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The Waikato health system will:

Shift from an illness to a wellness approach

Become whānau-focussed rather than provider focussed

Actively involve communities in the process of planning and decision making

Actively develop services in community settings as an alternative to hospital provided care

Evolve a broad team based approach to providing health and social services

Build strong leadership with a mindset change at all levels (e.g. community, providers, DHB)

Continually challenge the status quo to enable transformative change

Build effective inter-sectoral partnerships between sector leaders, stakeholders and whānau
• Build relationships that are purpose driven and deliberate

Leverage evidence-based planning tools to guide the development and implementation
of interventions

Become a learning system
• Think outside of the square
• Improve the process of implementing and evaluating initiatives
• Improve approaches that enable rapid turn-around of development and improvement 

(‘fail fast, succeed faster’)
• Encourage spread of successful innovation

Improve the visibility of the good work that is already occurring in the Waikato
• Back the successes
• Build relationships with the community, providers and the DHB

background
TO THE HEALTH SYSTEM PLAN

This is a plan to improve our Waikato health system and 
futureproof it for the challenges we will face in the coming 
years. The Health System Plan will put our strategy 
of Healthy people. Excellent care and our Iwi Māori 
Health Strategy, Ki te Taumata o Pae Ora, that is being 
developed, into action. 

The process of engaging communities and the health 
sector on improving health and wellbeing has bought 
together a collective vision for the Waikato health system 
in the next 10 years.

The way forward
This is a plan to improve health and wellbeing in the 
Waikato – everyone has a part to play.

Six goals have been developed to address the issues 
and achieve the vision of the communities.  We want 
people of the Waikato, particularly Māori, to have the 
opportunity to reach their full health potential.  The 
actions and activities for the goals will be phased in, 
involve communities and the whole health sector. 
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goal 1 Partner with Māori in the planning 
and delivery of health services

This will mean: 
• Māori are partners in the planning, delivery, monitoring, evaluation and 

improvement of health and social services across the Waikato 
• all planning processes in the Waikato health system will give effect to He 

Korowai Oranga, and its goal of Pae Ora – healthy individuals, healthy 
families and healthy environments

• partnerships operate at multiple levels of the system as well as across 
organisations.  Partnerships will enable Māori to participate in all the multiple 
levels so that the perspectives of Māori consumers and Iwi can be prioritised

• quality data will enable differences in equity for Māori to be measured, and 
used as improvement indicators across multiple levels of the system, and to 
be shared widely including with the public, providers and practitioners 

• tikanga Māori is normalised in the Waikato health system, and underpins the 
way we work.

Actions
1.1	 	DHB	takes	a	lead	by	example	approach	to	working	in	partnership	with	Māori
1.2  Reorient commissioning to achieve equity
1.3	 	Build	requirements	for	partnership	with	Māori	into	provider	service	

agreements

Providers will require an understanding of the health and social 
circumstances	of	individuals	and	their	whānau	in	order	to	meet	their	needs.	
Needs can be diverse, broader than clinical needs and for many people, 
have	a	large	cultural	component.	To	meet	the	needs	of	Māori	whānau,	the	
health system must have more effective partnerships. Those partnerships 
will	involve	Māori	in	the	planning	and	delivery	of	health	services.	Under	this	
goal the Waikato DHB and providers will have collaborative partnership 
arrangements	with	Māori	that	will	enable	significant	changes	in	the	way	
organisations	act	and	how	services	respond	to	the	needs	of	Māori.
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goal 2 Empower whānau to achieve 
wellbeing

This	will	mean	that	consumers	and	whānau	will:	
• have access to assessment to identify whānau wellness priorities, plans to 

achieve those priorities, and services are resourced to support this
• be supported by health and social services to care for their own whānau
• have access to culturally-appropriate information and tools that support 

wellbeing.

Actions
2.1	 Expand	resourcing	for	Whānau	Ora	in	the	Waikato
2.2	 Advance	initiatives	to	better	support	whānau	as	carers
2.3	 Support	whānau	to	make	informed	decisions	regarding	their	health	and	

wellbeing

Whānau	want	to	be	able	to	care	for	whānau	and	are	often	the	first	point	of	
care.  
Through this goal, people will be able to obtain, process and understand 
health information and services, make informed choices and self-manage 
their	health	and	wellbeing.	Whānau	will	be	supported	to	define	and	achieve	
their wellbeing goals and shape the services they require.

DRAFT APRIL 2019



6 DRAFT APRIL 2019

goal 3 Support community aspirations and 
address determinants of health

This will mean: 
• Iwi, Waikato DHB, health service providers, other government agencies 

and non-governmental organisations form inter-sectoral collaborations to 
coordinate their efforts and provide local leadership

• these collaborations support community development activities that 
enable local communities to identify and address social and environmental 
determinants of health that are important to them

• Iwi in particular are supported to develop their own health environments, 
communities and institutions

• Māori models of health are used and further developed 
• Waikato DHB partners with other agencies in the implementation of the 

Health in All Policies approach to ensure health impacts and wellbeing are 
considered during policy development.

Actions
3.1 Work with communities to design solutions that address determinants of 

health
3.2 Expand the inter-sectoral approach to address determinants of health
3.3 Collaborate with local and national agencies to ensure the wellbeing of the 

Waikato population is considered in policy decisions

Communities are often experts on the environments to which they are 
exposed and are best placed to address determinants that affect them. 
Increased community participation in service planning and review would 
improve engagement and service responsiveness. Responsibility for 
addressing the determinants of health is scattered across multiple 
government agencies but the health system often bears the burden of 
unhealthy impacts.  
In this goal the Waikato health system is reoriented to ensure equitable and 
enhanced access to the resources and environments that keep people well.
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goal 4 Improve access to services

This will mean: 
• cultural competence and safety underpin the way services are planned and 

provided particularly for Māori
• equity in access to services is achieved for Māori 
• a model of virtual primary health care, co-designed with consumers, 

communities and caregivers, operates to bridge geographic barriers
• innovative community care approaches to improving access for priority 

populations are supported and evaluated
• care is delivered in a range of settings that are accessible for consumers 

and their whānau (e.g. marae, homes, workplaces, schools, digital spaces)
• support is provided to improve access to organised screening programmes 

as well as opportunistic screening
• where feasible, services for people with long term conditions are 

decentralised 
• health and social service providers are inter-connected, ensuring ‘every 

door is the right door’ for consumers and whānau to simplify and enhance 
access to multiple health and social services 

• urgent care and after-hours services are affordable and accessible, 
particularly for rural whānau

• consumers and whānau have an online portal to access their health records 
and shared care plans, and other reliable health-related information as part 
of a digital strategy 

• consumers and whānau are able to control who has access to their personal 
health records.

Actions
4.1 Develop the Waikato health system to be culturally competent and safe for 

Māori
4.2 Collaborate in the development of district-wide service delivery models that 

enhance	access	for	Māori	and	other	priority	populations
4.3 Access barriers for people with disabilities are eliminated
4.4 Grow the capability and capacity of the workforce to enable district wide 

service delivery approaches
4.5 Support district-wide service delivery models with technology and information
4.6 Further enhance district-wide patient portals and integrated health records
4.7	 Trial	personalised	care	using	whānau	care	budgets
4.8 Improve access to services after-hours
4.9 Develop strategic approaches to sustainable hospital services

Access	to	services	is	fundamental	to	people’s	ability	to	improve	their	health	
and can cover many aspects such as cost, location, time, cultural and the 
complexity of need.  It includes how services are provided, the provider 
responsiveness	to	the	needs	of	individuals	and	whānau,	the	coordination	
of services needed, how technology and information is used and access to 
services when people most need them. Through this goal, health services 
are	configured	to	remove	geographic,	cultural,	financial,	timeliness	and	
complexity	barriers	for	consumers	and	whānau.
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goal 5 Enhance the capacity and capability 
of primary and community health care

This will mean: 
• primary health care providers give priority to eliminating barriers and lifting 

outcomes for Māori. Being responsive to Māori is embedded in primary and 
community health care services.

• an interdisciplinary team approach to community based care is co-designed 
and implemented utilising shared care plans

• patients and whānau participate in developing shared care plans when 
chronic and complex conditions arise, and have ongoing control over them

• within the team approach, an optimised mix of regulated and non-regulated 
roles working to top of scope to make best use of the available professional 
workforce

• collaborative development and implementation of a framework of minimum 
standards for an enhanced primary health care model

• local communities shape the improvement of primary health care through 
co-design of services, regular feedback mechanisms, and access to 
provider performance result

• primary health care are able to access non-government organisation 
services directly rather than through referral to a specialist service

• primary care clinicians have access to appropriate diagnostics (e.g. 
ultrasounds, cardiac investigations) through defined, resourced pathways 

• community care professionals have access to rapid specialist service 
advice (e.g. through defined locality-to-specialist relationships)

• primary health care teams have access to additional initiatives to assist in 
managing acute hospital demand 

• design with communities of a Waikato community pharmacy model of care 
that incorporates wellbeing, with a one team focus.

By involving local communities in the operation and planning of local 
services, the health system will be more responsive to the needs of these 
communities. Within these communities there is a wealth of expertise that 
can be used more effectively. New models of enhanced practice by different 
professional groups such as general practice are evolving. To achieve 
health	and	wellbeing	there	is	a	need	for	services	to	be	whānau	focussed.		
There are opportunities to bolster these innovations through effective use of 
coordination functions and facilitate access to services through “any door” 
of health services. Primary and community health care teams are a way 
of	working	rather	than	a	specific	group	of	health	workers.	The	concept	of	
team based approaches includes any health workers needed to support an 
individual	and	whānau.	By	focussing	on	how	to	work	effectively	together,	
primary and community health care service providers are able to focus on 
health and wellbeing in a seamless way.

Actions
5.1 Establish locality networks to encourage local collaboration and engagement 

in health services planning and delivery
5.2 Develop expanded primary and community health care approaches with a 

focus on quality, equity and teamwork
5.3	 Develop,	strengthen	and	embed	whānau	-centred	approaches
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goal 6 Strengthen intermediate care 

This will mean: 
• people in hospital can be discharged early with care provided to them in 

their home or a community facility
• there are community options for care as an alternative to hospital for people 

who do not need to be in hospital
• specialist services that can be decentralised are delivered in local facilities, 

either in person or virtually (e.g. nurse specialists, chemotherapy delivery) 
• rural hospitals and selected aged residential care facilities provide 

accessible local sites for bedded intermediate care
• services provided to people in local bed facilities have services wrapped 

around them tailored to their needs that are provided by appropriately 
skilled providers

• local community involvement with these facilities is strengthened through co-
design

• GPs’ and nurse practitioners’ admitting rights for short stays in intermediate 
care facilities are expanded 

• local intermediate care facilities are utilised for safe, supported early 
discharge from secondary care, and respite care as part of enhanced carer 
support

• intermediate care services are supported by specialist expertise as 
identified through co-design processes.

Actions
6.1 Develop specialist services closer to home
6.2 Reorient services to reduce hospital admissions
6.3 Develop and extend planned early discharge and step down care services

Often	people	do	not	need	to	be	in	hospital	for	the	level	of	care	they	are	
getting or they need a higher level of care than is available to them when 
at home but do not necessarily need to be in hospital.  The gap between 
care provided to people when at home and hospital care is bridged through 
the development of alternative community care services and settings that 
avoid unnecessary travel and unplanned hospital use. Through this goal 
people will have options for care at home or close to where they live as an 
alternative to staying in or going to hospital.
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There are a number of key areas where activity is 
needed to support and enable all the goals. Enablers 
that are fundamentally important have been separated 
and prioritised in the goals. Actions for the enablers are 
anticipated to be across the health sector and within 
organisations.

Enablers
• Leadership and partnerships
• Commissioning
• Workforce development
• Technology and information
• Quality improvement

supporting activities needed
TO ACHIEVE THE GOALS


