West Coast DHB Child Health Plan 2006

West Coast District Health Board
Child Health Plan

Executive Summary

Children aged 0-14 years make up 22% of the e¥ifiest Coast population. With almost 50% of
usually resident West Coast children residing inDdg 8, 9 and 10 areas it is not surprising that
the health of West Coast children could be improved

Health service utilisation data for the West Cadshtifies areas of particular concern, where there
are poorer health outcomes when compared to thenahtoutcomes. These areas are low birth
weight babies, asthma admissions and readmissamiaspopulation preventable hospitalisations.
The leading causes of hospitalisation for West Coalies is feeding difficulties, while 1-14 year
old are admitted for injury, tooth decay, respirgtmfections, gastroenteritis and viral infections
the leading causes

Surveys of health, social service and educatiomigeos have identified the key child health issues
for the West Coast District Health Board to addré@$ese are

* Tooth decay,

e Nutrition,

* Primary mental health services,

e Immunisation coverage,

« Parenting support and education services

* Family violence.

With the exception of parenting education and supfitese priorities are consistent with the
Ministry of Health’s identified priorities. The Odgtives of the West Coast District Health Board
Child Health Plan therefore are to;

* Improve Oral Health

e Improve Nutrition

* Improve access to Primary Mental Health serviceglfiddren

e Improve Immunisation Coverage

e Improve access to Parenting Support & Educationi&es

* Improve responsiveness to Family Violence, Childid & Neglect

Purpose and Scope

The development of a West Coast Child Health Psaan important step towards achieving the
DHB vision of ‘children are the future’. Throughet identification of the key issues affecting
West Coast children’s health, the areas with ther peealth outcomes, key indicators of child
health, and the development and implementationtrategjies that address these issues, we can
improve the health of West Coast children and rednequalities in health outcomes.

The scope of this Child Health Plan is to make mo@ndations to the West Coast District Health

Board in regard to addressing the health needsediMest Coast population aged 0-14 years and in
reducing inequalities in health outcomes occurimthis population.
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Background

The Ministry of Health has set a range of priositfer improving child health outcomes, through
the development of the Child Health Strategy (19%8) well as setting priorities for specific
populations in documents such as He Korowai Oraf#f2) and in the Draft Te tatuhu:
Improving Mental Health 2005-1015 (2006).

The New Zealand Child Health Strategy set the wisib
‘Our children/Tamariki: Seen heard and getting wthay need’

The plan established tamariki Maori, pacific chéidy children with high health and disability
support needs and children from families with nuldti social and economic disadvantages as
priority populations, with the greatest need fdementions to improve health outcomes.

Additionally the Child Health Strategy set the f@uirection for improving child health namely
that there needs to be;

» A greater focus on health promotion, prevention eady intervention.
» Better Co-ordination of services

« Development of a National Child Information Strateg

* Child Health Workforce Development

* Improving child health evaluation and research

» Leadership in child health

Work towards achieving the vision of the Child He&btrategy, prioritising those with the highest
need for health interventions and addressing therdudirections to improve health outcomes
requires a multi level and multi sector approactproving Child Health. Developments such as
the National Child Information Strategy is develdpst a National level, while implementation

and evaluation of this needs to occur at the Mipist Health, DHB, PHO and the NGO sector.

Priority health areas in which to apply these fatdirections for improving child health outcomes
have also been identified by the Ministry of Healt{tamely the need to:

« Reduce Ambulatory Sensitit&dmissions

* Improve Access to Well Child Services

* Improve Oral Health

* Reduce family violence, child abuse and neglect

e Improve Immunisation Coverage

* Increase the range, quality and availability of takhealth services for children
* Implement Healthy Eating Healthy Action Initiatives

Part of the WCDHB vision for 2015 is that “thesdl be meaningful commitment to the idea of
‘children are the future’ with a range of co-orditea services to keep children well and safe”.

The development of this plan an important step tdachieving this vision by ensuring that we
are contributing to a community that is committedhe concept of ‘children are the future’. By
identifying the key issues impacting on childref®alth outcomes and developing and
implementing strategies that address these issuescan improve the health of West Coast
children and reduce inequalities in health outcomes

! Admissions preventable by Primary Care Treatment
‘Children are the future’ 2
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Demographic Profile

At the 2001 census there were 6,816 residents @ged14 years, residing in the West Coast
Region. This is 22% of the West Coast populaticinth®se 0-14 year olds, 44 % (n= 299dgide

in the Grey District, 33% (n=2163) in the BullersBict and 24% (n=1659) in the Westland
District.

Of the total West Coast population aged 0-14 ye&&%, (n= 6234) identify as NZ European, and
15% (n=1032) as Maori. Compared with other areaNes Zealand the West Coast has a lower
proportion of children who identify as Maori. Howery 40% of the Maori population on the West
Coast are aged 0-14 years.

Further, while pacific people make up less thandf%he West Coast population, 36% (n=69) of
the usually resident Pacific Island population @02 were aged 0-14. The 2004 population
predictions for Pacific Island children on the We&Xtast were decreasing, however, MeNZB
vaccination data, indicates that the number issiasing.

Compared to New Zealand the West Coast has a hgbportion of its population aged between
0-14 years, and a lower proportion of its populatidentifying as Maori. The overall West Coast
population is predicted to decrease however; thaban of usually resident Maori children is
predicated to increase.

West Coast DHB Population 0-14 year olds by ethnityi

Buller Grey Westland Total
0-4 5-9 10- | 04 5-9 10- |04 5-9 10- |04 5-9 10-
14 14 14 14

NZ European | 540 711 726 837 974 966 414 546 498 4179250 | 2190
Maori 87 111 114 135 144 138 93 123 87 316 381 336
Pacific 3 6 9 9 15 12 3 6 12 15 24 30
Asian 9 9 3 6 12 12 3 6 3 B 18 27 18
Other 0 3 3 0 3 3 0 0 0 3 6 6
Total” 588 783 795 891 1,058 1,080 464 639 555 1,044 2{42200

(NZ Census 2001)

Determinants of Health

It is increasingly accepted that health statusrisigrily not determined by health services, but
more by social, cultural, economic and environmlemftuences. Factors influencing our health
reach beyond genetic or individual behaviouraldext Gender, age, ethnicity, education, rurality,
isolation, housing and socioeconomic status amamgsty others factors all impact on our health
and wellbeing.

On the West Coast the determinants impacting orhéadth of our children includes low socio
economic status, low individual and household inepmmgh levels of isolation (low population
density, rurality, access to telephones, accedsattsport), low levels of education, especially
tertiary education, and increasing number of bitthgoung mothers.

2 NZ Census data allows for multiple ethnicities to be recorded so totals do not add up.
‘Children are the future’ 3
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Socio economic factors

Socio economic factors are major determinants afthend well being. It is well established that
those who are less well off financially have podrealti. On the West Coast a higher proportion
of both Maori and NZ European children live in N4AD&, 9 and 10 than in New Zealand and 50%
of hospital births in 2004 and 2005 were to womsmally resident in NZDep 8, 9, 10 areas.

Overall the West Coast has low socio economic stata high levels of deprivation. In fact over
40% of children on the West Coast live in deprimati8-10 areas. Furthermore, levels of
socioeconomic status across the West Coast are \ath, some families and individuals
experiencing very high levels of social deprivateamd some of the lowest income levels in the
country.

The West Coast has a condensed distribution ofopafsncome compared to New Zealand.
Buller District has the lowest median income ($0B8)3of all Territorial Authorities in the South
Island and, along with the Grey District ($14,808)significantly below the overall New Zealand
level of $18,500. Westland District ($17,000) fe$igher median income than the other two
Territorial Authorities on the West Coast but il $ftelow the remainder of the country (Source:
Statistics New Zealand from Census 2001).

Figure 1. West Coast DHB vs. New Zealand Total Personal Income Distribution (2001 Census Usually Resident Population
,s.count, aged 15 years and Over)

20% -
15% -
10% -

5%

0% -

[ mWCDHB total  EINZ total |

High level of isolation

There are several factors which are associated hgth levels of isolation on the West Coast,
including; low population density, rurality, acceéegelecommunications and transport.

Geographic Isolation

The West Coast is thé"3argest geographical region in New Zealand but&agry small and
diffused resident population base — at 30,30, less than 1% of New Zealand'’s entire population
and has the lowest population density of any DHEaan New Zealand.

Approximately 41% of the West Coast population divarally, which is considerably higher than
the national average, of 15%. Additionally, natibnat least 90% of people are able to access

3 Including; shorter life expectancy, higher mortaliates, higher hospitalisation rates and higheviéng rates.
* The average income on the West Coast is $14, 60pared to $18,500 nationally.
‘Children are the future’ 4
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health care and social support services within &@utas’ travel time from their homes. On the
West Coast only 64% of people live within 60 mirsutgive of these services.

Compounding the isolation is the lack of publigport and the number of households without
access to cars, or to telephones. With the exaemifoGreymouth there are no public intra-
regional bus services in any of the West Coast soWiaxi services are available in Westport,
Greymouth and Hokitika, outlying townships and pagian centers do not enjoy these luxuries.

The number of households on the West Coast witesscio cars is lower than the national average
(89.9%) and the Buller TA has a lower percentagé atcess to a motor vehicle (86.4%) than the
Grey or Westland Regions. There are rural aredsirwihis with even lower access to transport,
with only 78.4% of households in Granity havingesxto a motor vehicle.

Additionally, inter-regional public transport onetWest Coast is set up to service the more than
4000 visitors to the area each day, not aroundeess need for public transport.

Social Isolation

A lack of mobility can cause real hardship. As wedl reducing employment and educational
opportunities, a lack of transport can have an shpsre widely on people’s health and quality of
life by reducing access to or excluding people famuoessing health and social services and leisure
activities.

Telecommunications are also important in accedsaaith services as well as an important means
of social connection to others and are used tdititei a range of other activities of daily life.
Household access to telecommunications on the Weast, and more specifically the Buller
District, is lower than any other region in the 8olsland.

Social exclusion in rural areas tends to be mucherdspersed than in urban areas and hence can
be harder to target with area-wide solutions. Tiagkkocial exclusion in rural areas demands a
detailed understanding of the type of area andotbblems to be addressed. People experiencing
social exclusion can live dispersed amongst appa#luence, rather than be concentrated in
specific areas, as is often the case in urban.areas

Increasing number of births to young mothers

In New Zealand fertility rates have been lower tiheplacement levels for over 20 years, while
overall there are fewer NZ women in their teens 2@s are having children, and births to those
over 30 are increasing. The trend varies signifigaior Maori women however, who continue to
have higher fertility rates and younger maternaisatpan women of European origin.

The West Coast differs from this national patterthwZ European women having higher fertility
rates and younger maternal age than national aver@pmbined with a similar fertility rate and
younger maternal age for Maori, the rate of bitingyoung women on the West Coast is higher
than national rates.

Young Maternal age is a risk factor for low birtleight babies and the initiation of breastfeeding.
Additionally young women have had less opportufotyeducational attainment.

> Where a limited shuttle service runs between CopBenanga and Greymouth twice a week.
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West Coast DHB Child Health Plan 2006

Low levels of education, especially tertiary eduoat

Parental education, especially levels of tertiadgaation impacts on children’s future health
outcomes. The West Coast has a proportion of thmllysresident population without any

qualifications that is 45% higher than the New Zedl average. Maori have an even higher
proportion with no qualifications than non-Maoritime area, although they are only slightly above
the rate for total M&ori in New Zealand.

West Coast Census Usually Resident Population Count Aged 15 Years and Over without Any Qualifications, 2001

Male Female Total Maori
West Coast | 41.6% 38.2% 39.9% 45.6%
New Zealand | 28.29% 27.1% 27.6% 43.6%

Source:  Statistics New Zealand from Census 2001.

Furthermore, the proportion of the usually residpopulation in West Coast DHB with a

university degree is less than half of the New dedlaverage

West Coast Census Usually Resident Population Count Aged 15 Years and Over with University Degrees, 2001

Male Female Total Maori
West Coast 5.2% 5.3% 5.3% 2.3%
New Zealand | 12.4% 11.2% 11.8% 4.8%

Source:  Statistics New Zealand from Census 2001.

Child Health Statistics

Given the high proportion of West Coast childreviniy in low socio economic areas and the
impact that has on health it is not surprising ¥egst Coast Children experience higher rates of
some diseases than children living in other pdrideav Zealand.

Low Birth Weight Babies
The most recent comparison of national child heditta (October 2004 — Septembel" ZD0O5)

identifies the West Coast as having the highest pat 1000 of Low birth Weight babies of any
DHB. During thel12 month period there were 19 lovirbweight babies born.

‘Children are the future’ 6
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Breast Feeding Rates

Breast feeding has considerable benefits for dmddlth with research concluding that children
who are not exclusively breastfed for 6 monthsraoge at risk being hospitalised for respiratory
infections like asthma and pneumonia and moreyikelexperience diarrhoea and recurrent ear
infections. As well as being more likely to develtype 1 diabetes, or become overweight or
obese.

West Coast data show that just 20% of Plunket Etrddabies were exclusively or fully Breast
feed at 6 months. These rates are also lowerttieaNew Zealand average, although similar to the
NZ targets for 2005.

Plunket enrolled Exclusive and Fully Breast Feed hias 2004/05

WC Total | WC Maori | NZ Targets | NZ Targets
2004/05 2004/05 2005 2010
6-weeks 62% 37% 74% 90%
6-months 20% 21% 21% 27%

The lower rates of breastfeeding on the West Castonsistent with what is known about the
predictors of breastfeeding. Women who breastfeednzore likely to be educated and have a
higher incomes, while West Coast women are moedyito have no formal qualifications and to

earn less per annum than their NZ counterparts.

Immunisation Coverage

Immunisation coverage amongst West Coast childsenonsidered to be low, and while data
quality has always been poor the number of casesodine preventable diseases, particularly
cases of whooping cough, indicated that vaccinatawerage was not optimal.

The implementation of the National Immunisation R&sy gives accurate vaccination coverage of
children born since November 2&005. In January 2006 these babies started tarizeetigible

for their 6 week vaccinations, and data for thstf8 months of the year indicates that vaccination
coverage rates of West Coast children are indegd lo

As of March 3% 2006 58% of eligible infants had recieved theivéek vaccinations and 36% had
received their three month vaccinations.

Regular childhood immunisation coverage, West Coelsildren born after 28' November 2005

Immunisation | January 2006 February 2006 March 2006

Event
Number % Number % % Change| Number | % % Change
eligible vaccinated| eligible vaccinated eligible vaccinated

6 Week 42 29% 78 55% 26% 97 58% 3%

3 Months 4 0% 36 33% 33% 61 36% 3%

5 Months 0 N/A 0 N/A N/A N/A 0 0

Further, no improvement in overall immunisation e@age rates of 6 week to - 8 month olds

having completed the age appropriate vaccinaticas evident by the end of June 2006. The rate
of 55% remains well below the Ministry of Healtlrgat of 95%, even when our high rate of

declines (over 10 %) is taken into account.

‘Children are the future’ 7
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Maori have the lowest rate of age appropriate vetimin® and this lower than the coverage for the
total population by 4%.

West Coast DHB age appropriate Childhood Immunisation
6 weeks - 8 month olds Jan - June 2006

100%
80% -

60% -
Total
20% 1] |
20% -
0%

Percentage
vacinated

Maori Pacific Asian Other Total

Ethnicity

Data on the vaccination coverage rates of 11 yigls; against tetanus, diphtheria and gabonot

as readily available. However, from the experient®ther DHB’s and the Meningococcal B
Vaccination campaign, we know that coverage in #gje group increases when vaccinations are
carried out in the school setting. This is patady so for Maori children and for children
residing in NZDep 9 and 10 areas.

Tooth Decay

With 47% of West Coast children living in NZDep 8,and 10 areas, and socio-economically
disadvantaged children being consistently mordylike experience poorer oral health outcomes,
and 100% of West Coast children living in non fidated areas it is hardly surprising that

comparisons with national data indicate that Wesast children have higher rates of tooth decay
at age 5.

Percentage of West Coast 5 year olds seen by the@dental caries free2004/05

Maori Pacific Other
Actual 34.55% 33.33% 43.67%
Target 40.00% - 49.00%

Additionally, tooth decay is a leading cause ofitadisations for West Coast children, and an
area where there is considerable inequality inautfor Maori children and children residing in
NZDep 8, 9 and 10 areas.

In 2005 the burden of hospitalisation for toothalelay with those under 10 years, of age with 3-5
year old accounting for the majority of the hodpttions for tooth decay. 65% of those
hospitalised were of NZ European decent, howevexpriMwere disproportionately represented,
accounting for 16% of the population but for 28%ho&pitalisations for tooth decay.

6 Small numbers of Asian and Pacific babies mean that this data should be interpreted with caution.
7 If a fourth dose has not been received.
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Further, children in the Buller region were dispydmnately affected making up 47% of
hospitalisations, but just 31% of the populatiage@0-10 years.

Hospital discharges for dental decay
under 10 year olds in 2005

17%

@ Buller
| Grey
O Westland

47%

Hospital Admissions

National Comparison for the 12 months Oct 2004 p 3@05 shows that without exception the
West Coast had lower rates of injury preventablé ambulatory sensitive hospital admissions
admission for under 5 year olds and 5-14 year thids the national average.

Population preventable admissions however, werehjgvith admission for Maori for 5-14 year
olds more than double the national average.

West Coast Population preventable Hospital dischesgates per 1000 Oct 2004 — Sept2m05

Maori Other Total

Under5 | 5-14 Under5 5-14 Underb 5-14
West Coast - 7.2 8.8 2.6 5.0 3.3
New Zealand 7.5 3.1 6.8 2.2 5.9 2.5

The leading causes of hospitalisations for Wests€Géildren aged 1-14 years are injury, tooth
decay, respiratory infections, gastroenteritis, &alvinfections. With feeding difficulties the
leading cause, excluding birth, for under 1 yedsol

Exposure to Cigarette Smoke

Smoking has a significant impact on child healttntabuting to increased rates of sudden infant
death syndrome (SIDS), respiratory conditions, glale and subsequent hearing loss.

Exposure to cigarette smoke from parental smokig imajor issue for West Coast children.
Smoking prevalence is significantly higher amonagtits in NZDep 9 and 10 areas, where a
considerable % of West Coast children reside. Mugaificantly however, just 53% of West
Coast year 10 students (aged 14 -15) indictedar2@05 ASH survey that they live in smoke free
homes.

‘Children are the future’ 9
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Family Violence

Family violence has a major impact on child healilth children being victims of direct violence
and neglect as well as witnesses to the violengeepated against others. Between 4% and 10 %
of New Zealand children experience physical abuseé approximately 18% of all children
experience sexual abuse.

In addition to this evidence suggests that partviefence often begins or worsens during
pregnancy. Studies have shown that partner vielaftects almost 20% of pregnant women;
exposure to violence during pregnancy increasedikieéhood of miscarriages and abortions,
leads to low birth weight, low weight gain, anaenii#ections and higher rates of still births,
premature labour, and poor attendance at anteral

Services for children who have witnessed or expegd family violence are provided by West

Coast by Women’s Refuge, and individual counseliagyices provided by Relationship Services
These programs are however only funded for prodepgrsons, and children who are not named
on a protection order are not funded.

Mental Health

There is no health with without mental health, goedd mental health in childhood has long term
benefits for health outcomes in adulthood. Mentealth Services for children with a moderate to
severe mental illness are provided through the WBDEhild & Adolescent Mental Health
Service (CAMHS), working out of services in Greyrttgu/Vestport and Hokitika.

Child access to Secondary Mental health ServicesstWenast 2001-2003

Total 2001 2002 2003

Population
0-9 years 4416 90 2.0% 96 2.1% 67 1.5%
10-14 years 2400 161 6.7% 175 7.29 162 6.7%
Total 6016 251 4.1% 271 4.5% 229 3.8%

Primary mental health services, for those with &rte moderate mental illness are however, not
as readily available. There is a service gap iejsaround family counselling services, and
individual counselling services for children, cuntlg provided in Greymouth by Relationship

Services, but not available in Westport or Hokitika

Nutrition, Physical Activity and Obesity

Nutrition, physical activity and obesity have immaad benefit to children’s health and long term
benefits in preventing diseases including diabdteart disease, and cancer.

The national children's nutrition survey shows ty@tnger children have better food and nutrient
intake than older children and are less likely éodverweight or obese. However, just 43 % of
New Zealand children ate fruit at least twice a.ddynproving the consumption of fruit and
vegetables would contribute to lowering the riskcbfonic diseases and the increasing obesity
risk.

Rates of obesity for West Coast children are al28atlower the national average with 19% of
west coast children being overweight or obese.

‘Children are the future’ 10
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Children’s perspectives on Health

“I think good health is, getting out and getting, fstaying a sensible
weight, playing lots of sport, keeping up your ey, keeping you house
tidy/clean, eating lots of fruit and veges [whickans only eat a little bit of

ice cream] avoid watching tv and go outside andaggive.”
(Room 1 student at Kokatahi Kowhitirangi School).

Children’s perspectives on ‘what is health’ in fbem of art, letters and teacher lead discussfon o
children aged 4-8, predominantly focused on heattiiyng (eating lot’s of fruit and vegetables)
and physical activity. Examples of physical activdentified included;

» Take the dog for a walk

* Bouncing on the trampoline

* Walk in the rain

» Playing soccer

* Flying a kite

* Playing on the swings

* Running in the park with your friends
* Play at the park

Concepts of health such as social connectednésgirig with friends’, and the importance of

family were also discussed and illustrated, inalgdieating meals with your family’ and having

‘warm loving relationships’. Emotional/mental wediing concepts were evident through the
description and illustration of enjoyable activitisuch as ‘playing with my train set’ and ‘writing

and drawing’.

The prevention of harm and disease also emergedniig our teeth’ and protecting our health by
‘wearing earmuffs’ or ‘wearing a hat’ identified.

Children’s understanding of some of the complexeatpof health, and knowledge of the benefit
of physical activity, good nutrition, and carryingt tasks that have long term preventative benefit,
needs to be nurtured.

Recommendations and activities need to be implesdemt a way that provides opportunity for

children to develop and take ownership of actisitigoarticularly when these are being
implemented in schools children spend much of tie.

‘Children are the future’ 11
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Community priorities

Responses to the survey of health, education acidl service providers has given rise to a vast
amount of information about priorities for improgilChild Health Outcomes on the West Coast.

Nationally identified health priorities were ratbg the respondents (n=38) to form a West Coast
priority list with all respondents identifying impring oral health as an important priority for
improving West Coast Children’s Health. Improviagcess to well child services and reducing
family violence, child abuse and neglect were r&g@82% as West Coast priorities.

West Coast prioritisation of National Child Health
Priorities
100
80 |
60
40
20

% of responses identifying priority

Reducing family
violence, child
abuse and
neglect

National Child Health Priorities

Improving Oral
Health

Improving
Access to Well
Child Services

Increasing
mental health
services for

children

Reducing
Ambulatory
Admissions

Implementation of
Healthy Eating
Healthy Action

Initiatives

Improving
Immunisation
Coverage

The key issues impacting on West Coast Childranésalth were identified as;

Health services (access to services, lack of declack of services/ choice of provider)
Oral health,

Nutrition and

Parenting support and education

In contrast with these key issues identified, with exception of primary Mental Health services,
access, availability or choice of providers did eraterge as a priority that the West Coast DHB
should be addressing.

Oral health, and parenting support & education weentified as priority areas by health,
education and social community service providetsamunisation coverage, family violence,
healthy eating and mental health services weretiftezh by two sets of providers as priorities.
With Vision and Hearing identified by education yiders.

Top 5 Child Health Priority areas for the WCDHB to address

Health Providers

Education Providers

Social/Community Service

Provider

Oral Health

Parenting Support & Educatic

on  Oral lHea

Immunisation Coverage

Mental Health

Family Violenc

Healthy Eating

Oral Health

Parenting Support & Eation

Family Violence

Healthy Eating

Immunisation Covezag

Parenting Support & Educatio

N

Hearing & Vision

NerHealth

‘Children are the future’
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When combining these priorities with the prioritisa ranking for the National health priorities
for child health, the following priority ranking ouars;

Oral Health

Nutrition

Mental Health services for children
Immunisation Coverage

Parenting Support & Education Services
Family Violence, Child Abuse & Neglect

Initiatives and Strategies to address identifiedqities

An analysis of data, and community consultationcpsses, including key informant interviews
identified the issues around these priorities, thiedinequalities in outcomes / service deliveryt tha
exist in each area.

It is from this analysis that the solutions to adr each of the 6 priority child health area have
been identified.

Oral Health

1.

Provide training and education for practice nurpbésyrmacists, well child providers, parents
and early childhood educators around oral heatgplar brushing, nutrition, and the benefits
of fluoride on developing teeth.

Establish a high fluoride varnish service free tesghoolers ideally Coast wide, otherwise
targeting those of highest need, ensuring the eersiaccessible for tamariki Maori.

Investigate the possibility of supplying toothbrashand toothpaste for distribution by Well
Child providers at 2 year checks, and for childupon admission to hospital.

Establish a range of fixed and /or mobile child andlescent oral health facilities to ensure
accessibility for all children living on the Wesbé&st.

Nutrition

5.

Implement the BREAST feeding initiative for Tai Rioi to increase community support
and develop peer support for breast feeding andowepaccess to Lactation Consultation
(with a focus on increasing rates among women givin NZDep 8,9 and 10 areas, young
women and Maori women).

Renew the push on Health Promoting Schools, witlaréicular focus on decile 1-4 schools,
increasing the number of schools achieving, or wgrkowards achieving health promoting
schools status.

Expand the implementation of HEHA through the cmmition of the school challenge
within the Spring into Action programme, with a @scon increasing the number schools and
number of children involved in the activity.

Implement Fruit in Schools programme (dependensecuring funding) with a focus on
schools with a decile rating of 1-3 or those in NgpD9 and 10 areas.

‘Children are the future’ 13
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Mental health services for children

9. Review the availability of Family and Individual Guselling Services available to children,
with a view to increasing availability and accesg#ipof these services where needed.

10.Increase awareness of the support agencies, agphtgle support services available to
children and their parents.

Immunisation Coverage
11.Implement an Outreach Immunisation Service thajetar populations with low coverage
(currently Maori children, and children residingNZDEP 7-8), and includes active recall,

community vaccination clinics & home based vaccore.

12.Provide catch up vaccinations in schools and conmywtinics to 5 year olds who have
missed their 4 year old vaccinations,

13.Provide catch up vaccinations in schools and coniyahinics for 11 year old vaccinations.
14.Implement lunch time training session and vaccamatipdates for primary care providers.
Parenting Support & Education Services

15. Support the Implementation of Family Start Serviceshe Buller and Grey Districts, and
establish referral processes to the service ugamplementation.

16. Continue to support the development of parent gducaervices in the Buller District.
Family Violence, Child Abuse & Neglect

17.Implement a hospital response to Family Violen@uding screening and referral (to police,
child youth and family, women’s refuge, family ¢taor other community agency as
appropriate) for family violence, child abuse amrgjlect.

18. Actively participate in the development and cooatiion of strategies to raise awareness of
and respond to family violence, child abuse andlestghrough the West Coast Te Rito
Group.

General Recommendations

19.ldentify key indicators of West Coast Child HeaBtatus and monitor these areas to identify
inequalities and improvements in outcomes.

20.Establish an intersectoral network, including PHNG5O and DHB providers to review the
provision of child health, and parent education auwpport services and work to fill
identified gaps.

21.Plan for the ongoing input of a generalist paedti@n into clinical care and community
liaison on the West Coast.

‘Children are the future’ 14
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Appendix 1: Health, Education and Social Service Rividers Surveyed

Organisation

Organisation

Organisation

Access Home Health

Whataroa Rural Nurse Specialist

Reefton Area School

ADD/ADHD Support Group

Whataroa School

Reefton @athChurch

All Saints Anglican Church

Harihari Rural NurspeSialist

Reefton Medical Centre

Apostolic Church

Healthy Inangahua Project

Reeflay Group

Arthritis Society

High Street Medical

Reefton Hallealth Nurse

Autism West Coast

Hokitika Association Of Anglicdfomen

Reefton Sports Centre

Awahono School

Hokitika Baptist Church

Reefton Wlwres

Baha'i Faith

Hokitika Bible Society

Relationsiervices

Barnardos Early Learning Centre

Hokitika ChurchGDdfist

Ross Anglican Church - Ross

Barrie Wood Dentist

Hokitika District Nurse

RdSatholic Church

Barrytown Play Group

Hokitika Jehovah's WithessésiCh

Ross Elim Youth Group

Barrytown School Hokitika Multicultural Trust Re®lay Group
Blackball Community Centre Hokitika Neighbourhoodrses Ross School
Blaketown School Hokitika Physiotherapist Rotom&hay Group
Buller High School Hokitika Primary School Runar§ehool

Buller Learning and Behaviour Unit

Hokitika Scemnictl Preschool

Sacred Heart School

Buller Pharmacy

Holy Trinity Anglican Church

S&aberts Physiotherapy

Buller Physiotherapy

Holy Trinity Assn Of AnglicAlomen

Sisters of Mercy

Buller REAP

Home Builders

South Westland Angli€murch

Buller Westland Play Centre Association

Home Tante

South Westland Area School

Cancer Society

Homebuilders West Coast

Speciat&ithn Services

Catherine Van Passen Optometrists

Housing New dAdala

Speech Language Therapist

CCS

Ikamatua Play Group

Sport Buller

Child And Adolescent Mental Health Services

D

Ingimga Junction

Sport West Coast

Child Caner Foundation

Inangahua Play Group

Sirédns United Church

Child Development Coordinator (WCDHB)

Integrity @tran Counselling

St Canices School

Child Youth And Family

Inter School Christian Fediship

St James Church — Franz Joseph

Coast Birth Midwifery

J West Optometrist

St Margshool

Coastal Podiatry

Jacobs River School

St Patriciatholic Church

‘Children are the future’
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Cobden Gospel Hall JB’s Dental Services St Pasriskhool
Cobden Scenicland Preschool John Paul li High &cho Stillborn & New Born Death Support
Cobden School Kaniere Play Centre Strengtheninglfes

Community And Public Health

Kaniere Playgroup

Supipg Families (Sf) West Coast

Cot Death Group

Kaniere School

Tainui Trust

CPH Smoking Cessation Co-Ordinatior

Karamea Aicw8l

Te Oho Ake Whanau Trust

Disability Information Services

Karamea Medical €en

Te Rama Arahi O Kawatiri

Dobson Heath Clinic

Karamea Rural Nurse Specialists

Te Runanga O Makawhio

Dr Weston Karoro Kids First Kindergarten Teenageni Support Group
Family Dental Centre Karoro School Unichem Apotrgc
Family Focus Services Kati Waewae Runaka Waimargachool

Family Medical Centre

Kawatiri Midwives

WCDHB SatWork Department

Fox Glacier Catholic Church Committee

Kawatiri Miadlomen’s Welfare League

WCDHB CAMHS Music Therapis

Fox Glacier Play Group

Kids First Greymouth

WCDBP Liaison

Fox Glacier Rural Nurse Specialists

Kids First hikk

WCDHB Gynaecology & Obstetrics

Fox Glacier School

Kids First Karoro

WCDHB Hearinlgerapist

Franz Josef Glacier School

Kokatahi-Kowhitira8ghool

WCDHB Immunisation Coordinator

Gary Rae Dentist

Kumara School

WCDHB Maternityard/

Gloriavale Christian Community

Lake Brunner School

WCDHB Paediatric Ward

Granity School

Life Links

WCDHB Paediatric Occupatl Therapist

Greymouth Association Of Anglican Women

Maruia &uh

WCDHB Paediatrician

Greymouth Anglican Church — Greymouth

Masons Hhealte Reefton

WCDHB Smoking Cessation Coordinator

Greymouth Baptist Church

Masons Pharmacy Greymouth

WCDHB Vision Hearing Tester

Greymouth Catholic Church

Mercy Trust — Cobden

MWdmen'’s Centre

Greymouth Catholic Women'’s League

Moana Rural N&secialists

West Coast Home Birth Assn

Greymouth Church Of Jesus Christ Of Latter
Day Saints

Multiple Sclerosis West Coast

West Coast WomerRige

Greymouth Dental Centre

Musculoskeletal Clinic

V\REAP

Greymouth District Council Of Churches

Ngahere GathChurch

Westland High School

Greymouth Elim Church

Ngakawau Rural Nurse Spestsl

Westland Medical Centre

Greymouth High School

Olsen’s Pharmacy

Westmogho8l

Greymouth Jehovah’s Witnesses Church

Pact Westt Coas

Westport Anglican Church — Westport

Greymouth Kids First Kindergarten

Paparoa Range

Westport Catholic Church

‘Children are the future’
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Greymouth Main School

Parents As First Teachers

thdesChurch Of Latter Day Saints

Greymouth Medical Centre

Parents Centre - Grey

tpoesDental Clinic

Greymouth Public Health Nurse

Paroa School

Westparttyy Learning Centre

Greymouth Public Health Nurses

Plunket

Westport North School

Greymouth Salvation Army

Potikohua Trust

Westptirarmacy

Greymouth Scenicland Preschool

Presbyterian ®hurc

Westport Public Health Nurse

Greymouth Uniting Church

Psychiatric Needs Assesso

Westport Salvation Army

Haast Play Group

Rape Crisis And Sexual Abuse &tipp

Westport South School

Haast Rural Nurse Specialists

Rata Maori Womeretf&e League

Whataroa Catholic Women’s Group

Haast School

Rata Tamariki Ora Worker

WhataromRCtlinic

Harihari Anglican Women’s Guild

Rata Te Awhina $tu

Whataroa Play Group

Harihari Catholic Women’s Group

Reefton Anglicanu@th — Reefton

‘Children are the future’
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Appendix 2: Early Childhood Centres and Primary Sclools participating Consultation

School Ages Number
Granity School 5-7 year olds 13
Karoro Kids first 4 year olds 27
Westport North School 7 year olds 7
Cobden Scenicland Preschool and Nursery 4 year olds 6
Kokatahi Kowhitirangi School 5-8 year olds

Appendix 3: What ‘Health’ Means to 4-8 year old WesCoast children

Physical Activity

Healthy Eating

Prevention

Relationships

Things we like

Physical Activity Healthy Food (39) Cleaning teeth Playing withride | Flowers (2)
(6) (2)
Take the dog for aEating sweets & Protecting ears with Parents Writing/drawing
walk ice-cream/ junk ear muffs in dads

food sometimes (3)| helicopter
Bouncing on the Staying a sensibleRunning in the park Playing in  the
trampoline Weight with your friends sandpit
Playing on the Wearing a hat to Family Meals| Playing with my
swings (2) protect from sun together train set

Walk in the rain

Playing soccer

Flying a kite

‘Children are the future’
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Appendix 4: Consultation Interviews undertaken andarea consulted on.

Person

Position

Organisation

Consulted on

Anne-Marie Douglas

PAFT Educator

PAFT

Parenkagication & Support

Betty Gilsenan

Immunisation Co-ordinator &
Public Health Nurse

West Coast DHB

Immunisation Coverage
Parenting Education & Support

Cecile Lee

Family Violence Response Co-ordinator ork\& Income

Family Violence

Clair Newcombe

Family Violence Response Coordinaté/est Coast DHB

Family Violence

WCDHB Parenting Education & Support
David Rumble S| Regional Dental Officer SISSAL Oalth
Desma Ready Child Development Officer West Cod$B Family Violence

Parenting Education & Support
Primary Mental Health

Heather Salter Manager West Coast Women'’s Refuge | Family Violence
Parenting Education & Support
lan Newcombe Manager Family Focus Family Violence

Parenting Education & Support

Karen Davidson

Reefton Whanau Nurse

West Coaf8 DH

Parenting Education & Support
Nutrition/Physical Activity
Oral Health

Lerey Aitkens Manager Potikohua Trust Family Viate

Parenting Education & Support
Lyn Stovie PAFT Educator PAFT Parenting EdugaioSupport
Martin Lee Principal Dental Officer, CDHB CDHB &mMealth
Maureen Kilner Family Court Coordinator Family Cou Family Violence

Primary Mental Health

Nikki Sill

Relationship Services

Relationship @ees

Family Violence
Parenting Education & Support
Primary Mental Health

Raewyn McLeod

Greymouth Dental Therapist,

Wesi<EOHB

Oral Health
Nutrition

Richard Wallace

Rata Te Awhina Trust

Family Violence
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Shane Stevenson Child Psychologist CAMHS Famiblehce

Mental Health

Parenting Education & Support
Shar Ransom Clinical Leader Plunket Family Violence

Mental Health

Parenting Education & Support
Nutrition

Immunisation

Oral Health

Sharon Marsh

Mother & Pepi Worker,

Rata Te Awhinast

Nutrition
Primary Mental Health

Silvia James Manager Buller REAP Parenting Edana& Support
Primary Mental Health
Trish Hunt Parent Education Program Facilitator rthiing the Future Trust Family Violence

Parenting Education & Support
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