New Zealand as a whole, 64.8% of households own their own house, or the house is held in a family 
trust.  The median rent is Taranaki (as of 2013 Census) was $220, compared with $280 nationally. 
 
In 2016 it was reported that Taranaki had the lowest general practitioner to patient ratio in New 
Zealand10.  In South Taranaki there are 26.9 full-time equivalent general practitioners (based on a 40-
hour working week) per 100,000 population, 43.2 for Stratford District and 67.6 for New Plymouth 
District. The national average is 69.8. Adding to the problem is the number of practices who were not 
taking new patients - nearly half, 47 per cent, of practices in Taranaki, compared to 18 per cent 
nationwide. 
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CHILDHOOD IMMUNISATION 
 
Childhood immunisation is one of the most-cost-effective health care interventions11 and highly 
effective strategies for preventing a number of serious vaccine-preventable diseases including 
measles, mumps, rubella, polio, hepatitis B, diphtheria, chickenpox (also known as  varicella), 
whooping cough (also known as pertussis), rotavirus, and pneumococcal disease. All can have serious 
complications and may cause long-term harm12. 
 
High immunisation coverage is important to protect not only the health of individuals but to protect 
the wider community13. Immunisation coverage for many of the vaccines provides population-wide 
protection by reducing the incidence of vaccine-preventable diseases and preventing spread to 
vulnerable people14, including those who have not been vaccinated either by choice or because of 
medical reasons15 . 
 

Ensuring that all people gain access to immunization, regardless of who they are 
and where they live, remains a fundamental global challenge. 
 

World Health Organization, 201716. 
 
The World Health Organization states that promoting more equitable access to immunisation must 
remain a core goal17. Access to the benefits of immunisation is part of the human right to health. 
Therefore, any inequity in immunisation coverage should be considered unfair and avoidable, and 
justifies both a resourcing and political response to its elimination18. The vaccine inverse care law 
implies in that those most at risk of disease are least likely to receive the vaccine19. To be effective, 
timeliness of vaccination is also important to increase individual immunity20 as immunisation must be 
given as early as possible prior to when the person is most susceptible to the disease, particularly for 
the highly contagious pertussis disease. Timeliness is very important as it affects disease control and 
a delay in receiving the first immunisation is one of the strongest predictors of subsequent 
incomplete immunisation21. Immunisation timeliness is known to vary with socioeconomic 
deprivation; the higher the deprivation, the less likely that immunisations will be delivered on time22. 
 

… with better coverage and improved timeliness of immunisation, the gains could be 
higher. 

Dr Nicola Turner23 (p32). 
 
Immunisation is one of the Government's six Health Targets.24 New Zealand has nationally set targets 
and performance measures to ensure that high rates of immunisation coverage are achieved and 
maintained. In 2017/18, the national health target is 95 percent of children are fully immunised by 
eight months25. Performance measures also aim for 95 percent immunisation coverage at age 2 years 
and 5 years26. These targets demonstrate that New Zealand has achieved significant gains in 
childhood immunisation and the gaps between population groups have decreased over time. The 
1991/92 survey showed an immunisation coverage level of less than 60% for full immunisation at age 
two years, and lower coverage for both Māori and Pacific populations27.  
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Since 2005 the National Immunisation Register (NIR) contains all registered immunisation enrolments 
and events of children born since 2005. The NIR Collection is updated every week with a full load of 
data from the NIR, which is a register of all immunisation enrolments and events, including 
Meningococcal, Childhood Immunisation, and Tuberculosis vaccine (BCG)28.  DHBs are required to 
report to the Ministry on progress towards the immunisation coverage target every three months29 

TARANAKI CHILDHOOD IMMUNISATION SERVICE 
 
In New Zealand, most vaccines for children under five are provided at local medical practices, usually 
by a primary care nurse, and occasionally by a general practitioner. Patients do not necessarily have 
to be registered with the general practice to receive immunisation and many practices will provide 
immunisation to unenrolled patients (N Turner 2017, personal communication, 11 December). 
National Immunisation Schedule vaccines are publically funded and available for free to all children 
under 18 years of age; including catch up doses of vaccines they have missed 30.  In Taranaki there 
are 31 general practices offering immunisation services. 
 
To improve immunisation coverage and ensure that all families have access to immunisation 
services31, the Taranaki DHB contracts a provider to deliver the OIS. The key objective of this national 
initiative is to improve immunisation coverage rates for Māori and Pacific children and other priority 
groups with high rates of vaccine preventable disease and low immunisation coverage32. The service 
attempts to immunise those children who have been identified as having missed some or all of their 
scheduled childhood immunisations by delivering a more flexible immunisation service33. Nationally 
there are a range of models of OIS, including the provision of immunisation services in the home and 
in community settings. In Taranaki this service is currently delivered by two sub-contractors through 
home immunisation visits. This service also has a key objective to link families back into other 
primary health services, including those provided by outreach providers34 . 
 
Taranaki Base Hospital also provides immunisations for all children not fully immunised on admission 
or at time of appointment following status queries from NIR. Immunisation is provided in such 
scenarios upon admission to Ward2B (children’s ward), Neonatal unit and Paediatric Outpatients 
Department. 
 
Nationally, District Health Boards are required to maintain functioning immunisation steering groups. 
The Taranaki Immunisation Strategy Group (TISG) meets quarterly in New Plymouth. The role of the 
group is to “drive the improvement of immunisation coverage rates for children in the region and to 
achieve National Immunisation Programme objectives” (p.1)35. Representation at this group currently 
includes Pinnacle Midlands Health Network (Primary Health Organisation), Immunisation Advisory 
Centre (IMAC), Tui Ora (Māori health provider), Ngati Ruanui (Māori health provider), Māori 
Women’s Welfare League, Plunket, Taranaki DHB Paediatrics, Taranaki DHB Planning, Funding and 
Population Health, Taranaki DHB Public Health, Taranaki DHB Communications, Taranaki DHB 
Maternity, Taranaki DHB Screening Unit and Taranaki DHB Women’s and Child Health.  
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INEQUITY IN IMMUNISATION IN TARANAKI 

Immunisation Coverage 
The following data has been retrieved from the NIR Database, Ministry of Health and analysed by the 
Public Health Unit. It examines child immunisation coverage in Taranaki over a twelve month period 
from January 2016 to 31 December 2016. The immunisation coverage at milestone ages of six 
months, eight months, 12 months, 18 months, 24 months and five years have been examined from 
an equity perspective across ethnicity and socio-economic deprivation, using the NZ Deprivation 
Index. Immunisation coverage is the percentage of children who have received all of the target 
immunisations on the National Childhood Immunisation Schedule for their age.36  
 
In response to advice from the service, immunisation declines were not included in the scope of this 
assessment. It is also noted that in Taranaki declines account for around five per cent of all eligible 
children for immunisation. 
 
Tamariki Māori 
Tamariki Māori experience inequity in immunisation coverage at the milestones of six months, eight 
months, 12 months, 18 months and five years, compared with New Zealand European children. At 24 
months, the inequality is reversed with Tamariki Māori having slightly better immunisation coverage 
than Non-Māori children.   
 
It is noted that there are very small overall population numbers for Pacific, Asian and Other ethnic 
groups within the Taranaki population.2 This means one child can equate to 5%, so these percentages 
can be misleading. The focus for this analysis is on New Zealand European and Tamariki Māori. 

Figure Six - Taranaki Childhood Immunisation Coverage Jan-Dec 2016 at all Milestones Ages, by 
Ethnicity 
 

 
                                                           
2 Ethnicity – ‘Other’ - Children enrolled on the NIR of any ethnicity except Māori, Pacific, Asian or New Zealand European. 
Includes European, African, Middle Eastern, Latin American/Hispanic. 
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Tamariki Māori in Taranaki experience inequity in immunisation coverage at the milestone of six 
months with 10.5% lower coverage than New Zealand European children. At the six month milestone 
the total immunisation coverage is 81.2%. The percentage of coverage for New Zealand European 
children is 85.2% while the percentage of coverage for tamariki Māori is 74.7%. The actual number of 
tamariki Māori who are not fully immunised at the six month milestone was 129 (for the 12 months 
period) or an average of 11 children per month. 
 
Tamariki Māori in Taranaki experience inequity in immunisation coverage at the milestone of eight 
months with 4.8% lower coverage than New Zealand European children. At the eight month 
milestone, the total immunisation coverage is 92.7%.The percentage of coverage for New Zealand 
European children is 95.4% while the percentage of coverage for Tamariki Māori is 90.6%. The actual 
number of tamariki Māori who are not fully immunised for their age at the eight month milestone 
was 47 (for the 12 months period) or an average of four children per month. 
 
At the 12 month milestone, the gap between Tamariki Māori and New Zealand European children 
continues to close further, however tamariki Māori still experience inequity with a 3.4% difference 
between the two groups. At this milestone, the total immunisation coverage is 93.6%, with coverage 
of 95.6% for New Zealand European children and 92.2% for tamariki Māori. The actual number of 
tamariki Māori who are not fully immunised for their age at the 12 month milestone was 39 (for the 
12 months period) or an average of three children per month. 
 
Tamariki Māori in Taranaki experience inequity in immunisation coverage at the milestone of 18 
months with 9.4% lower coverage than New Zealand European children. At the 18 month milestone 
the total immunisation coverage has decreased to 85.7%. The percentage of coverage for New 
Zealand European children is 88.8% with the percentage of coverage for Tamariki Māori lower at 
79.47%. The actual number of tamariki Māori who are not fully immunised for their age at the 18 
months milestone was 105 (for the 12 months period) or an average of nine children per month. 
 
At the 24 months milestone, the percentage of tamariki Māori in Taranaki who are fully immunised 
for their age is 2.8% higher than that of NZ European children. At this milestone the total 
immunisation coverage has increased to 92.8%. The percentage of coverage for Tamariki Māori is 
95.1% while the percentage of coverage for New Zealand European children is 92.3%. The actual 
number of tamariki Māori who are not fully immunised for their age at 24 months was 24 (for the 12 
months period) or an average of two children per month. 
 
At the five years of age milestone, Tamariki Māori in Taranaki again have lower coverage than New 
Zealand European children, a 3.2% difference. At this milestone, the total immunisation coverage has 
decreased to 88.8%. The percentage of coverage for New Zealand European children is 89.9% and 
86.7% for Tamariki Māori. The actual number of tamariki Māori who are not fully immunised for their 
age at the five year milestone was 64 (for the 12 months period) or an average of five children per 
month. 
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Socio-economic deprivation 
The Ministry of Health data also analyses the immunisation data by deprivation rating based on 
where the child lives.3  In Taranaki the number of children who live in Dep 1-2 is very small (N= 139-
201).  Those children (N=74-120) were the address is ‘unknown’ are not included in these graphs. 
 
Milestone Age – Six Months 
At the six month milestone, those living in areas in the middle of the deprivation rating scale (1 is the 
less deprived areas and 10 is the most deprived area) had the highest proportion of children who 
were immunised.   

Figure Seven – Taranaki Childhood Immunisation Coverage Jan-Dec 2016 at Six Month Milestone, 
by Deprivation 
 

 
 
 
Milestone Age – Eight Months 
At the eight month milestone, those living in areas Dep 5-6 on the deprivation rating scale (1 is the 
least deprived areas and 10 is the most deprived area) had the highest proportion (95%)  of children 
who were fully immunised for their age, followed by those in Dep 3-4 at 94%. 

 
 
 
 
 
 
 
 
 
 
 

                                                           
3 Deprivation - the average socioeconomic deprivation of an area. An individual's address is matched to the level of 
deprivation for that area. Dep 1-2 has the lowest level of deprivation, Dep 9-10 the greatest level of deprivation. 
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Figure Eight – Taranaki Childhood Immunisation Coverage Jan-Dec 2016 at Eight Month Milestone, 
by Deprivation 
 

 

Milestone Age – 12 Months 
At the 12 month milestone, those living in areas in the middle of the deprivation rating scale (1 is the 
less deprived areas and 10 is the most deprived area) had the highest proportion of children who 
were fully immunised for their age.   

Figure Nine – Taranaki Childhood Immunisation Coverage Jan-Dec 2016 at Twelve Month 
Milestone, by Deprivation 
 

 

 
 
Milestone Age – 18 Months 
At the 18 month milestone, those living in areas in areas (Dep 3-4) had the highest proportion of 
children who were fully immunised for their age. 
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Figure Ten – Taranaki Childhood Immunisation Coverage Jan-Dec 2016 at Eighteen Month 
Milestone, by Deprivation 
 

 
 
 
Milestone Age – 24 Months 
At the 24 month milestone, those living in the highest deprivation areas (Dep 9-10) had the highest 
proportion of children who were fully immunised for their age. Not only has the pattern reversed but 
there is an increased gap between higher and lower NZ Dep index population groups.  
 

Figure Eleven – Taranaki Childhood Immunisation Coverage Jan-Dec 2016 at Twenty-Four Month 
Milestone, by Deprivation 
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Milestone Age – Five Years 
At the five year of age milestone, those living in areas in areas Dep 3 –4 had the highest proportion of 
children who were fully immunised for their age.   

Figure Twelve – Taranaki Childhood Immunisation Coverage Jan-Dec 2016 at Five Year Milestone, 
by Deprivation 
 

 

 

Outreach Immunisation Service 
Analysis of OIS lists - January – March 2017. 
The following data is from the TDHB contracted immunisation outreach service and has been 
provided by the Taranaki DHB Immunisation Service Coordinator. A snapshot of infants on the 
outreach lists is taken at the end of each month.  The following findings are taken from three 
months’ worth of data from January 2017 to March 2017.  There are two sub-contractors who 
provide outreach services in Taranaki, one responsible for infants in North Taranaki and Coastal 
Taranaki and another who is responsible for infants in Stratford and South Taranaki. 
 
Outreach Immunisation Service – North Taranaki 
Overall there were 244 infants in total on the OIS lists for North Taranaki for the three months period 
January to March 2017. The majority, 68.4% of the infants identified as Māori.  There were slightly 
more males (59%) than females (41%).  The majority (63.5%) were aged under two years of age, with 
43% being aged under 12 months.   
 
As shown in the graph below, areas of high deprivation, i.e Waitara (NZDep 2013, 9 and 10) and 
Marfell (NZDep2013, 10) have the highest rate of infants on the outreach lists.  It is noted that in 
September 2017 the health clinic in Waitara had  ‘closed it’s books’, and 69.8% of infants who live in 
Waitara are either not enrolled at a general practice (18%) or enrolled in a general practice outside of 
Waitara.  This finding suggests there are significant barriers for parents in Waitara to access general 
practice services.   
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Figure Thirteen – North Taranaki Outreach Immunisation Service, Rates of Children Under Five 
Years Old, by Geographic Location 
 

 
 
 
The most common reason as to why they were referred to outreach was due to not being enrolled in 
a general practice, at 19%.  The most common clinic that referred to outreach was Tui Ora Family 
Health at 15%, followed by Waitara Health Centre at 11.5%. 
 
Outreach Immunisation Service – South Taranaki 
Overall there were 43 infants on the outreach lists for South Taranaki for the three months period 
January to March 2017.  The majority, 62.8% of the infants identified as Māori.  There were slightly 
more males (53%) than females (47%).  Three quarter (74.4%) of the infants were aged under two 
years of age, with 53.5% being aged under 12 months.   
 
As shown in the graph below, Manaia had the highest rate per 100,000.  It is noted this was only a 
small number (six) of children.  This finding may indicate that due to the closure of the general 
practice in Manaia in September 2016, this has created a barrier for parents for getting their children 
immunised.   
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Figure Fourteen – South Taranaki Outreach Immunisation Service, Rates of Children Under Five 
Years Old, by Geographic Location 
 
 

 
 
 
The most common reason as to why these infants/children were referred to outreach was due to not 
being enrolled at a general practice, at 23%.  The most common clinic that referred to outreach was 
Ruanui Health Centre at 41.9%.   
 
Primary Health Organisation (PHO) Enrolment 
There is an existing inequity in Taranaki for Māori enrolment in PHOs. PHO enrolment for the quarter 
October to December 2017 shows 96% of total population European/Other are enrolled with a PHO, 
compared with 85% of Māori. This is a gap of 11%. The Ministry of Health target is for 100% 
enrolment with PHOs. 
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METHODOLOGY 
 
The process of applying the HEAT is as important as the outcome, because the process is an 
opportunity to involve stakeholders and allow them to take ownership of the analysis37. HEAT is best 
used by a group that includes people who can speak to the equity issues for their own communities38 
so the intentions were to plan a robust process that allowed the voices of a wide range of 
immunisation stakeholders, particularly Māori. Accordingly, to share ownership of the HEA process, 
active participation was sought from a range of immunisation stakeholders to plan this HEA. 
 
The facilitators of the HEA attended a Taranaki Strategy Immunisation Group (TSIG) meeting to 
explain the intentions of the exercise, suggest what the process may involve and request participants 
for a project planning group. A working group meeting was then held with attendance from the three 
Māori health providers, PHO, Public Health Unit and Planning, Funding and Population Health to gain 
their support for the proposed process and suggest individuals and organisations to invite to 
participate.  
 
It was agreed that the HEAT would be applied using four strands. The first strand was to hold an 
interactive, participatory workshop with a range of stakeholders. The second strand was to 
undertake a literature review on effective interventions for addressing inequities in immunisation. 
The third strand was to collect consumer voice by interviewing users of the immunisation service. 
The fourth strand was undertaking stakeholder interviews for those who could not attend the 
workshop. The final report and recommendations then underwent peer review by university 
academics and subject experts. 
 
The diagram below explains how Taranaki DHB approach HEA by utilising the HEAT and drawing on a 
range of data sources to inform the health equity lens analysis. See Appendix One for an explanation 
of the general HEA process adopted by the Taranaki DHB at the time of this report. 
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Figure Fifteen – Data sources utilised to inform Taranaki DHB Health Equity Assessment process, 
2017. 

 

Workshop  
The three hour workshop was held on 16 May 2017 at Taranaki Base Hospital, New Plymouth. See 
Appendix Two for a copy of the workshop agenda. The workshop was facilitated by a Public Health 
Advisor and Research Analyst who had not worked in the area of immunisation prior to this HEA. See 
Appendix Three for the workshop presentation. 
 
The workshop commenced with a focus on whakawhanaungatanga, where participants introduced 
themselves to the group and explained their role in immunisation in Taranaki. Workshop facilitators 
gave a brief explanation on the concept of health equity, the determinants of health and the HEAT to 
ensure that all participants were familiar with the language and concepts underpinning the health 
equity assessment process.  Local Taranaki immunisation data demonstrating inequity was presented 
followed by a brief presentation by the Taranaki DHB Immunisation Coordinator to summarise how 
immunisation services are currently delivered in Taranaki.  
 
The 10 original HEAT questions were used with only small wording changes for the workshop. The 
original HEAT worksheet appendix for question five was adapted to integrate Taranaki DHB’s 
adoption of Pae Ora39 (see Appendix Four for all workshop worksheets).The focus of the three hour 
workshop was on identifying service enhancements to the existing Taranaki Immunisation Service to 
increase its ability to eliminate inequities in immunisation.  
 
A combination of mixed group activities recording responses on worksheets and post-it note ‘sticky 
wall’ to group themes was applied in the workshop. Once a range of ‘interventions’ were identified 
based on wide ranging group discussions, worksheets were moved around groups to ensure each 
group had an opportunity to review and refine each intervention with consideration to their 
potential impact on inequity. Due to time constraints, as groups reviewed each worksheet they were 
requested to mark other groups’ responses that they agreed with. The recorded responses were then 
collated by the Public Health Unit and emailed out to all workshop participants for further input. 
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Finally the collated responses were grouped and a brief narrative summarising each question was 
written, as follows later in the Results section of this report. Participants completed a feedback form 
following the workshop, see Appendix Five. 
 

Key Informant Interviews 
Three key informant interviews were held to inform this assessment. Key informants were emailed a 
questionnaire based on the workshop questions and complimentary information including the 
workshop presentation and inequity data. All three participants opted to provide written responses. 
The key informant profiles and results of the interview responses are included alongside the 
workshop participant responses in the Results section, where the two data collection approaches 
applied common questions.  
 

Consumer Voice 
Consumer Telephone interviews 
Consumers were identified by the North Taranaki Outreach provider and Waitara Māori Women’s 
Welfare League who contacted the participants initially to gain their consent to participate in the 
interview. Contact details of six consumers were provided for this purpose. Telephone interviews 
were carried out by a member of the Public Health Unit who also attended the focus group. Written 
recordings were made during the interview. See Appendix Six to view the consumer telephone 
interview guide.   

Consumer Focus group 
The caregiver focus group was held in a rural South Taranaki area on Friday 14, July, 2017. The semi-
formal interview session was facilitated by two members of the Public Health Unit over a three hour 
session. An audio recording was made of the focus and notes were taken. See Appendix Seven to 
view the consumer focus group interview guide.   
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RESULTS 
 
The following section provides a summary of information collected to inform the assessment; 
literature review; application of HEAT at the stakeholder workshop and key informant interviews; 
consumer telephone interviews; and the consumer focus group. 

1. LITERATURE REVIEW 
 
To provide an evidence base to inform this HEA, a literature review was completed in June 2017 to 
identify effective interventions for improving equity in childhood immunisation rates and increasing 
immunisation rates for Māori.  
 
The literature review process involved the development of two focused questions: 
 
1)  Which interventions have been found to be effective in improving equity in childhood 

immunisation rates? 
2)  Which interventions have been found to be effective in increasing immunisation rates for 

Māori? 
 
The literature review examined New Zealand and international studies, mostly published in the past 
five years. See Appendix Eight for the search outline of the literature review. 
 
KEY FINDINGS 
 
This literature review set out to explore interventions which have been found to be effective in 
improving equity in childhood immunisations, and interventions that have been found to be effective 
in reducing inequity in immunisation for Māori. 
 
A number of key factors have been identified in the international and New Zealand literature as 
factors which resulted in higher immunisation coverage and/or timeliness: 
 
• National Immunisation Registers (NIR) are considered internationally to be effective tools in 

identifying disparities in immunisation coverage. The development of the New Zealand NIR 
supported strategies that have resulted in a decrease in the equity gap between children living 
in the lowest and the highest socioeconomic decile.  

 
• Obtaining the voices of those experiencing inequity is important in the development and/or 

reorientation of immunisation interventions to assist in identify and addressing barriers to 
immunisation40 41. Regular reviews are advised to track progress, adjust strategies and promote 
accountability.    

 
• Lead maternity carers (LMCs) are important credible sources of evidence-based information 

regarding immunisation during the antenatal period and to encourage enrolment of infants in 
primary care as early as possible. 



Summary Report Health Equity Assessment: Childhood Immunisation in Taranaki   Page 23 

• Adequate support and funding of primary care to deliver appropriate immunisation services to 
their communities and, particularly for Māori clients, to support improved health literacy, 
positive communications and manaakitanga. Small enhancements to improve Māori experiences 
in healthcare practice are likely to result in an increase in Māori immunisation rates. 

 
 
INTRODUCTION 
 
Childhood immunisation is one of the most-cost-effective health care interventions.42 Immunisation 
protects individuals but can also protect the wider community through ‘herd immunity’. ‘Herd 
immunity’ occurs when the proportion of vaccinated people in the population is high, meaning an 
infectious case is unlikely to be able to spread and transmission stops. The proportion of the 
population required to be immune to prevent a disease spreading varies depending upon the disease 
itself and the nature of the vaccine. For example, highly infectious diseases, such as measles and 
pertussis, require a very high proportion of the community to be immune to prevent transmission43. 
 
Every country in the world has an immunisation programme, and these have a significant impact on 
the incidence of communicable diseases, particularly childhood diseases44. Access to the benefits of 
immunisation, as a proven cost effective intervention, is part of the human right to health. Therefore, 
any inequity in immunisation coverage should be considered unfair and avoidable, and justifies both 
a resourcing and political response to its elimination45. 
 
However, the vaccine inverse care law implies in that those most at risk of disease are least likely to 
receive the vaccine46. Mueller et. al. (2012) analysed the immunisation data for all children in the 
New Zealand (NZ) NIR who turned 12 months of age between 2007 and 2009. They found a negative 
social gradient for immunisation with immunisation rates of 89% for children living in the least 
deprived areas, compared with 81.8% for those living in the most deprived areas47. In Taranaki, at 
the 8 month milestone, the total immunisation coverage sits at 92.6%, with coverage for New 
Zealand European children at 95.6 %, compared to 90.6% for Māori children. Inequity also exists for 
hospital admissions for infectious diseases in NZ48. 
 
To be effective, timeliness of vaccination (with evidence-based schedules) is also important to 
increase individual immunity, particularly for some disease, the most important being 
Pertussis49 50 51. Immunisation timeliness varies with socioeconomic deprivation; the higher the 
deprivation, the less likely that immunisations will be delivered on time52. 
 
In New Zealand, immunisations are given at local medical practices, usually by a primary care nurse. 
National Immunisation Schedule vaccines are available for free to all children under 18 years of age; 
including catch up doses of vaccines they have missed53. 
 
OIS are provided to small numbers of children identified by general practice as being in priority 
groups and who may not receive immunisation in the practice setting. Funding for OIS is provided by 
the Ministry of Health to DHBs, who determine how services are delivered within their district.54 OIS 
have been found to improve immunisation coverage in communities and reduce inequity55. 
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Interventions that have been found to be effective in improving equity in immunisation rates 
 
Based on international evidence, there are three major areas that consistently create significant 
barriers to achieving and maintaining high immunisation coverage rates:  

i. issues related to poverty/socioeconomic factors 
ii. system and provider practices, and  

iii. family and child characteristics 56 57 58 59  
 
Socioeconomic issues and family and child characteristics will be considered as one area 
(determinants of health) in this paper.  
 
System and provider practices 
Effective immunisation coverage requires clear systems which provide a focus on immunisation, 
active monitoring and the provision of feedback. All steps are important – enrolment of the infant, 
engagement of the provider with parents, delivery of the immunisations and audits60. 
 
National Immunisation Register 
A NIR is an effective tool to identify disparities in immunisation coverage61 and therefore particular 
effort needs to be made to ensure data collection is accurate. A NIR allows accurate tracking of 
immunisation coverage, and assists in identifying individuals who are not immunised or under-
immunised. It also allows the identification of “pockets of low coverage where greater effort can be 
targeted” 62. A NIR was established in New Zealand in 2005. 
 
An analysis of the NIR from 2007 to 2009 demonstrated that identified at-risk groups for 
immunisation in New Zealand are Māori, ‘Other’ and Pacific, and recommended that strategies be 
devised which are relevant to these groups63. Within six years of the implementation of the NZ NIR, 
immunisation rates for those aged two years increased to more than 90%. A decrease in the equity 
gap was also observed - in 2007, there was a 9.5% coverage difference between children from the 
lowest socioeconomic decile and the highest decile. By June 2011, this had more than halved to 4%64. 
 
While the NIR is an effective tool, Goodyear-Smith et. al. (2012) identified a number of places where 
errors can occur in the data collection for the NIR and made recommendations for improvements in 
systems. Lennon et. al. (2012) also acknowledge the effectiveness of the NIR as an information tool, 
but note that analysis must be accompanied by the delivery of immunisation programmes and 
practices to those experiencing inequity65. 
 
Primary Care  
Research undertaken in New Zealand has identified a range of factors which resulted in higher 
immunisation coverage and/or timeliness in primary care. Most significant were: 

• Caregivers had not received discouraging information about immunisation during the 
antenatal period66 

• Age of enrolment of the infant - registration with a practice at a younger age increases the 
likelihood that immunisations will be provided on time and that the full schedule will be 
completed67 
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• Type of practice management system used - practices using the MedTech system, which 
facilitates the management of recalls, were more effective in delivering timely vaccinations 
that those using other systems68 

• A perception of parental apathy being a barrier to immunisation by nurses69 
• A stable practice with low staff turnover70 71 72 
• Support for healthcare professionals by the practice - staff who are confident in their roles 

and have dedicated time to provide immunisations are more effective, and are more likely to 
be confident in their ability to engage effectively with clients73. Having one staff member 
who is in charge of tracking inventory, staff training and developing protocols can improve 
the timeliness of vaccine delivery74. 
 

Outreach Services 
Community-based interventions tend to be more equitable than those delivered in clinical settings. 
OIS are an important tool for increasing childhood immunisation coverage. The services ensure that 
immunisation is available to children who are unable to access a general practice in a timely fashion 
for their immunisation events75. OIS are a time intensive and relatively expensive method of 
delivering immunisation76. IMAC completed a review of OIS on behalf of the Ministry of Health in 
2015, and provided a number of recommendations. Some of the key recommendations are very 
similar to those for primary care and include77: 
 

• OIS maintain strong relationships with community-based health and social service providers 
who are trusted by children & their families requiring the service 

• Maintain service continuity with regular staff 
• Extend service hours to better meet the needs of families 
• Consider engaging with Well Child/Tamariki Ora providers to offer the service within their 

clinics. Incorporating immunisation into visits for other interventions for gains in both equity 
and efficiency78. 

 
A randomised control trial carried out with Auckland general practices found that infants who were 
not registered with a general practice were much less likely to be immunised and, if they were, their 
immunisations were much more likely to be delayed79. For these families, encouragement to enrol 
with a general practice should be provided, with outreach services targeted to those who remain 
unenrolled.  
 
Determinants of health 
Our health is affected by a broad number of influences, including socioeconomic factors and family 
characteristics. These determinants of health may be beyond the control of individuals, but their 
influence can be minimised by collective action, including by those funding and delivering health 
services, to improve the health of the community80 . 
 
Income and poverty 
Quantitative research with primary care practices in Auckland and Midland81 found that 
immunisation timeliness in practices reduced as socioeconomic deprivation increased. Programmes 
should be developed and/or reorientated by incorporating the perspectives of those who are 
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disadvantaged to identify and address barriers to immunisation82 83. Regular reviews are advised to 
track progress, adjust strategies and promote accountability.    
 
Education 
Parents tend to make decisions regarding whether to immunise their children during the antenatal 
period84. Therefore, providing evidence-based information and good decision-making tools in this 
period is critical as receiving misinformation has been shown to negatively impact on seeking 
immunisation85 86 87. Kaufman et. al. (2013) reviewed seven studies with a total of 2978 participants 
from both high- and low-income countries (noted to be both limited and of low quality). They found 
face to face interventions to inform or educate parents about childhood vaccinations may have little 
or no impact on immunisation status, or knowledge or understanding of vaccination, it was 
suggested that including communication about immunisations into other health visits may be 
beneficial 88. 
 
Interventions that have been found to be effective in improving equity in immunisation for Māori  
 
Despite health policy strategies designed to increase immunisation uptake by Māori, such as the NIR 
and population-based health care, disparities persist.89.  
 
Improving health literacy 
Qualitative research undertaken with Māori parents/caregivers who had not fully immunised one or 
more of their children aged 0-5 years found that knowledge of the immunisation process was very 
low, and they lacked confidence in navigating the immunisation system. Māori parents/caregivers 
involved in the study were far less likely to have considered the benefits and risks of immunisation.90 
Some whānau have also been noted as expressing higher suspicion of immunisation than other 
ethnicities91. 
 
The understanding parents/caregivers had around immunisation tended to have been shared by 
midwives and whānau, especially mother’s “nannies”. Some participants reported that it was actually 
the mother’s “nannies” who take the babies for their immunisations.92 There may be some success in 
increasing health literacy regarding immunisation amongst Māori by including immunisation 
information as part of antenatal education for pregnant women and their whānau. 
 
Reviewing service provision 
The attitude and encouragement of providers, the services they provide and the advice they give are 
key drivers to parent/caregiver behaviour and decisions on child immunisation. Participants in 
research by Litmus (2011)93 reported negative experience with the health system, including 
frustration with the services provided and negativity they perceived towards them by health 
providers, supporting the view that general practice is not providing services which are appropriate 
for Māori clients94. 
 
Some Māori parents/caregivers may be perceived by general practice as “hard to reach”, but Corbett 
(2013)95 suggests that this may be a consequence of “hard to reach general practices”. Such practices 
should consider reviewing a few key areas to improve the experience for their Māori clients: 

• Health literacy 
• Positive communications 
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• Providing a warm, welcoming reception. 
 
Family/whānau, and to a lesser extent partners and peers, play important roles in providing 
knowledge and shaping views. Small enhancements to improve Māori experiences in healthcare 
practice are likely to result in an increase in Māori immunisation rates96. 
 
Reflection on NZ’s MeNZB campaign97 identified that additional outreach services and a 
communication programme targeting Māori enhanced delivery to this population group. Delivery of 
a school-based MeNZB vaccination programme resulted in consent rates for Māori being close to 
those of other population groups (Māori 79%, Pacific 90% and Other 84%). Further school-based 
programmes have also been reported as improving equity in uptake by both deprivation and 
ethnicity, for school aged children98 99 . 
 
Poverty-related factors 
Mueller et. al. (2012)100 found a negative social gradient for immunisation and stated that “risk 
factors such as single-parent households and/or large household sizes are presenting as barriers for 
Māori to immunisation uptake, especially for those living in extreme deprivation. Māori 
parents/caregivers have been found to prefer delivery of immunisation services at their home, 
compared with others who were comfortable in a clinical setting. This may be due, in part, to 
transport costs and availability which have been identified as a barrier to accessing health services in 
a timely way101. 
 
Inadequate funding of health services where populations are predominantly Māori, Pacific and Other 
ethnicities has been identified as limiting the ability of general practice to provide the levels of 
reminder and recall services required. OIS referrals (for children who may not receive immunisation 
in the practice setting) have been found to be mostly for Māori clients, usually from high deprivation 
areas and with low health literacy. Characteristics of successful OIS providers have been identified as 
having motivated staff with good communication skills, local knowledge and links to their 
community102. While it would be ideal for every child to be enrolled and fully immunised in general 
practice to minimise costs and encourage long-term engagement with primary care103, actions also 
need to be taken to address the barriers for those clients who choose not to access primary care. 
 
CONCLUSION 
 
This literature review set out to explore interventions which have been found to be effective in 
improving equity in childhood immunisations, and interventions that have been found to be effective 
in reducing inequity in immunisation for Māori. 
 
NIR are considered internationally to be effective tools in identifying disparities in immunisation 
coverage104,  allowing tracking of coverage for both individuals and populations. The development of 
the New Zealand NIR was effective in supporting strategies to decrease the equity gap between 
children living in the lowest and the highest socioeconomic deciles. However, ensuring accurate data 
collection and entry is essential,   and analysis must be accompanied by the delivery of suitable 
immunisation programmes and practices to those experiencing inequity105. 
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Obtaining the voices of those experiencing inequity is important in the development and/or 
reorientation of immunisation interventions to assist in identify and addressing barriers to 
immunisation106 107. Regular reviews are advised to track progress, adjust strategies and promote 
accountability.    
 
Research undertaken in New Zealand has identified a range of factors which resulted in higher 
immunisation coverage and/or timeliness in primary care. Most significant were: 
 

• Caregivers had not received discouraging information about immunisation during the 
antenatal period108, and infants who were engaged early with a provider who demonstrates 
good client engagement and effective systems109 110. These factors emphasise the 
importance of LMCs as credible sources of evidence-based information regarding 
immunisation.  

 
• Adequate funding of primary care to deliver immunisation services which supports: 

o the implementation of practice management systems, such as MedTech, to facilitate   
     the management of recalls111, 
o well-trained, stable staff who have positive relationships with their patients, dedicated   
     time to provide immunisations, track inventory and develop protocols112, and  
o an OIS which connects with community-based health and social service providers who are 

trusted by children & their families, and can offer the service at a place and time which 
meets the needs of this priority patient group. 

 
Despite health policy strategies designed to increase immunisation uptake by Māori, such as the NIR 
and population-based health care, disparities persist113. Key interventions for improving 
immunisation uptake by Māori are likely to be improving health literacy114 and including whānau, 
especially mother’s “nannies”, when sharing immunisation information for pregnant women, 
mothers of young babies and their whānau.  
 
Most Māori participants in the Litmus (2011) research had not experienced positive connections with 
the health system and, conversely, some general practices reported some Māori parents/caregivers 
as “hard to reach”115. The attitude and encouragement of providers, the services they provide and 
the advice they give are key drivers to parent/caregiver behaviour and decisions on child 
immunisation. For Māori clients, it is recommended that general practices give attention to 
supporting improved health literacy, positive communications and manaakitanga. Small 
enhancements to improve Māori experiences in healthcare practice are likely to result in an increase 
in Māori immunisation rates116. 
 
Additional research 
Following the completion of the literature review for this HEA, new research was published on 
translating best practices by high performing general practices in New Zealand to improve 
immunisation coverage in low performing practices117. It found that developing customised action 
plans and providing support to providers was helpful. It also emphasised the importance of having a 
tool kit of strategies for providers to utilise as one strategy alone will not improve childhood 
immunisation rates118. 
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2. APPLICATION OF HEAT – WORKSHOP & KEY INFORMANTS 
 
Workshop Participants  
Twenty-four stakeholders participated in the workshop. Half of the workshop participants 
represented Taranaki DHB from a range of service areas; Planning, Funding and Population Health 
(2), Public Health Nurses (2), Paediatrics (1) Immunisation Co-ordination Service (1), Māori Health (1), 
Communications (1), Midwifery Nursing (1), Child and Adolescent Community Centre (1), Emergency 
Department (1) Maternity/Child Health Manager (1). External stakeholders made up the remaining 
12 participants and represented the following organisations; Māori Women’s Welfare League (1), Tui 
Ora Outreach Immunisation Service, Tamariki Ora Service and general practice (3); Ngati Ruanui 
Tamariki Ora Service and Outreach Immunisation Service (2); Plunket (1); Ngaruahine Rangi (1), 
Pinnacle Midlands Health Network PHO (3).  
 
Of the 20 participants who provided individual information about themselves, 19 were female. A 
third of participants (7 out of 20) identified as Māori, representing 35% of workshop contributors. 
The majority of participants identified as New Zealand Pakeha (14 out of 20), representing 70 % of 
participants and two participants identified as ‘other’. The majority of participants’ work was North 
Taranaki based, with 3 participants from South Taranaki, however the majority of participants’ roles 
required them to work actively across the Taranaki region. 
 
Key Informant Participants 
Three key informants participated in the HEA.  They were chosen as they are experienced health 
professionals who hold expert knowledge on immunisation, including the Taranaki DHB Medical 
Officer of Health. All three key informants identified as NZ European/Pakeha. Two participants were 
female and one male. 
 
Understanding Health Inequalities: 
What inequalities exist? Who is the most advantaged and how? Why did this inequality occur? 
 
Ethnicity 
What inequalities exist?  
Workshop Participants 
All four workshop groups identified tamariki Māori as experiencing an inequity in Taranaki for 
childhood immunisation.  
Key Informants 
The two key informants who answered this question stated that Māori children and children whose 
ethnicity is categorized as ‘Other’ experience inequity in vaccination coverage and timeliness  

Who is the most advantaged and how?  
Workshop Participants 
Two workshop groups identified Non-Māori as being advantaged and two groups specified New 
Zealand European/Pākehā as an advantaged group. One group thought ‘worried well New 
Zealanders’ were in an advantaged position. 
 
Key Informants 
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It was agreed by two key informants that Non-Maori, including Asian and NZ European/Pākehā are 
advantaged across immunisation timeliness and coverage. One key informant suggested children 
who live in the least deprived areas are advantaged. 

The parents and caregivers of European children who live in well off areas are more likely 
to belong to supportive networks, are more easily able to access health care, have health 
providers that are also European, understand the health information that is presented to 
them, and feel more comfortable with the vaccination process.  Their children are less 
likely to be hospitalised with a vaccine preventable disease. 

One key informant stated that in Taranaki Pacific children have the best rate of immunisation 
timeliness and coverage; however it is noted that the population of Pacific children under five years 
old in Taranaki is very small. 

Why did this inequality occur? 
 
Workshop Participants 
Three groups identified a lack of cultural awareness and cultural appropriate delivery by providers as 
factors influencing engagement with Māori whanau. One group suggested a lack of trust in the 
health care system by Māori whanau was a contributing factor, while another group acknowledged 
inequity exists due to western-based systemic models of health. 
 
Three groups identified health literacy as a contributing factor for tamariki Māori experiencing 
inequity in childhood immunisation. 
 
One group stated the effects of colonisation on Māori are responsible for inequity for Māori and two 
other groups considered the wider context of Māori experiencing broader inequity across income, 
access, smoking, transport and early health outcomes. 
 
One group identified the under-resourcing of General Practitioners and nurses and a general lack of 
funding for general practices as contributing to inequity for Māori. 
 
Key Informants 
The four main themes identified by key informants were differential access to; health care, 
distribution of determinants of health, confidence in quality of care and motivation to immunise.  

All three key informants identified differential access to immunisation health care as responsible for 
this inequity. One key informant referenced three main pathways that contribute to ethnic 
inequalities in health, as identified by Camera Jones:119 

1. Differential access to the determinants of health or exposures leading to differences in 
disease incidence.  

2. Differential access to health care.  
3. Differences in the quality of care received.  

 
In their response, one key informant identified links across a range of other determinants of health: 
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The Litmus study120 identified those groups who are less likely to vaccinate - young 
mothers under the age of 25, single mothers, low income, low educational achievement 
and frequent moves of household (transient families). These may all apply to varying 
degrees to Maori and ‘other’ groups in Taranaki. 

Two key informants identified complacency and a lack of motivation to immunise as contributing 
factors. One of these key informants suggested that the three determinants for vaccine hesitancy 
likely to be a factor in Taranaki are: 

1. Complacency (perceived low risk of vaccine preventable disease, do not see need for vaccines)  
2. Confidence (lack of trust in vaccine delivery or policy makers) eg.  they are Pākehā with 

superior attitudes and do not engage positively 
3. Convenience (lack of physical access to immunisation services – availability, affordability, 

geographical) eg. No money to travel to practice 
 

One key informant provided the example of inequities nationally in hospitalisations for pertussis 
across ethnicity and socio-economic background and suggested the drivers for the inequities related 
to vaccine coverage and timeliness are the same for children who get sick from vaccine preventable 
diseases, noting poor housing, overcrowding, health literacy and access to health services. 

One key informant offered the following explanation of the barriers for Māori whānau to engage in 
immunisation health services: 
 

Most Māori families in Taranaki attend general practices who may not engage well with 
them.  Māori (GP) practices (who employ Māori staff or provide regular education and 
expectation for their Pākehā staff to engage well with Māori families) do well in this 
endeavour but they may not be located where they can give access to the majority of 
Māori families – not located in Waitara, Stratford, Opunake or Patea 

One key informant referenced Corbett’s121 research on the barriers experienced by Māori to engage 
in immunisation health services at general practices.  

A collective approach is needed for the various ‘touch points’.  (Corbett) emphasised that 
Pākehā practices did not make families comfortable, might use the immunisation visit as 
an opportunity to follow up old debts, the efficiency of the practice might clash with the 
comfort of the young Māori mothers … (Corbett) asked practices to consider that ‘hard to 
reach’ users were really a result of ‘hard to use’ practices 

 
Socio-economic 
Workshop Participants 
All workshop groups acknowledged the socio-economic inequity across childhood immunisation 
coverage.  
 
Groups that were identified as more advantaged by the current childhood immunisation programme 
are families whom are educated, employed, resilient, less deprived, willing and engaged in health 
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services, have higher incomes, access to transport, good support networks and are located in 
wealthier areas close to general practices. 
 
A broad range of factors contributing to socio-economic inequity were identified by participants. Two 
groups each suggested transport issues and transiency as key contributors and two groups identified 
poverty as a causal factor. Other wider social determinants were considered by individual groups 
including poorer housing, limited mobile phone coverage, less jobs available in a low wage economy 
and difficulty taking time off work.  
 
Two groups identified the pressures on low income families who may be time poor and as a result of 
financial pressures and wider life stresses immunisation is not a higher priority. Two groups also 
identified that existing debts incurred at general practices would be a deterrent for low income 
families to engage for childhood immunisation.  
 
One group suggested that general practices closing their patient lists and not taking new patients 
further disadvantages lower income families but also acknowledged the constraints for general 
practices with contracts and limited support resources. Another group stated that an incontinently of 
general practice staff is a contributing factor. 
 
One group each identified the following factors; worried well taking up appointments, service 
dependence and managing family dynamics. 
 
 
Geographical 
Workshop Participants 
All four groups identified a geographical inequity in childhood immunisation coverage in Taranaki. 
Groups identified those more transient populations and those living in rural, more deprived areas, 
particularly in South Taranaki and Waitara experience inequity. One group suggested Māori who live 
rurally experience inequity. All four groups agreed that families living in urban areas and in closer 
proximity to health providers are advantaged by the current childhood immunisation service. 
 
One group established a socio-economic link with geographical disadvantage by suggesting that 
affordable housing tends to be located more rurally.  
 
Two groups focused on those living in more rural and deprived areas having poorer access to 
immunisation services due to less general practices in higher deprived areas.  One group suggested 
the inflexibility of the health service model contributed to this inequity. One group identified the 
“anti-vaccinators’ being associated with the small rural town of Oakura. 
 
 
Intervening to reduce health inequalities: 

Question Four 

How could we intervene to tackle inequity in childhood immunisation in Taranaki?  
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Workshop Participants 
More than 30 comments were recorded in response to this question. For the purpose of this report 
they have been grouped under the intervention themes of service re-orientation; health literacy; and 
development of community partnerships and intersectoral approaches. Participant responses are 
listed below. 
 
Service re-orientation 

• Nurse-led clinics in community settings 
• Pop up clinics (high deprivation areas, events, rural areas, day cares, schools) 
• Innovation - explore alternative service delivery 
• After hours clinics (eg. weekends) 
• Mobile bus 
• More Māori GPs and health workers 
• More GPs required 
• Better continuity of practice hours 
• Allowing families to register even if general practices’ books are closed 
• Early recalls by PHOs 
• Models of service appropriateness 
• Earlier enrolment in health services 
• CNS lead clinics in GP practices 
• Midwife handover for 6 week check 
• Clear guidelines around OIS referrals 
• Attitude improvement (non-judgmental) by frontline staff 
• Offer food at the first visit 
• Address factors that impact on access (transport, poverty, time poor, cultural beliefs, access 

to care, engagement in health care) 
 

Health Literacy 
• Increase positive media messages on immunisation 
• Utilise social media for pro-immunisation messages (promote to families) 
• Consistent messages from providers 
• Face to face education 
• Education for pregnant women, how to access services, immunisation 
• Education on vaccination avoidable diseases 
• Give whanau the tools to make their own decisions 
• Education on importance of immunisation 
• Literacy – some whanau don’t understand the terminology 
• Education on a service model? 

 
Development of community partnerships and intersectoral approaches 

• Broader approaches with other sectors 
• Relationships with providers 
• Work closely with community groups 
• Make use of whanau connections 
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• Information sharing over the system 
• Ask the families about barriers and ideal immunisation services 

 
Key Informants 
One key informant, the Taranaki Medical Officer of Health, provided a comprehensive response to 
this question which has been included as Appendix Nine. The three key informants suggested 
focusing efforts on addressing barriers to accessing immunisation services through general practices. 
There was a strong sense by two key informants that by directing immunisation service resources 
outside of general practices it ignores a key underlying contributor to the inequity in immunisation - 
differential access to appropriate primary health care. 
 
In identifying access to immunisation as a key issue, one key informant stated: 
 

This should occur through primary health service. There is Ministry of Health funding to 
Primary Health Organisations for this. There are other well child checks that occur at this 
time so engagement with a primary health service is very important.  There are many other 
health services that these families should be able to access to promote health throughout 
life … Continue to promote engagement with primary health services. 

 
One key informant suggested that resourcing alternative immunisation services (such as pop-up 
clinics) is counter-productive to addressing inequity: 
 

Suggesting “band aid” solutions such as alternative vaccination services [that are] separate 
from general practice ignore the fundamental reasons for the inequities.  We have to be 
honest - our primary health services do not work as well for people who are Māori and who 
are poor.   

 
One other key informant shared these concerns about the long-term impact on providing 
alternative immunisation services separate to general practice services and suggested they are 
viewed as a short-term solution only: 
 

Pop-up clinics in the interim may help to at least get immunisation information and 
delivery accomplished but I would be concerned if it was viewed as a permanent solution 
and run independently from the Primary Health Organisation or Outreach Immunisation 
services that we currently have. This could result in further disconnect from primary health 
and increased inequity in other areas [of child health]. 

 
The following eight recommendations summarise the strategies suggested by the three key 
informants to address inequity in immunisation: 
 
1. Partner with key community groups 
Two key informants acknowledged community partnerships with the local immunisation service 
governance group as essential for improving inequity in childhood immunisation coverage in 
Taranaki. One key informant advised that to be successful, any decision making on interventions to 
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address inequity in immunisation require participation of community groups and the Primary Health 
Organisation.  
 
One key informant suggested a practical “team approach” of partnering with community to engage 
families who are disengaged from immunisation services: 
 

There needs to be a determined group approach to finding and connecting these families.  
Within each three month birth cohort it only involves finding another 4- 5 children.   

The two key informants who valued the role of community partnerships to address inequity in 
immunisation agreed that influential community groups could assist in two fundamental ways, by 
promoting access to general practice immunisation services and encouraging motivation to 
immunise, these are explained below. 
 
One key informant provided the example of the Māori Women’s Welfare League as an ideal group to 
partner with to promote increased access to existing immunisation services, suggesting provision of 
transport services to families and support for families to engage in Primary Care. The key informant 
questioned if funding may be required for community groups such as Māori Women’s Welfare 
League to take up this role. Another key informant also suggested working with community groups to 
link families whose children remain most at risk of vaccine preventable diseases (lower immunisation 
timeliness and coverage) with improved access, including transport.  
 
One key informant emphasised that community connection is important for improving ‘motivation to 
immunise’ and that influential groups such as Māori Women’s Welfare League possess strong 
community ties and a deep understanding of their own community and these could be fostered to 
promote immunisation on a community level.  
 

Working with this group to develop ways to promote immunisation in their areas is 
valuable but needs to planned and regular. Information shared in informal settings seems 
to work best.  Perhaps regular morning tea sessions at various Māori Women’s Welfare 
League rooms.  

 
Ensure respected community members have immunisation information to share with their 
community 

 
In addition to strengthening the relationship with the Māori Women’s Welfare League, one key 
informant also highlighted the opportunities to partner with other key groups such as Te Whare 
Punanga Korero by ensuring representation at any planning meetings.  
 
2. Focus efforts on a general practice level to improve immunisation 
One key informant provided a comprehensive response detailing how general practices can take 
steps to improve inequity in immunisation (see Appendix Nine). 

Ultimately strategies are also needed to tackle the drivers of inequity as identified 
by Camara Jones to reach that last 5-10% of people who find that mainstream 
health services are difficult to reach.  
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The key informant stated that general practices have made significant improvements in vaccination 
coverage by focusing on practice systems including early enrolment, stable practices (less turnover), 
general practitioner and practice nurse confidence and engagement, practice nurse time and 
resources, and practice systems (eg. use of pre-calls, flags, opportunistic). 

The key informant shared their experience of visiting a general practice outside of Taranaki in 2009 
that successfully improved immunisation coverage, explaining that this particular general practice 
exhibited the characteristics of a “health literate organisation”. Appendix Nine details nine actions 
strategies adopting by this practice to improve immunisation rates. 

There was leadership with a top down equity focus, there was strong community focus, 
the workforce was culturally competent, they worked closely with other agencies and 
were meeting the needs of their population, the practice was easy to access, and there 
was regular communication with their community.   

The key informant noted that this practice did not support vaccination in people’s homes via an OIS. 
They emphasised that efforts to address inequity in immunisation should focus on evidence-based 
approaches at a general practice systems level that aim to improve vaccination coverage and 
suggested using Dr Nikki Turner’s “Six Star Plan”122 to form a checklist to explore possible 
interventions. 

It is likely that effective interventions will involve innovative and flexible approaches, 
collaboration and ability to work across agency boundaries, and the engagement of 
stakeholders, communities and people.   

3. Take broader action to improve general practice engagement  
All three key informants identified that wider improvements in primary health care service 
engagement could positively impact on inequity in immunisation. One key informant quoted Health 
Quality & Safety Commission (2015) 123  with the statement: 
 

Equity is a measure of quality in health care.  
 
The key informant viewed immunisation coverage as an indicator of child primary care engagement: 
 

Eliminating disparities in immunisation coverage is far more important that simply 
increasing the numbers of vaccinated children.  It is likely that practices that achieve high 
immunisation coverage in ethnically diverse and low socio-economic population groups 
also provide high quality health care in other ways for their population.   

Another key informant suggested there is a need for:  
 

a  significant project that would look, not only at addressing equity issues in 
immunisation, but also with a boarder view of how primary health can be made more 
accessible and attractive for this community.   Immunisation has the added advantage of 
being easily measured and would be a valuable indicator as to the overall impact of the 
project. 
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All three key informants suggested action is taken to improve primary health care services 
engagement with Māori.   
 

… our primary health services do not work as well for people who are Māori and who are 
poor … if you get it right for Māori then you will get it right for everyone.  
 

One key informant drew on a number of Corbett’s (2013)124 recommendations, suggesting that 
general practices are encouraged to increase the comfort of whanau in the immunisation journey. 
This included improved welcoming of families, the expectation that Māori names are pronounced 
correctly and provision of a guide to correct pronunciation of basic Maori phrases.  

Another key informant suggested that a pilot programme could be developed to partner the Primary 
Health Organisation with local community groups with the goal of improving the feel of general 
practices for engaging Māori. 

4. Advocate for an equity agenda 
Two key informants suggested measures are put in place to monitor equity in immunisation coverage 
at a practice level. One suggested that the DHB boldly establishes an expectation that all 
immunisation practices are responsive to Māori and other ethnicities and can provide evidence of 
this. Another key informant recommended that the DHB Screening Unit provides regular vaccination 
coverage data by ethnicity for all general practices. 

One key informant suggested a higher level approach is required by the DHB to advocating for health 
equity by recommending that eliminating children’s health inequity becomes a goal for all health 
providers in Taranaki.  It was proposed that the Taranaki DHB could demonstrate leadership by 
making children’s health equity a strategic goal and then working with the PHO and primary health 
providers to implement the recommendations of the below Institute of Healthcare Improvement 
2016 health equity guide6, the New Zealand Health Literacy Guide125, and the New Zealand Medical 
Association Health Equity Position Statement.126   

The Institute for Healthcare Improvement in 2016 reviewed organisations that achieved high levels 
of health equity and found a number of common features: 

(1) they made health equity a strategic priority;  
(2) they developed structure and processes to support health equity work;  
(3) they deployed specific strategies to address the multiple determinants of health on which 

health care organizations can have a direct impact;  
(4) they decreased institutional racism within the organization; and  
(5) they developed partnerships with community organisations to improve health and equity.127 

 
5. Promote equity through the health workforce 
Two key informants highlighted the health workforce as areas for promoting a stronger equity focus. 
One key informant suggested action to increase the Māori workforce in primary health and 
immunisation services.  
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Another key informant proposed lobbying the Taranaki DHB to take a more active role in working 
with the PHO and facilitating the employment of more doctors and nurse practitioners in areas in 
Taranaki where there is a shortage of general practitioners. 

The third key informant suggested investing funding into establishing more general practices clinics 
and offering subsidised primary health care services in particular areas.   

6. Regularly assess barriers to health care to promote child health equity 
One key informant recommended that as part of a DHB focus on children’s health equity, the 
organisation introduces processes to regularly assess the access barriers to health care services and 
then interventions to address these barriers are embedded in a “Learning and Improving” process 
using ‘Plan, Do, Study, Act’ (PDSA) cycles. 

Question Five 
How will you improve tamariki Māori health outcomes and reduce health inequalities experienced 
by tamariki Māori? 
 
An adapted version of the existing HEAT appendix for question five was utilised at the workshop to 
encourage participants to reflect specifically on inequity for tamariki Māori in childhood 
immunisation. The Pae Ora framework of Māori health was drawn on to guide the redeveloped 
questions and the principles of Te Tiriti o Waitangi, Partnership, Protection and Participation 
provided overarching principles for responding to the questions. Participants were requested to 
consider the ‘current situation’ and identify ‘opportunities’ for change. 
 
Pathway Tuatahi: Development of whānau, hapu, iwi and Māori communities 
Do Māori (particularly those unable to access the service) have a voice in the delivery of this health 
intervention?  Were they involved in defining the problem and developing the solution? 
 
Current Situation 
All four groups identified there is currently limited opportunities for Māori to have an influential 
voice in the delivery of immunisation services.  

Groups identified Māori sources of input as members of district health board who identify as Māori, 
Maori management and healthcare workers. Three groups suggested that Māori have a voice at a 
higher level but gaining Māori voice at a participant level “at the coalface” was limited. One group 
stated:  

Māori who are unable to access services don’t have a voice and are not involved in 
defining or solving the problem 

Another group stated: 

(There is) limited opportunity for high risk Māori whanau to input in developing strategies 

One group suggested that Māori providers are relied on for gaining a Māori voice.  

 



Summary Report Health Equity Assessment: Childhood Immunisation in Taranaki   Page 39 

Opportunities 

Three groups identified there is opportunity to engage Māori consumers to inform service delivery. 
The following are suggestions by two groups: 

Informal consumer feedback asking the questions “What are we doing well? What would 
you like us to do differently?”  

Ask the community – those without a ‘voice’ what will work?  

Other individual group suggestions included: 
• Better education – helpful resources that are easy to understand 
• Prevent ‘do-not-attends’ by ensuring database for families is up to date 
• Family/whānau intervention 
• Increase Māori healthcare workers 
• Clearer expectations given to patients/whānau 
• Open communication building trust 
• A successful model of care from above will translate across other areas 

 
Pae Ora Pathway: Tuarua 
Māori participation in the health and disability sector 
 
What proportion of the workforce delivering this health intervention are Māori?  What proportion of 
the governance group for this health intervention are Māori? 
 
Current Situation 
One group stated that all Taranaki immunisation providers are invited to attend the TISG meetings, 
including Māori providers and support organisations.  
 
One group thought the percentage of Māori healthcare workers at Taranaki DHB was eight per cent 
while another group stated it was “minimal” and likely to be less than five per cent. 
Two groups stated that they did not know the answer to this question, including one group that 
stated that they suspected it was low.  
 
Opportunities  
Three groups responded that Māori workforce capacity needs to be increased. Two of these groups 
emphasised the need to encourage Māori youth to enter the health sector and suggested 
encouraging Māori youth to gain qualifications, improving educational access for Māori by offering 
scholarships and profiling Māori health care workers and promote them as role models to “inspire 
Māori into the workforce” 

One group suggested a broad range of cultures and groups should be represented in the health 
sector and suggested encouraging employment of a diverse workforce of passionate people.  

Other individual groups suggested the following opportunities for promoting Māori participation in 
the health and disability sector: 
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• Linking in with existing groups 
• Acknowledge and encourage all roles within this health intervention – kaiawhina, navigators, 

kuia. 
• Increase cultural competency 

 
Pae Ora Pathway Tuatoru: Effective health and disability services 
Is health equity an explicit outcomes-based goal which is reported on an annual basis? 
 
Current Situation 
Three of the four groups provided an answer to this question, with one group agreeing affirmatively. 
Another group implied that the intention is for health equity to be prioritised by stating: 

(it is a) regional and national expectation that inequity is addressed 
 
The third group was unsure how explicit the focus on inequity was in reporting: 

reports go to MoH which cover many aspects of patient flow and KPIs but how explicit it 
is regarding health equity is unknown 

 
Opportunities 
Only two of the four groups provided answered to this question. One group suggest that data 
collected is published and shared across services. 
 
Another group suggested that Taranaki DHB examine the strategies employed by the Hawkes Bay 
DHB as it has managed immunisation equity.  
 
Pae Ora Pathway Tuawhā: Working across sectors 

Is an intersectoral partnership approach used in developing and implementing this health 
intervention? 

Current Situation 
Two groups responded to this question by suggesting that current partnerships are very focussed 
within health and that organisation are open to working collaboratively. One group noted the 
determination to work together to address inequity for Māori requires strengthening.  
 
Opportunities 
Two groups agreed there was an opportunity for community collaboration, to bring different groups 
together and explore how they could work together. Statements included: 

Gather all organisations together on a regular basis to share and support 

Everybody needs to be on the same page 

Two groups referenced the opportunity to do things differently by “trialling new ideas (eg. pop-up 
clinics)” and “thinking outside of the box”. One group suggested there is a particular opportunity to 
partner with early childhood centres. 
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Reviewing and refining the intervention: 
 
Questions Six to Nine 
  
At the workshop the total of more than thirty suggested interventions identified by participants were 
grouped together as five different strategies for further examination by participants. These were: 

• Community partnerships and intersectoral approaches 
• Social Media 
• Nurse led clinics in community settings 
• Mobile services and pop-up clinics 
• Providing better health information to parents (including health literacy and whānau 

engagement) 
The workshop groups had an opportunity to answer the following questions for each strategy.  

6. How could this affect inequity in childhood immunisation in Taranaki? What are the 
predicted outcomes of this intervention for health inequalities? 
 
7. Who will benefit most? Who stands to benefit the most from this intervention? 

 
8. What might the unintended consequences be? Are there unintended consequences that can 

be foreseen? 
 

9. What will we do to make sure we do reduce inequalities in childhood immunisation in 
Taranaki? What needs to be done to ensure that the benefits accrue to the intended 
populations? 

 
The worksheets recording group responses for each of the respective strategies were circulated 
between the four workshop groups who were asked to add their own comments and record if they 
supported the other groups’ responses.  The following is a summary of questions six to nine for each 
of the five strategies. 

Community partnerships and intersectoral approaches 
Two groups each agreed this approach would improve communication; allow sharing of up-to-date 
information resulting in collective responsibility for immunisation which may increase catchment. 
One group noted it would require the PHO and general practices to challenge the current paradigm 
and partner with community non-government organisations. 

Two groups each agreed all groups would benefit from this approach and that more people would be 
talking and supporting. One group identified that Māori and high need populations, if prioritised, 
would benefit. 

Two negative unintended consequences were identified by participants. Two groups agreed that 
families could feel “ganged up on” if they are receiving immunisation messages from multiple 
sources and one group expressed concern that general practices may be reluctant to provide their 
service in lower income areas if there are already strong community support systems in place. A 
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positive consequence identified by one group is that more families and individuals could have health 
care plans. 

In order to guarantee this approach is successful two groups each agreed that it needs to be a 
“targeted initiative to targeted communities”. 

Social Media 
Three groups agreed that social media could raise the awareness of positive immunisation messages 
as well as invite community debate. One group suggested it could possibly benefit a younger 
audience. 

All groups agreed that a wide range of the Taranaki community stand to benefit from greater social 
media promoting immunisation and highlighted the family decision makers as benefiting. Two groups 
suggested families with low health literacy would benefit through the conveying of health messages 
using mediums such as videos and pictures. 

All groups agreed that there could be negative unintended consequences to using social media and 
one group suggested that comments on social media have the potential to stray from purpose and 
also cause confusion. All four groups agreed with the following cautionary statement: 

Incorrect and uneducated social media that has no validity can be shared for all to see 

To ensure the benefits of using social media accrued to the intended populations, three groups 
agreed that content would have to be clear, concise, relevant, credible and shared by trustworthy 
sources. Careful moderation would be required to manage extremist views and attention would need 
to be given to managing what can be a resource-intensive medium. 

Nurse-led clinics in community settings 
It was widely agreed by workshop participants that nurse-led services in community settings would 
result in a range of positive outcomes for existing inequities. Two groups agreed it could “reduce 
inequalities and improve access”. All groups agreed this approach would increase accessibility for a 
broader population, improve relationships with providers and key personnel and offer a less 
daunting and friendlier service. Three groups agreed it could increase engagement with services and 
help develop trust which may also benefit other health services on offer.  

All workshop groups agreed this approach could potentially benefit families who are isolated, Māori, 
un-enrolled with PHOs and living rurally. Three groups thought it would benefit those in the 
community with ‘high needs’ and also by extending immunisation coverage it would benefit those 
who can’t be vaccinated. 

A number of potential unintended consequences were identified by participants. All four groups 
agreed with the concern that nurse led immunisation clinics could potentially disconnect families 
from general clinics and three groups agreed it could result in unrealistic expectations on the nurse 
led immunisation service, resulting in requests for other health services. One individual group 
commented that this initiative may result in increased upskilling of nurses to gain more clinical 
experience and the potential expansion of general practices to incorporate nurse-led clinics. 
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For nurse-led clinics to have a guaranteed positive effect on inequity in immunisation all groups 
agreed that partnerships across primary care with other providers will be important. All four 
workshop groups agreed with the suggestion that the nurse led clinics need to be located in and 
driven by Māori Iwi health. 

Mobile services and pop-up clinics 
All workshop groups were optimistic that mobile services and pop-up clinics could have a positive 
impact on inequities in immunisation. All four groups agreed this approach would result in improved 
access to the immunisation programme through a targeted approach to providing immunisation 
services. Two groups each agreed that it could result in opportunistic immunisations and also 
become a social experience that friends take their children along to together. Two groups agreed this 
approach could have a positive impact on inequity because of its flexibility to provide a delivery 
model to suit the respective community, rather than always requiring a general led approach. 

Three groups agreed groups who stand to benefit from mobile services and pop-up clinics are 
families who experience access barriers; are not registered with general practices and struggle with 
keeping appointment times. 

When asked to consider unintended consequences of this initiative, all groups agreed that if it was 
well accessed then it could potentially result in general practice services becoming more freed up to 
deal with other health concerns. Individual group concerns included funding issues, the initiative not 
actually meeting the majority of the community’s need and being underutilized and preparedness for 
when whānau present with more serious health concerns that are outside of the scope of service. 

To ensure this initiative would benefit those it most needs to, individual groups suggested it is trialled 
and assessed initially, delivered outside of regular work hours to suit whānau and promoted 
collectively by schools, Early Childhood Education (ECE), well child providers, general practices and 
social media. 

Providing better information to parents (including health literacy and whānau engagement) 
Three groups agreed that by focusing on engaging whānau to provide better information about 
childhood immunisation there would be improved understanding of immunisation and to access it as 
well as increased trust in immunisation service providers. 

Three groups each agreed that Māori whānau stood to benefit from greater emphasis on this 
approach as well as the entire wider community. One group suggested that it could positively benefit 
those that are not immunised. 

One group suggested that greater understanding of immunisation would eventually benefit the 
workforce who would not have to spend as much time dispelling myths around immunisation. 
Individual groups also raised the risk of incorrect interpretation of information and the importance of 
circulating up to date information (removing circulation of outdated resources). 

Fundamental to ensuring this approach benefits the key populations to address inequities, three 
groups agreed that information needs to be shared with parents with the ‘right approach’, a non-
judgmental attitude, consistent messages, targeted and appropriate delivery, involvement with 
positive community groups and be subject to evaluation. Two groups agreed that in order for this 
approach to be effective, information has to be provided in a timely manner. One group highlighted 
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the need for Māori Iwi Heath and non-government organisations to support and lead whānau 
conversations as resources to share information. One group suggested using the health literacy 
review tool for the immunisation programme. 

 

Evaluating the impacts and outcomes the intervention: 

Question Ten 
How will we know if inequalities have been reduced? 
 
Workshop participants agreed that local immunisation coverage data is collected adequately because 
of the existing national database, the NIR and achieving equity in immunisation will be reflected in 
this data. 
 
It was agreed that if additional services, such as immunisation pop-up clinics, are to be introduced 
then participant demographic profile data should be collected to understand which population 
groups are utilising these services. Further examination and monitoring of the profile of families on 
the OIS list was also suggested. 
 

 
Workshop Feedback 
The majority of the participants felt being involved in the HEA workshop was useful. A key theme in 
the feedback from the workshop was that participants valued the collaborative nature of the session 
and the opportunity to discuss the inequities with a wide range of stakeholders. See Appendix Ten 
for a summary of the workshop participant feedback. 
 

3. CONSUMER FOCUS GROUP 
 
Consumer Focus Group Participants 
A total of six participants took part in the focus group. Four out of the six participants identified as 
New Zealand Māori. One participant identified as Cook Island Māori and one as New Zealand 
European. 
 
All participants were caregivers. Four of the six participants cared for two or more children, with a 
total of 13 children under the care of the six participants. Ages of children in their care ranged from 
17 months to 13 years old. Of the four participants who provided their own age, all were aged 
between 41 and 44 years old.  All but one of the participants were grandparents looking after their 
grandchildren or caregivers of whāngai children.   

Five of the six participants resided in Manaia, a town in South Taranaki twelve minutes drive (14.6 
kilometres) from Hawera. One participant lived in Normanby, a seven minute drive (six kilometres) 
from Hawera. 
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Question One. 
What were the main reasons you had someone come to your house to give your child their 
immunisations? 

 
All participants stated that they have taken children to a general practice to receive immunisations. 
None of the participants had had immunisations carried out at their house through the OIS.  One 
participant reported that the Tamariki Ora Nurse had come to her house to do a well child check, but 
she had taken the child to the general practice clinic for their immunisations.   

None of the participants were aware of the OIS. 

Question Two. 
In the past have you gone to your local GP clinic for your child/ren’s immunisation? 

 
All participants had taken their children to the local general practice clinic for their immunisations. 
Three participants commented that their experiences of visiting their local general practice clinic 
were positive. 

One participant shared a negative experience of taking their child to the general practice clinic for 
their immunisation.  

It was a nightmare for me, she screamed the doctors down, it took two people to hold her 
down, the first shot was horrible and the second shot was... and now she knows the 
hospital is horrible. It’s the bad place now.  

Nearly all (5 out of 6) of the participants advised that they visit a general practice clinic in Hawera. 

The group all agreed that after their children received their immunisations they were advised they 
can leave the clinic immediately (without the recommended 20 minute wait) and return to the 
practice if the child experiences a reaction or take the child to the Emergency Department in Hawera 
hospital. 4 

The other thing was after baby got injections, they made you wait in the waiting room 
[Interviewer – You mean wait 20 minutes?] nah wasn’t even that, it was lucky to be a minute 
and she just said ‘oh if she has any reactions just bring her back in’ you just keep an eye out 
and watch her, any reactions just come back 

Another participant, who was a grandparent emphasised that this was not how it was when they 
had their own children.   

But with the older kids we had to wait 

Question Three. 
What are some of the barriers (if any) you have faced in getting your child/ren immunised at your 
local GP? 
 

                                                           
4 Consumer feedback on post-immunisation observation period practice was shared with the Taranaki DHB Medical Officer 
of Health. The provider was contacted and underwent an audit which addressed this issue.  
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Difficulty getting an appointment:  
Three participants expressed difficulty accessing the general practice in Hawera due to low number 
of general practitioners and experienced difficulty getting an appointment with a two to three week 
wait time unless they used the walk-in clinic. Two participants explained as a result they often have 
to see nurses instead and also then wait three weeks to see a doctor. Participants noted the wider 
issue that doctors were unavailable in both Manaia and Patea.  

The participants identified Accident and Emergency (A&E) in Hawera Hospital as an option, but again 
the wait time can be long so travelling to New Plymouth A&E can be a quicker option. 

The wait was just too long and this time of year its quite hectic aye so something needs to 
be done about the medical system 

Another participant advised that she tried to get an appointment with a specific nurse for her older 
teenager and could not get an appointment for four months.  

The system is failing 

One participant highlighted that there are no reminders about appointments at their general practice 
which means if they forget about their appointment they have to make another. Another practice 
mentioned in South Taranaki provides a reminder message by mobile phone text, the day prior to the 
appointment. All participants felt getting a reminder text message would be helpful, especially as the 
general practice billed patients $5.00 for missing an appointment. 

Participants were asked if the wait time to get an appointment served as a barrier to having their 
child immunised at the clinic.  

Yeah that’s a barrier, you’re best to book well in advance. I used to book in a month 
advance otherwise you won’t get your child in 

Participants were asked if they experienced problems travelling to the health clinic for their child’s 
immunisation, a twelve minute drive away. 

Well it’s a way of life…. It’s a case of having to…… I think it’s really helpful that you’ve got 
this service {Iwi Health Service} because you can just ring up {staff member’s name} and 
they will take us to appointments 

One participant thought the idea of an Outreach service where the immunisation is carried out in 
their own home was a great idea and reflected on the difference it that approach could have made to 
another participant’s child’s experience of immunisation. 

With {child’s name} last year you had no transport, they could have come out here and 
got it done, at  least she would have been in her own home with her own toys, less stress, 
she can take off into her room. 

Lack of communication from health clinic 
Another participant shared their experience of trying to find out when the immunisation was due for 
a child in their care.  
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Yeah I’ve rang and still haven’t got any response, it took me about three weeks to get a 
hold of her because I had a message on my phone to contact {the practice}, gave the 
message to {the practice} for her to contact me, then I was ringing like three times a 
week, and then they rang me and said to me “well you keep ringing here what do you 
want?” That was {the receptionist, who they knew}, I said “excuse me?” She said “well 
you keep ringing here and leaving messages, what do you want?” I think ‘does anybody 
communicate there?’ I think they obviously don’t. I said I’m after a lady called {the 
person’s name}, I’ve never met her and she needs to come and do my health check with 
my moko, she said “oh righty I’ll get someone to contact you” and that’s the response, 
you don’t even feel like going back or ringing back. 

Generally poor communication was identified as an issue by other participants.  As one participant 
with older children (over 13 years) stated: 

 Even when you want results from tests you don’t get them back for the kids, you have to 
make another appointment and pay for it 

Participants also felt that they had no choice but to accept what they felt was a poor level of service. 

It’s alright saying to go to another service but there isn’t any, and you’re looking at a 
price, we’re rural. 

Question Four. 
How could some of the barriers to getting your child/ren immunised at your local GP be overcome? 
 
Consistency of staff 
One of the key barriers discussed by participants was a lack of consistency of care. It was important 
to participants that they had an ongoing relationship with their care provider so they could build 
rapport and trust. 

It’s also the meeting and greeting, you always get random nurses it’s not one person who 
you see the face all the time.  

You feel comfortable with the same, you build a rapport with the same person so the 
rapport between you and them and the child isn’t doing it. 

It’s just like doctors, you never get the same doctor. 

The relationship building is really important, really important for the children.  

My kids don’t want strangers to touch them. 

Transport  
All but one participant stated that assistance for transport was available through an Iwi Health 
Service. 

{Iwi Health Service staff} would take us, anything medical 
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Recently we held a workshop with key people who deliver the immunisation service to under 5s in 
Taranaki.  They had a few suggestions on how the service could be delivered. 
 
Question Five. 
Would you be interested in attending a ‘pop-up’ clinic in your community, like the one that was 
recently held in Waitara and hosted by the Maori Women’s Welfare League? Could be held at (Iwi 
Health Provider) perhaps? 
 
All participants except for the one who lives in Normanby agreed they would attend the pop up clinic 
if their child was due for their immunisation. One participant made the following statement around 
this option reducing their costs, which there was general agreement from the group on: 
 

It would save me going to Hawera, that’s ten bucks gas and I’ve got 5 children so I’m 
going back and forth all the time 

 
All participants shared that their children were currently up-to-date with their immunisations 
 
Another participant commented that this option would not be easier than visiting the GP as they live 
in Normanby. 
 
Question Six. 
Would you be interested in attending a mobile clinic in your community (similar to other mobile 
clinics like dental or breast screening)? 

There was general agreement from participants that they would attend a mobile clinic. Responses to 
why they would be interested in this service included: 
 

You don’t have to travel. If it was on the right dates ... it would help the ones that need 
immunisation or the ones that don’t have cars, at least there’s an option there.  
 
The mobile bus would be able to get to all the rural areas around the motu, like here, 
Kaponga, Rahotu, Normanby 

 
Other ways of delivering the service 
 
Question Seven. 
Do you have any suggestions on how the childhood immunisation service could be delivered, that 
would better meet your needs? 

All participants emphasised the importance of have consistency of care with immunisation, i.e. that 
they would have the same nurse each time, so they would know the staff and build up trust and 
whanaungatanga. 

Having the same person, same nurse. Because the children build up a rapport with them 
and every time they see some one different it’s like… 
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It’s bad enough that they’ve gotta go for their needle and then having to see someone 
different all the time… 

Another key suggestion was getting a reminder to book children in for their immunisations and a 
follow-up reminder the day before the appointment.   

Getting notified in advance, someone flicking a text to say book in a month from now… 

I get one for cervical smear, reminder for that, but yeah it would be good for parents to 
have reminders, you’re baby’s immunisations are due in a month’s time, book in now… 

Call you the day before [do they call you if you miss it?] no you just have to remember … 
when the bill comes in that you’ve missed your appointment and you have to pay and 
extra $5… it makes people that haven’t got that extra $5, on top of, don’t want to go, 
…or if they don’t have credit of their phone, you can’t ring and tell them you can’t make 
the appointment.  

Another suggestion was to have a 0800 number to ring for immunisations for people who had not 
credit on their phone. 

As many of the participants were caregivers to the children, i.e. grandparents bringing up their 
mokopuna they also suggested being given a record of their immunisations as many did not have 
their Well Child or Plunket books.   

The other thing because she’s not with Plunket and people want to see the Plunket book, 
be good to have their own little record book for us… didn’t you get one?... nah…. [you 
need those things to enroll in daycare and things like that too?] yeah… 
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4. CONSUMER TELEPHONE INTERVIEWS 
 

Five immunisation service consumers participated in telephone interviews. Three were families on 
the North Taranaki OIS list and two consumers attended a recent Waitara flu vaccination pop up 
clinic, at which their child was immunised. 

All five participants were female. Three were aged between 25-29 years old and two between 30-39 
years old. All consumers who provided information on the ages of their children had more than one 
child. The number of children in their care ranged from two to five. The majority identified as Māori 
(6) and two participants identified as New Zealand European/Pakeha. Participants lived in Waitara, 
Bell Block, Inglewood, Westown and Marfell.  

Question One. 
What were the main reasons you went to the pop up clinic/or had someone come to your house to 
give your child their immunisations? 

All three participants who utilised the OIS mentioned the benefits of having the child’s immunisation 
carried out in their own home: 

Saves me time taking him out in the cold weather …I just like my kids getting 
immunised in their own home where they feel comfortable 

Just easier 

I loved how they came home, that made it more agreeable 

All three participants also made positive comments about the quality of care from the health 
provider, a typical response was: 

I really liked the ladies through (OIS provider) 

Two of the participants on the OIS advised their opinions on immunisation had changed since 
receiving the service and they are no longer vaccinating their children. 

For the two consumers who attended the pop up clinic in Waitara, one stated that the main reason 
they attended was that it was free. They explained that their family did not have their own transport 
so were transported from New Plymouth by a support worker. The Waitara based participant advised 
it was an opportunity to have the children vaccinated in Waitara.  
 

All the women at the pop up clinic were really lovely. Made it not as scary. Having 
friendly faces in there was a good thing 
 

Experience with the GP clinic: 
 
Question Two. 
In the past have you gone to your local GP clinic for your child/ren’s immunisation? 
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All participants had taken their children to a general practice at some stage. Three had now changed 
to the Outreach Service. 
 
Question Three. 
What are some of the barriers (if any) you have faced in getting your child/ren immunised at your 
local GP? 
Three participants mentioned a lack of access to their own vehicle. 

My doctor was really far away, that was my biggest barrier, and at the time I had no 
car 

One participant stated that they faced financial barriers as a solo parent on a benefit. They advised 
they had limited credit on their mobile phone to phone the general practice to make an appointment 
and texting the Outreach Service was easier. 

One participant advised the clinic is not very homely and they would just rather immunise in their 
own home. 

One participant stated that they didn’t experience any barriers. 

Question Four. 
How could some of the barriers to getting your child/ren immunised at your local GP be overcome? 

The majority of participants (3) identified provision of transport as a way of overcoming barriers to 
accessing immunisation in general practice. 

One parent suggested general practice staff listen to patients better and respect how they wish their 
immunisation to be given: 

I wanted to breastfeed my child while she was getting her jabs when we went to the GP 
and the nurse was really against it, she said the baby could choke and was really forceful. 
I ended up saying well I’m not getting it done unless you allow me to have it the way I 
want it to be. I suppose just be more open minded, you parent different anyway, so if a 
parent wants to do it this way, they’re the parent at the end of the day to know what’s 
right and wrong for their children anyway so, just need to allow things to be their 
{parents} way and not just the doctors and nurses way. 

One participant recommended that the free flu vaccination is made more readably available, 
including for young children. 

Only get it when you are pregnant – not going to get pregnant every year to get my 
free flu jab. Hard on a benefit, only get money for food, rent and power. No money to 
get a bus. That’s it pretty much. 
 

Other suggestions given around delivering the service: 
 
Recently we held a workshop with key people who deliver the immunisation service to under 5s in 
Taranaki.  They had a few suggestions on how the service could be delivered. 
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Question Five. 
Would you be interested in attending a ‘pop-up’ clinic in your community, like the one that was 
recently held in Waitara and hosted by the Maori Women’s Welfare League? 
 
The majority of participants (4) agreed they would attend this service. 

Definitely, but I wouldn’t give up the Outreach clinic for much … that would be super 
awesome if that was in my little suburb 

Good thing to have … anyone could go and it was free 

Would help me a lot – transport, not having a car. Hard for me and three kids to get 
around. 

One participant disagreed: 

To me that would be even more foreign than the doctors … it’s a whole different 
environment … it’s more about thinking about the children  

Question Six. 
Would you be interested in attending a mobile clinic in your community?  Similar to other mobile 
clinics like dental or breast screening? 

The majority of participants (4) were interesting in this service however there was a strong 
preference for home visits over a mobile clinic, mainly around the comfort waiting 20 minutes 
following the vaccination. 

I prefer home visits 

At your home is easier for the 20 minute wait 

It would depend on the actual mobile itself … for the comfort of your children 

 
Other ways of delivering the service: 
 
Question Seven. 
Do you have any suggestions on how the childhood immunisation service could be delivered, that 
would better meet your needs? 

One participant suggested holding services in Marfell 

Lots of people who don’t have vehicles … most of us struggle in Cook Street so base one 
there 

The participant who lives in Inglewood suggested getting articles into the community newsletter and 
Facebook page and at the local general practice if these services were to become available. 
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Question Eight 
Do you have any additional comments? 

A general positive comment was made by one participant about the quality of service from a Māori 
Health provider. 

I think that all mothers should go there no matter what nationalities you are … reach 
out to them to come because they’re beautiful people 

One participant suggested developing an immunisation booklet that is more a children’s book and is 
easier to understand for younger parents. 

You would understand more … I think all that needs to be a little more like an easy 
guide book for younger mums. 
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DISCUSSION 
 
The data analysis undertaken for this HEA highlighted significant existing geographical, ethnic and 
socio-economic inequities in achieving timely immunisation coverage of children in Taranaki. 
Tamariki Māori experience notable inequity at the key early milestones of six and eight months, with 
an approximate difference of 5% when compared with New Zealand European children. While 
coverage at 12 months is similar for tamariki Māori and New Zealand European children, by the 18 
month milestone tamariki Māori in Taranaki have 12% lower coverage. This changes at the twenty-
four month milestone when Tamariki Māori achieve immunisation coverage 2.8% higher than that of 
New Zealand European children. At the five year milestone, tamariki Māori again have lower 
coverage than New Zealand European children. Tamariki Māori are over-represented on the OIS list, 
representing more than two thirds (68%) of families on the list, based on a 3 month sample across all 
of Taranaki. This data demonstrates that the key equity issue is around timeliness and emphasises 
the need for a focus on improving timely immunisation for tamariki Māori in Taranaki.   
 
Socio-economic and geographic inequities are also evident, with areas of higher deprivation having 
highest rates of infants on the OIS List. These include Waitara, Marfell and Manaia (which are also 
areas with high Maori populations). This assessment highlighted significant barriers for families living 
in Waitara to accessing wider general practice services due to the local practice no longer enrolling 
new patients. It was found that 70% of infants on the OIS list who live in Waitara are either not 
enrolled at a general practice (29%) or are enrolled in a general practice outside of the Waitara area 
(41%). Twenty-nine per cent of infants are enrolled at the local health centre. Manaia does not have 
a general practice situated in its area, meaning travel to Hawera is required to attend a general 
practice to access immunisations.  
 
When analysing immunisation coverage looking at socio economic status using New Zealand 
Deprivation Index, a bimodal pattern of coverage can be viewed for timeliness. Lower immunisation 
coverage is achieved for the least deprived (NZ Dep 1-2, of which it is noted that Taranaki has very 
low numbers) and most deprived (NZ Dep 9-10). However by twenty-four months this is reversed and 
the most deprived group (NZ Dep 9-10) has the highest coverage and the gap between NZ Dep 1-2 
and NZ Dep 9-10 has grown, a pattern that discontinues by the five year milestone, furthermore 
suggesting efforts to address inequities should be focussed on timely achievement of the early 
milestones. 
 
The literature review finding that a range of strategies are required at multiple levels to tackle 
persisting inequities in immunisation was supported by stakeholder feedback. Action should be 
focused at various system levels including general practice, OIS and DHB strategic level. In addition, 
strategies need to be applied that seek to address inequities both immediately and with the 
objective of sustaining long-term health equity in childhood immunisation in Taranaki.   
 
An unintended outcome of this assessment was addressing an issue of incorrect immunisation 
procedure by one of the general practices. This resulted from focus group participants who shared a 
common experience of reception staff at one practice giving inaccurate instructions about the post-
immunisation observation period and advising they could take their child home immediately. The 
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feedback was shared with the Taranaki Medical Officer of Health and Immunisation Coordinator who 
brought it to the attention of the practice through an audit. A quality improvement that resulted 
from this is the inclusion of reception staff in information sharing about the post-immunisation 
observation period to ensure best practice is followed. This further reinforces the value of regularly 
gaining feedback by health service users, as well as undertaking routine audits, to inform service 
improvements.  
 
A strength of this HEA process is the use of consumer voice and the value assigned to the views and 
experiences of service users as credible evidence to inform this assessment. While the collection of 
this data has been increased the range of perspectives considered, it is also a recognised limitation 
due to the low numbers of consumers participating in the focus group and telephone interviews. It is 
further noted that the views of the focus group reflect their experience of mostly one general 
practice and the telephone interviewees of a single OIS provider. 
 
Consumer voice 
A key theme to emerge from the literature review and the application of the HEAT was the 
importance of obtaining the voices of those who experience inequity in immunisation to inform 
service review and planning. This assessment identified that Māori have limited opportunity to input 
into immunisation service development at a whānau level. Opportunities exist for the Taranaki 
Immunisation Service to routinely collect information from targeted service users, particularly Māori 
whanau and families utilising the OIS, to continually identify and potentially address barriers to 
immunisation. Suggested action in this area is supported by Recommendation One. 
 
Partnerships and representation on TSIG 
The TSIG is the representative group responsible for driving the improvement of immunisation rates 
in Taranaki. The existing Terms of Reference for the group, confirmed in 2014, state that the group 
will review its membership annually. It is opportune for the TSIG to revisit these terms of agreement 
including considering other agencies and organisations not currently involved with the group who 
work with similar families/whānau (for example, Barnardos, Ministry of Social Development) and 
seek opportunities to partner with them to promote childhood immunisation. This is supported by 
Recommendation Two. 
 
It is noted that the National Child Health Information Programme (NCHIP) that was introduced to 
deliver integrated child care in 2016 was not well mentioned by participants in this HEA. This may 
suggest low awareness of NCHIP in regards to immunisation or that the potential use of NCHIP to 
support immunisation is not well utilised in Taranaki. 
 
Practice level equity reporting 
Fundamental to addressing inequities in health is the collective acknowledgement and ownership of 
the problem by multiple agents in the health system. For general practices to take action to eliminate 
inequities in childhood immunisation, the problem and their role in addressing it must firstly be 
visible to them. Introducing regular general practice equity data reporting on immunisation coverage 
would be an effective and low cost measure to profile inequities in immunisation to general practice 
and promote accountability in this area.  
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Equity reporting would ensure data is analysed by ethnicity to monitor the gap between Māori and 
non-Māori immunisation coverage. This type of reporting would provide valuable information for the 
Immunisation Service to identify underperforming practices for targeted action on immunisation. 
This finding is supported in Recommendation Three.  

Health Literacy  
Health literacy is defined by the Minnesota Health Literacy Partnership (2016) as our ability to read, 
understand and act on health information; a provider’s capacity to communicate clearly, educate 
about health and empower patients and a system’s capacity to be easily accessed, quickly navigated 
and understandable by all128. Health literacy was a common theme in the stakeholder interviews and 
workshop and was supported by the literature. Health literacy plays a significant role in sustaining 
inequities in immunisation and opportunities exist to improve immunisation health literacy, 
particularly with Māori whanau at a general practice level.  
 
A health literacy approach places service users in the interactive context of the health system they 
are engaging with, rather than putting the onus of responsibility solely on the service user; for 
example, while research undertaken with Māori families who have not immunised their children 
showed the group sampled had limited knowledge of the immunisation process, lacked confidence 
navigating the immunisation system and some had suspicion of immunisation as an intervention, 
research has also identified that significant barriers to accessing immunisation are created by ‘hard 
to reach’ general practices, who could make service enhancements to increase accessibility for Māori 
whānau. Research also shows the attitude and encouragement of providers, their services and the 
advice they give are key influences on parents’ engagement in general practice and decision making 
on immunisation.   
 
A wider theme identified by stakeholders and supported by the literature is that general practices do 
not necessarily provide services that are appropriate for Māori clients. Small enhancements to Māori 
experiences in healthcare practice are likely to result in an increase in Māori immunisation rates. On 
a practice level, there are a number of actions than can be taken to increase access for Māori to 
culturally appropriate services by focusing on health literacy and there is research that explores this. 
Action in this area is supported in Recommendation Four. 
 
Many general practices through out New Zealand utilise SMS to send precall messages prior to 
appointments. It is unknown how many practices use this communication system in Taranaki and 
which practices offer the service. It may be helpful to the immunisation service to understand 
existing provider systems and their effectiveness, including SMS precalls. There may be opportunities 
to offer targeted support to general practices to introduce system changes to improve timeliness of 
immunisation events. This is supported by Recommendation Five. 
 
Addressing health literacy could also be supported by efforts to develop a Taranaki DHB 
immunisation communications plan to promote immunisation, with a strong health equity focus and 
involvement of representative consumers in its development. Utilising social media was supported in 
the stakeholder workshop, however, this requires a planned approach utilising communications 
expertise and adequate financial support.  This is supported by Recommendation Six. 
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Antenatal period 
Research demonstrates the important role Lead Maternal Carers (LMC) play in influencing decision 
making by parents to immunise their child and encouraging early enrolment with primary health 
care. It is known that parents tend to make decisions regarding whether to immunise their children 
during the antenatal period. LMC are viewed by families as credible sources of evidence-based 
information and, therefore, it is important that their immunisation messages are delivered positively 
and accurately to families. In addition, the inclusion of whānau, especially mothers “nannies”, when 
sharing immunisation information for pregnant women, mothers of young babies and their whanau 
can enhance receptiveness to immunisation messages. Research suggests that there may be some 
success in increasing heath literacy regarding immunisation amongst Māori by including 
immunisation information as part of antenatal education for pregnant women and their whanau. 
This is supported by Recommendation Seven. 
 
Access to general practice 
This assessment highlighted significant access barriers to enrolling at and attending general practice, 
particularly for families living in Waitara and Manaia and demonstrates that primary health care is 
not always working equitably in Taranaki. Families who are new to the Waitara area are unable to 
enrol with their local general practice and must travel to New Plymouth for immediate access to 
primary health care services. While there are certainly wider system factors at play this may go some 
way to explain the overrepresentation of Waitara families on the North Taranaki OIS list while also 
highlighting a key barrier to access to primary health care services for Waitara children and their 
families. 

It is acknowledged that general practices operate within significant resource restraints and many are 
under pressure due to a shortage of general practitioners in Taranaki, affecting their ability to enrol 
new patients. However there are opportunities for general practices in areas with poorer child 
immunisation timeliness to offer nurse led immunisation for un-enrolled children, as an alternative 
to the OIS. This HEA has confirmed that immunisation providers are authorised to immunise children 
who are not enrolled with their practice and IMAC encourages them to do so when the child is not 
enrolled with a general practice (N Turner 2017, personal communication, 11 December). Given that 
there are particular geographic populations over-represented on OIS lists this could be an important 
area for the immunisation service to take action in by working with the PHO to encourage and 
support particular practices to accept unenrolled children for immunisation. This is supported by 
Recommendation Eight. 

As suggested by one stakeholder, inequity in immunisation coverage is an indicator of engagement in 
other areas of child health, and raises the broader question “what other health services are the 
children not accessing?” There is an opportunity to explore more deeply these inequities relating to 
access to primary health care for children in Taranaki. This finding is wider than the scope of 
childhood immunisation and therefore is supported by a suggestion to Taranaki DHB to undertake a 
HEA of access to general practice enrolment for children under five in Taranaki.  

Pop-up clinics  
At the stakeholder workshops, nurse-led ‘pop-up’ clinics (held outside of clinical settings) were 
suggested as an alternative, community-based immunisation service to families. This concept was 
supported by the OIS service users we interviewed and has been found in the literature to be likely to 
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increase equity in uptake by both deprivation and ethnicity. This finding is thought to be especially 
relevant for Māori as the clinics would take place outside of the general practice setting.  However, 
an alternative view shared by two key stakeholders was that by directing immunisation services away 
from general practices, ‘pop up’ clinics would not address the fundamental issues in the primary 
immunisation service, including inequities in access to primary health care. 
 
While a recommendation to establish “pop-up” clinics is not being made from this assessment, the 
Immunisation Service may choose to revisit the evidence regarding such interventions in the future. 
To promote equity, key factors to consider are:    

• Engagement with local community groups with strong connections to whānau in planning 
• Delivery by Māori health providers in targeted settings (for example, Marfell, Manaia and 

Waitara) 
• Offer childhood immunisations alongside other clinics, such as community-based flu 

vaccination clinics (as in Recommendation Nine).  
 
Outreach Immunisation Service 
OIS are an important tool for increasing childhood immunisation coverage and reducing inequity. It is 
also noted that outreach services are time intensive and relatively expensive. Feedback from 
consumers of the North Taranaki OIS was highly positive about the staff delivering the service and 
emphasised the ease, convenience and comfort of having their children’s’ immunisations carried out 
in their own home. Consumers also viewed the service as helpful to overcoming barriers, such as a 
lack of transport and mobile phone credit to telephone general practices. With their positive 
experience of the OIS, there is a risk that families accessing OIS may come to view the in-home 
immunisation service as an optional choice, alongside the general practice approach. There are 
opportunities for OIS providers to increase efforts to reintegrate users back into general practice to 
access the wider benefits of primary health care, an objective of the OIS. In this HEA, consumers 
suggested that assistance with accessing transport would be the most helpful way of re-engaging 
them in general practice immunisation services.  
 
Data from the Outreach lists for the three months January to March 2017 is useful for guiding where 
the OIS could prioritise these efforts. Fifteen per cent of families on the North Taranaki outreach list 
were enrolled with Tui Ora Family Health and 11.5% with Waitara Health Centre, suggesting that 
supports, such as provision or funding of transport, could be targeted to these families to engage 
back them into the general practice setting. In South Taranaki, almost half (42%) of families on the 
Outreach list were enrolled with Ruanui Health Centre. It is suggested that the OIS providers 
prioritise efforts to re-engage OIS clients into the aforementioned general practices. 
 
An audit of the OIS could be undertaken with providers to identify opportunities to strengthen the 
equity, efficiency and effectiveness of the service, and to examine whether the recommendations 
made in the 2016 national review of OIS by IMAC (for the Ministry of Health) have been actioned. 
The audit could consider how current providers are assisting families to re-engage in primary health 
services. The Immunisation Service may also wish to consider contract incentives around reducing 
outreach lists or achieving high immunisation coverage in high needs populations (these were not 
explored in this assessment). This is supported by Recommendation Ten. In addition, it is suggested 
that continual monitoring of participation in OIS takes place through the continual collection of OIS 
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participant list data and this information is analysed on a regular basis (quarterly and annual) to 
identify which population groups are continually accessing the service. This is supported by 
Recommendation Eleven. 
 
Barriers to accessing immunisation 
Financial barriers, including access to transport, were identified as strong influences on the ability of 
low income families to engage with immunisation services in general practice settings. The provision 
of support to families to address transport barriers is an important step to reintegrating families into 
immunisation services in the general practice setting. It is noted that at the twenty-four months 
milestone tamariki Māori and families living in more deprived areas achieve improved immunisation 
coverage and this milestone coincides with the milestone age the Māori Women’s Welfare League is 
contracted to provide support, including transport services, to families. This may partly explain the 
reversal of inequity in coverage at this milestone and warrant further investigation into supporting 
families with transport services.   
 
In terms of existing supports in place for families, the Te Kawau Mārō contract held by Māori health 
providers is an adaptation of the Whānau Ora model which allows the organisation to meet the 
needs of its clients and whānau to enable them to access their services. It is suggested that through 
this contract additional support could be provided to families, particularly in the key areas of 
Waitara, Marfell and Manaia, who experience transport barriers and may utilise the OIS. As this 
finding is wider than the scope of the childhood immunisation service it is supported by Suggestion 
Three to Taranaki DHB. 
 
Another barrier highlighted by OIS consumers was a lack of credit on their mobile phones to contact 
general practices. As a result, they were unable to telephone the general practices to make 
appointments and sent text messages to outreach instead. While there are multiple barriers for 
families engaging with general practices, a lack of mobile phone credit could be a genuine barrier for 
families who are disadvantaged due to a lack of financial resources. Beyond immunisation, there is a 
wider opportunity for the Taranaki DHB to consider provision of a free telephone call service to 
enable equitable access to communication with Taranaki health services; this is supported by 
Suggestion Four to Taranaki DHB. 
 
Advancing organisational equity agenda 
Taranaki DHB is taking pro-active steps to apply a critical health equity lens to a number of it’s 
services and programmes to promote health equity in Taranaki. This assessment identified a number 
of further actions that the Taranaki DHB could take to strengthen organisational commitment to 
health equity to support and enable health services to become more equity-focussed. Although this 
is outside of the scope of this health equity assessment, these are still useful findings to share with 
the DHB for consideration. 
 
Opportunities exist for the DHB to strengthen its leadership in promoting health equity by adopting a 
commitment to child health equity as a strategic focus of the organisation. It is suggested that the 
Taranaki DHB considers adopting child health equity as a strategic focus at a Board level, developing 
an organisational child health equity position statement and building in equity statements and 
measures into provider contracts. As an organisation committed to health equity, efforts focused on 
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strengthening the Taranaki DHB workforce capacity of Māori and building cultural competencies of 
all staff could be further amplified. As these findings fall outside of the scope of childhood 
immunisation, recommendations will be made by the Public Health Unit in a forum outside of this 
report. 
 

RECOMMENDATIONS 
 
As a result of this HEA, the following recommendations are made to Taranaki DHB Planning, Funding 
and Population Health for the Taranaki Childhood Immunisation Service: 
 

1. Regularly review immunisation service by obtaining consumer feedback, with a focus on 
Māori consumer voice, to inform ongoing service planning. 
 

2. TSIG undergoes a self-review process to ensure equity focussed member representation and 
review terms of reference to ensure effectiveness and increase equity. 
 

3. Introduce quarterly equity data reporting of immunisation coverage at a general practice 
level and monitor coverage.  
 

4. Work with the PHO to identify opportunities to enhance health literacy and delivery of 
culturally appropriate services to improve timely immunisation uptake rates (for example, a 
health literacy review at a practice level). This could utilize practice level equity data reports 
to identify underperforming practices to target with customised actions plans. 
 

5. Work with the PHO to understand existing provider systems and their effectiveness, 
including SMS precalls and identify opportunities to support general practices to introduce 
system changes to improve timeliness of immunisation events. 
 

6. Develop a communications media plan to promote accurate immunisation messages, 
including social media, with a strong health equity focus and community input. 
 

7. Actively work with LMC and antenatal education services to disseminate accurate 
immunisation information positively and encourage early enrolment in primary care, 
including development of Hapu Wananga (kaupapa Māori antenatal education programme). 
 

8. Work with the PHO to encourage general practices in priority communities to accept un-
enrolled children for immunisation, with one-off immunisation benefit subsidy funding. 
 

9. Continue to offer childhood immunisation at future free annual winter flu vaccination ‘pop-
up clinics’ held in key geographic locations and ensure they are planned with local 
community groups who are connected to whānau. 
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10. Undertake an audit of the OIS to assess if the recommendations in the Ministry of Health 
National Review of OIS have been implemented. The audit will aim to increase opportunities 
to deliver a service that provides equity, efficiency and effectiveness, with a particular focus 
on strengthening the OIS efforts to engage families with primary care services. 
 

11. Continually collect and analyse outreach participant lists and monitor quarterly and annually 
to identify which population groups continue to be represented in OIS. 
 

12. Establish a representative working group to hold quarterly monitoring meetings to review 
progress of implementation of Health Equity Assessment recommendations.  

While the HEA focussed on the Childhood Immunisation Service, this assessment highlighted a 
number of wider opportunities to improve access to primary health services. The Taranaki DHB 
may like to consider the following suggestions: 

 
1. Work with the PHO to explore the need for a HEA of primary health enrolment for children 

under five years old. 
 

2. Continue efforts to address the shortage of general practitioners in Taranaki, particularly 
South Taranaki and Waitara. 
 

3. Planning, Funding and Population Health to work with Māori health providers to provide 
additional support (such as transport services) to link families to practices in high deprivation 
areas and with high proportion of Māori whanau, under the Te Kawau Mārō contract.  
 

4. Consider establishing a free 0800 phone number to Taranaki DHB to transfer telephone calls 
to general practices to make appointments so contacting general practices is free from 
mobile phones in Taranaki.  
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CONCLUSION 
 
A health equity approach to reviewing health services allows decision makers to examine a service in 
terms of its impact on addressing health inequalities. Using health equity tools such as HEAT offers 
an opportunity to inform decisions on future health service planning with equity lens and target 
resources towards actions that will have the greatest impact on reducing existing health disparities 
whilst increasing stakeholder and community engagement 
 
The application of the HEAT to the childhood immunisation service provided an opportunity for 
stakeholders to critically examine the existing immunisation service with a health equity lens. This 
assessment has highlighted that there are a range of opportunities to strengthen the equity focus of 
the service to increase its potential to address inequities in immunisation. Efforts are best focused on 
strategies that seek to make a long-term impact by addressing the wider determinants of inequities 
in immunisation in Taranaki. 
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APPENDIX ONE – Taranaki District Health Board Health Equity Assessment Process, 2017. 
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APPENDIX TWO  – Workshop Agenda 
 

HEALTH EQUITY ASSESSMENT WORKSHOP 

Taranaki Childhood Immunisation Programme 

Tuesday 16 May, 9am – 12pm  

Corporate Meeting Room One, Taranaki Base Hospital 

Workshop Agenda 

Karakia & Welcome 

Round of introductions 

Workshop overview  

Background – Health Equity & Health Equity Assessment Tool (HEAT) 

INEQUITY IN TARANAKI CHILDHOOD IMMUNISATION RATES 

5 minute presentation - Taranaki Immunisation Rates  

Understanding Health Inequalities 

1. What inequalities exist in relation to childhood immunisations in Taranaki? 

2. Who is the most advantaged and how? 

3. How did the inequalities occur? What are the mechanisms by which the inequalities were created, 

maintained or increased? 

Morning tea served 

5 minute presentation – Taranaki Immunisation Programme  

Intervening to reduce health inequalities  

4. How could we intervene to tackle inequity in childhood immunisation in Taranaki?  

5. How will you improve tamariki Māori health outcomes and reduce health inequalities experienced by 

tamariki Māori?  

Reviewing and refining the intervention  

6. How could this affect inequity in childhood immunisation in Taranaki? 

7. Who will benefit most? 

8. What might the unintended consequences be? 

9. What will we do to make sure we do reduce inequalities in childhood immunisation in Taranaki? 

Evaluating the impacts and outcomes the intervention 

10. How will we know if inequalities have been reduced? 

Wrap up – Where to from here. Who else do we need to speak to? 

Evaluation – Workshop feedback forms 

Karakia & close 
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APPENDIX THREE – Workshop Powerpoint Presentation 
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APPENDIX FOUR  – Workshop HEAT Tool Worksheets 
Understanding health inequalities 
 
Childhood Immunisation in Taranaki       
 
Group members ______________________________________________________ 
 
Type of Inequality What inequalities exists? Who is the most 

advantaged and how? 
Why did this inequality 
occur? 

 
Consider the range of 
inequalities. 
 

 
What inequalities exist 
in relation to childhood 
immunisations in 
Taranaki? 

 
Who is advantaged and 
how? 

 
How did the inequality 
occur?  
 
What are the 
mechanisms by which 
inequalities were 
created, maintained or 
increased? 
 

 
 
 
Ethnic 
 
 
 
 

 
 
 
 
 
 
 
 
 

  

 
 
 
Socioeconomic 
 
 
 
 

 
 
 
 
 
 
 
 
 

  

 
 
 
Geographical 
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How will we improve Māori health outcomes and reduce health inequalities experienced by Māori? 
PARTNERSHIP PARTICIPATION PROTECTION 
Working together to develop strategies and 
services 

Involving Māori at all levels of decision-making, 
planning and delivery 

Equality of outcomes and safe-guarding values and 
practices 

 
Pae Ora 
Pathway 

Questions  What is the current situation? 
 

What are the opportunities? 

Tuatahi 
 
Development of 
whānau, hapu, iwi 
and Māori 
communities 

Do Māori (particularly those unable to 
access the service) have a voice in the 
delivery of this health intervention?   
 
Were Māori involved in defining the 
problem and developing the solution? 

  
 
 
 
 
 
 

 

Tuarua 
 
Māori 
participation in the 
health and 
disability sector 

What proportion of the workforce 
delivering this health intervention are 
Māori?   
 
What proportion of the governance group 
for this health intervention are Māori? 

 
 
 
 

 

Tuatoru 
 
Effective health 
and disability 
services 

Is health equity an explicit outcomes-based 
goal which is reported on an annual basis? 
 

 
 
 
 
 
 

 

Tuawhā  
 
Working across 
sectors 

Is an intersectoral partnership approach 
used in developing and implementing this 
health intervention? 

 
 
 
 

 



Summary Report Health Equity Assessment: Childhood Immunisation in Taranaki   Page 73 

Reviewing and refining your intervention 
 
Health issue: Childhood Immunisation in Taranaki 
 
Intervention: _________________________________________________________ 
 
 
Question 

  
Responses 

 
6 Health 
inequalities 
outcomes 

 
What are the predicted outcomes 
of this intervention for health 
inequalities? 

  
 
 
 
 
 
 
 
 
 
 

 
7 Groups 
benefiting 

 
Who stands to benefit the most 
from this intervention? 

 
 
 
 
 
 
 
 
 

 
8 Unintended 
consequences 

 
Are there unintended 
consequences that can be 
foreseen? 

 
 
 
 
 
 
 
 
 

 
9 Risk mitigation 

 
What needs to be done to ensure 
that the benefits accrue to the 
intended populations? 
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APPENDIX FIVE  - Workshop Participant Feedback Form 

FEEDBACK FORM  

Health Equity Assessment Workshop  

Childhood Immunisation in Taranaki 

 
 
We Need Your Help! The purpose of collecting this information is to assist in evaluating the Health 
Equity Assessment Workshop – Childhood Immunisation in Taranaki. 
 
All the information you give will remain strictly confidential and only used to ensure that this 
workshop better meets needs of participants. 

 
 
Q1: Did you find the workshop useful today?   
 

□ Yes          □ No           
 
Please comment (why / why not): 
 
 
 
Q2: Please rate the following statement: 
 
Applying the HEAT tool has helped identify interventions to address inequity in childhood 
immunisation in Taranaki: 
 
1  2  3  4  5  6 
Strongly Mostly  Agree  Disagree  Mostly  Strongly 
Agree Agree       a little  a little  disagree  disagree 

 
 

Q3: What did you think was the most useful part of the workshop? 
 
 
 
Q4: What do you think was the least useful part of the workshop? 
 
 
 
Q5: Do you have any additional comments? 
 
 
 
Thank you for taking this time! Your feedback is valued. 
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APPENDIX SIX  - Consumer Telephone Interview Guide 
 
Hi my name is ……………. 
 
I work for the Public Health Unit and was given your name by: 

• [Name]  from Maori Women’s Welfare League, as you have recently attended a pop-up clinic 
OR 

• [Name] from [Māori Health Provider], as you have had someone come to your house recently to give 
your child their immunisation.   

 
I understand [name] spoke to you and you have given consent to us making this call. 
 
The purpose of collecting the information is to find out what are some of the issues and solutions people have 
around the immunisation service for children under 5 years of age in Taranaki.   
 
The questionnaire should take about 5-10 minutes of your time.  As a token of our appreciation for helping use 
today we will post you out a $20 Warehouse voucher.  Is now a good time or can I ring you back? 
 
All the information you give will remain strictly confidential and will only be used to ensure the childhood 
immunisation service better meets your needs. 
 
QUESTIONS 

1. What were the main reasons you went to the pop up clinic/or had someone come to your house to 
give your child their immunisations? 
 

Experience with the GP clinic 
2. In the past have you gone to your local GP clinic for your child/ren’s immunisation? 

□Yes 
□No 
 

3. What are some of the barriers (if any) you have faced in getting your child/ren immunised at your local 
GP? 

 
4. How could some of the barriers to getting your child/ren immunised at your local GP be overcome? 

 
Other suggestions given around delivering the service 
 
Recently we held a workshop with key people who deliver the immunisation service to under 5s in Taranaki.  
They had a few suggestions on how the service could be delivered. 
 

5. Would you be interested in attending a ‘pop-up’ clinic in your community, like the one that was 
recently held in Waitara and hosted by the Maori Women’s Welfare League? 
□Yes 
□No 
 

 Prompt for:  why/why not 
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6. Would you be interested in attending a mobile clinic in your community?  Similar to other mobile 
clinics like dental or breast screening? 
□Yes 
□No 
 

 Prompt for:  why/why not 
 
Other ways of delivering the service 
 

7. Do you have any suggestions on how the childhood immunisation service could be delivered, that 
would better meet your needs? 

 
8. Do you have any additional comments? 

 
Now some information about you… 
 

1. Are you… 
□ Male 
□ Female 

 
2. Aged…. 
□  Under 20 years  □  20 – 24 years  □  25-29 years  
□  30 – 34 years  □  35-39 years  □  40 – 44 years 
□  45 – 49 years  □  50 – 55 years  □  55 – 59 years 
□  60 – 65 years  □  65 – 69 years  □  70 years and over 

 
3. Please state the ages of your child/ren. 

 
 

4. Which ethnic group do you belong to? Tick all that apply 
□  New Zealand European/Pakeha 
□  Māori 
□  Samoan 
□  Cook Island Māori 
□  Tongan 
□  Niuean 
□  Chinese 
□  Indian 
□  other (such as Dutch, Japanese, Tokelauan) Please State:  

 
Please state the suburb or town do you live in: We do not need to know your street address 
 ________________________________________________________________________________  

 
Thank you for taking the time to answer these questions 

 
 
 
What is the best address to send your voucher to? 
 ________________________________________________________________________________  
 ________________________________________________________________________________  
 ________________________________________________________________________________  
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APPENDIX SEVEN –  Focus Group Interview Guide  
 
The purpose of collecting the information is to find out what are some of the issues and solutions people have 
around the immunisation service for children under 5 years of age in Taranaki.  All the information you give will 
remain strictly confidential and will only be used to ensure the childhood immunisation service better meets 
your needs. 

 

QUESTIONS 

1. What were the main reasons you went had someone come to your house to give your child their 
immunisations? 

 

Experience with the GP clinic 

2. In the past have you gone to your local GP clinic for your child/ren’s immunisation? 
□ Yes 
□ No 
 

Prompt for:  What was your experience like? 

3. What are some of the barriers (if any) you have faced in getting your child/ren immunised at your local 
GP? 

 
4. How could some of the barriers to getting your child/ren immunised at your local GP be overcome? 

 

Other suggestions given around delivering the service 
 
Recently we held a workshop with key people who deliver the immunisation service to under 5s in Taranaki.  
They had a few suggestions on how the service could be delivered. 
 

5. Would you be interested in attending a ‘pop-up’ clinic in your community, like the one that was 
recently held in Waitara and hosted by the Maori Women’s Welfare League? Could be held at [Iwi 
Health Provider] perhaps. 
□ Yes 
□ No 

 Prompt for:  why/why not 
6. Would you be interested in attending a mobile clinic in your community?  Similar to other mobile 

clinics like dental or breast screening? 
□ Yes 
□ No 

 Prompt for: why/why not 
 

Other ways of delivering the service 
 

7. Do you have any suggestions on how the childhood immunisation service could be delivered, that 
would better meet your needs? 

 

8. Do you have any additional comments?  
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APPENDIX EIGHT – Literature Review Search Outline 
 
SOURCES OF EVIDENCE 
 
The literature review process involved the development of two focused questions: 

1. Which interventions have been found to be effective in improving equity in childhood 
immunisation rates? 

2. Which interventions have been found to be effective in increasing immunisation rates for 
Māori? 

 
These questions guided terms used to search the Cochrane Reviews and EBSCO Databases (Table 1). 
Results which focused on clinical outcomes, and/or immunisation in low-middle income countries 
were not included. 
 
In addition, relevant articles were supplied by colleagues working in public health. 
 
This resulted in a total of 17 articles being considered in this literature review. Thirteen of the 17 
papers focused on immunisation in NZ. The papers included one systematic review; one randomized 
controlled trial; one cohort study; an expert review; two international literature reviews; two NZ 
quantitative studies with service providers; and a qualitative study with parents/caregivers.  
 
Table 1. Search outline 
 
COCHRANE LIBRARY   
SEARCH TERMS LIMITS HITS 
1 immuniz*AND Maori 2012-2017 2; 0 selected 
2 immuniz*AND *equit* 2012-2017 28; 1 selected  
EBSCO (CINAHL Complete;MEDLINE Complete)   
SEARCH TERMS LIMITS HITS 
1 immuni* 2012-2017; English 110,283 
2 Maori 2012-2017; English 1774 
3 1 AND 2  29; 5 selected 
4 *equit* 2012-2017; English 12,204 
5 child* 2012-2017; English 692,887 
6 1 AND 4 AND 5  164; 5 selected 
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APPENDIX NINE - Key Informant Interview Submission 
 
Taranaki District Health Board Medical Officer of Health 
 
How could we intervene to tackle inequity in childhood immunisation in Taranaki?  

In recent years general practices have made significant improvements in vaccination coverage by 
focusing on practice systems.  For example evidence-based activities to improve immunisation 
coverage and/or timeliness that lie at a practice level include5: 

• Early enrolment 
• Stable practices (less turnover) 
• General practitioner and practice nurse confidence and engagement 
• Practice nurse time and resources 
• Practice systems – type, and use of system eg precalls, flags, opportunistic, etc 

 
Ultimately strategies are also needed to tackle the drivers of inequity as identified by Camara Jones 
to reach that last 5-10% of people who find that mainstream health services are difficult to reach.  

In 2009 I visited a general practice in Northland that went from a vaccination coverage of 22% up to 
91% in less than two years.  Almost all of their paediatric population were Maori and came from a 
deprived suburb of Whangarei.  Nine key factors in this dramatic improvement were identified: 

1. A full time community health worker was employed at the practice.  One of her tasks was to 
telephone and if necessary to do home visits to get overdue kids into the practice for 
vaccination.   

2. Persistence – non-attendees were relentlessly followed up.   
3. Appointments with the vaccinating nurse were flexible, children are “fitted in” whenever 

they present, even if they didn’t have an appointment. 
4. There was a strong community focus.     
5. A high proportion of the staff was Maori.  
6. Recall letters were considered to be a waste of time because whanau preferred face-to-face 

or telephone reminders. 
7. There were good links with other agencies involved with the welfare of children. 
8. Children were not vaccinated in their homes because staff believe that it took responsibility 

away from whanau.  
9. The most important factor was the passionate attitude of all the staff.   

 

This general practice exhibited the characteristics of a “health literate organisation” – see the 
diagram below.  There was leadership with a top down equity focus, there was strong community 
focus, the workforce was culturally competent, they worked closely with other agencies and were 
meeting the needs of their population, the practice was easy to access, and there was regular 

                                                           
5 Grant C et al. Factors associated with immunisation coverage and timeliness in New Zealand. Br J Gen Pract. 
2010 Mar 1; 60(572): e113–e120. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2828859/  

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2828859/
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communication with their community.  It is interesting to note that they did not support vaccination 
in people’s homes via outreach. 

I feel that eliminating disparities in immunisation coverage is far more important that simply 
increasing the numbers of vaccinated children.  It is likely that practices that achieve high 
immunisation coverage in ethnically diverse and low socio-economic population groups also provide 
high quality health care in other ways for their population.   

Equity is a measure of quality in health care6.  It is the canary in the coalmine.  There is an old saying 
that “if you get it right for Maori then you will get it right for everyone”.  Suggesting “band aid” 
solutions such as alternative vaccination services separate from general practice ignore the 
fundamental reasons for the inequities.  We have to be honest - our primary health services do not 
work as well for people who are Māori and who are poor.   

 

So how do we fix this?   

Wouldn’t it be great if eliminating children’s health inequity became a goal for all health providers in 
Taranaki?  The Institute for Healthcare Improvement in 2016 reviewed organisations that achieved 
high levels of health equity and found a number of common features  - (1) they made health equity a 
strategic priority; (2) they developed structure and processes to support health equity work; (3) they 
deployed specific strategies to address the multiple determinants of health on which health care 
organizations can have a direct impact; (4) they decreased institutional racism within the 
organization; and (5) they developed partnerships with community organisations to improve health 
and equity7. 

                                                           
6 Health Quality & Safety Commission (2015). A Window on the Quality of New Zealand’s Health Care. 
Wellington: Health Quality & Safety Commission. http://innovation.health.nz/media/documents/window-on-
quality-of-NZ-health-care-Nov-2015.pdf  
7 Wyatt R, Laderman M, Botwinick L, Mate K, Whittington J. Achieving Health Equity: A Guide for Health Care 
Organizations. IHI White Paper. Cambridge, Massachusetts: Institute for Healthcare Improvement; 2016. 

http://innovation.health.nz/media/documents/window-on-quality-of-NZ-health-care-Nov-2015.pdf
http://innovation.health.nz/media/documents/window-on-quality-of-NZ-health-care-Nov-2015.pdf
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Sir Mason Durie in a presentation at the Tu Kaha conference in Hastings in 2014 challenged health 
workers to examine their model of care: 

"Understanding the problem is important, but the main question should not be: What is the matter 
with this person? Instead, the main question should be what matters to this person?"  

Practical Suggestions 

1. Continue the focus on evidence-based approaches at a general practice systems level that 
aim to improve vaccination coverage.  In particular use Dr Nicky Turner’s “Six Star Plan” (as 
outlined in the 2011 Inquiry into how to improve completion rates of childhood 
immunisation8) to form a checklist for possible interventions to consider.  It is likely that 
effective interventions will involve innovative and flexible approaches, collaboration and 
ability to work across agency boundaries, and the engagement of stakeholders, communities 
and people.   

2 Suggest that the Taranaki District Health Board makes children’s health equity a strategic 
goal and works with the Primary Health Organisation and primary health providers to 
implement the recommendations of the Institute of Healthcare Improvement 2016 health 
equity guide6, the New Zealand Health Literacy Guide9, and the New Zealand Medical 
Association Health Equity Position Statement10.   

3. Lobby the Taranaki District Health Board to take a more active role in working with the 
Primary Health Organisation and facilitating the employment of more doctors and nurse 
practitioners in under-doctored areas in Taranaki. 

4. Suggest that the TDHB Screening Unit provides regular vaccination coverage data by ethnicity 
for all general practices. 

5. As part of a DHB focus on children’s health equity, recommend that there are regular 
assessments on the barriers for access to health care (“what matters to this person”), and 
then interventions to address these barriers are embedded in a “Learning and Improving” 
process using PDSA cycles. 

 

 

 

                                                           
8 Report of the Health Committee. Inquiry into how to improve completion rates of childhood immunisation, 
and Briefings from the Chief Coroner on the coronial process, from Dr Michael Tatley on the adverse reaction 
process, and from Professor Sir Peter Gluckman on how to improve completion rates of childhood 
immunisation. Presented to the House of Representatives, March 2011. 
https://www.parliament.nz/resource/0000157667   
9 Ministry of Health. 2015. Review of Health Literacy: A guide. Wellington: Ministry of Health. 
http://www.health.govt.nz/publication/health-literacy-review-guide  
10 New Zealand Medical Association (2011). Health Equity Position Statement. New Zealand Medical Journal. 
https://www.nzma.org.nz/journal/read-the-journal/all-issues/2010-2019/2011/vol-124-no-1330/consensus-
health-equity  

https://www.parliament.nz/resource/0000157667
http://www.health.govt.nz/publication/health-literacy-review-guide
https://www.nzma.org.nz/journal/read-the-journal/all-issues/2010-2019/2011/vol-124-no-1330/consensus-health-equity
https://www.nzma.org.nz/journal/read-the-journal/all-issues/2010-2019/2011/vol-124-no-1330/consensus-health-equity
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APPENDIX TEN - Participant Feedback on Workshop 
 

Childhood immunisation in Taranaki 

Health Equity Assessment Workshop – Tuesday 16th May 

PARTICIPANT FEEDBACK 

As part of the Childhood immunisation in Taranaki HEAT workshop, all participants were asked to 
complete a short workshop feedback form.   

The purpose of the feedback form was to gain information on what aspects of the HEAT tool 
workshop participants found useful and invite them to make additional individual suggestions on 
how to reduce inequalities in childhood immunisation rates in Taranaki.   

A total of 22 participants completed a workshop feedback form. 

Q1 Did you find the workshop useful today? 

All participants stated that they found the workshop useful.  

All six additional comments received emphasised the value of the collaborative nature of the 
workshop and the opportunity to discuss the HEAT with a range of stakeholders. 

Some typical comments included: 

• Better understanding of imms and HEAT tool 
• Good engagement from all services involved.  Good range of view points. 
• Group collaboration and a space to share ideas and feel listened to. 
• Good to think about wider picture and how to improve things. 
• It’s always good to collaborate with other providers to plan for better outcomes. 
• Shared info from different sectors. 
• Good opportunity to raise issues and discuss solutions relating to health equity. 

 

Q2 Rating of whether applying the HEAT tool has helped identify possible interventions 
required to reduce inequalities in immunisation rates in Taranaki. 

Participants were asked to rate how applying the HEAT tool model had helped to identify possible 
interventions to address inequity in immunisation rates in Taranaki. 

Most of the participants (17/22 people) ‘mostly agreed’, 3 participants (3/22 people) who answered 
this question ‘strongly agreed’ and  2 participants ‘mostly disagreed’ with the statement that: 
“Applying the HEAT tool has helped identify possible interventions required to reduce inequalities in 
immunisation rates in Taranaki”. 
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Q3 What did you think was the most useful part of the HEAT workshop? 

Twelve participants felt the group discussion and sharing ideas/views was the most useful part of the 
HEAT workshop.   

Five participants thought that sharing ways to make a difference and solution focused was the most 
useful part of the HEAT workshop. 

Other individual comments on the most useful part of the HEAT workshop included: 

• Understanding how inequities exist and why. Trying to find outcomes and resolutions. 
• The intersectoral discussion, working through the sheets was good.  I think having some key 

prompts to stimulate more group discussion would be good. 
• The range of participants and the clear outlining of the HEAT process. 
• Activities. 
• Hearing from different people in other parts of health care.  Challenging current systems. 
• Well facilitated. Process of working through questions was practical.  Having a wide range of 

professionals.  
 

Q4      What do you think was the least useful part of the HEAT workshop? 

1 participant stated ‘nothing’ and 16 participants  did not provide an answer to this question. 

3 participants commented that it was “all useful” or “very good”.  Another participant commented- 

• Constrained time to develop question sheets over a boarder range of topics 
1 participant stated that their ‘being late’ was the least useful part of the workshop. 

 
Q5     Do you have any additional comments? 

Seven participants offered additional suggestions.  These comments included: 
 

• Great working opportunities with other health workers.  Good to share ideas and opinions. 
• More community engagement – the voiceless having a voice. 
• I would recommend looking at clinics not just for Immunising but well child, like before schools, 

education, parenting.  Have it in the city. 
• Look forward to the report. 
• Look forward to seeing the outcomes/recommendations. 
• Still not sure if the consumer voice would add more insight to the process. 
• Thanks for arranging it and for F&P for being present. 
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