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EXECUTIVE SUMMARY
Introduction
In 2018 the Taranaki Public Health Unit undertook a Health Equity Assessment to prepare
an evidence base for understanding inequities in engagement in the Community Oral Health
Service (COHS) for children under five in Taranaki. The findings of the HEA will support the
Oral Health Project Group, led by the Māori Health Team, to identify opportunities for service
improvements with the aim of eliminating disparities in engagement in the COHS for tamariki
aged 0-4 years and their whānau.
The 2008 Ministry of Health, Health Equity Assessment Tool (HEAT) was employed to guide
inquiry into existing inequities in access to the COHS and identify strategies for promoting
equitable service access for children under five. Evidence was prepared from four sources;
analysis of existing data from the COHS Titanium Database as at 29 March 2018, and the
National Non-Admitted Patient Collection (NNPAC) as at 27 April 2018; literature review;
nine key informant interviews conducted with staff from Taranaki DHB COHS and Māori
Health Team between April and June 2018 and interviews conducted with consumers in
2015.
Results – HEAT questions one to three
What inequities exist in relation to engagement in the Community Oral Health Service
for children aged under five years?
Data from the COHS Titanium Database showed that Māori children aged less than five
years of age were 2.5 times more likely to be recorded as ‘in-active’ on the community oral
health database than non-Māori. The data also indicates an under-enrolment of Māori in the
community oral health service compared to non-Māori. Data from National Non-Admitted
Patient Collection showed that Māori children aged less than five years of age had a ‘Do not
attend’ (DNA) rate of 25.9%, compared to 11.6% for non-Māori. All key informants identified
ethnic inequities in attendance in the COHS, with more than half of key informants
emphasising both inequities for tamariki Māori and children of immigrant families.
Socio-economic inequities were identified by almost all key informants. This findings was
supported from the data National Non-Admitted Patient Collection that showed areas of high
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deprivation and high proportion of Māori (e.g. Marfell, Waverley and Waitara West) were
more likely to have high DNA rates.
Geographic inequities were highlighted by more than half of the key informants who
focussed on more rurally isolated communities experiencing barriers to engagement relating
to local provision of services, transport and travel distances.
Who is most advantaged and how?
More than half of the key informants identified families who had previously attended
appointments and established positive relationships with staff as advantaged. The data from
the COHS Titanium Database shows Non- Māori were less likely to be recorded as in-active
on the community oral health database. Data from the National Non-Admitted Patient
Collection also showed non-Māori have much lower DNA rates. Overall, non-Māori tended to
be over-enrolled in the community oral health service at 103%.
Families in high socio-economic positions were identified by almost half of all key informants
as a group that were likely to be advantaged. This finding is supported by the data from the
National Non-Admitted Patient Collection that showed families who lived in area that were
least deprived had much lower DNA rates, e.g. Oakura, Highlands Park, Kaitake and
Lepperton. Four key informants also suggested children from more highly educated, health
literate and ‘worried well’ families are advantaged. This may be because they are more likely
to be in professional jobs where they can negotiate time off to take their children to
appointments and have access to transport to do so. Adults in families who are in better
socio-economic positions may also have the financial means to access their own
preventative oral health services and as a result place a stronger emphasis on the
importance of preventative oral health care for their children.
How did the inequalities occur? What are the barriers to engagement?
The causes on inequities in attendance in the COHS are complex and multifaceted and it is
therefore vital that an equity analysis draws attention to the wider structural and system
factors that influence parent’s engagement in the service rather than casting blame on
intended service users for not actively engaging. It is noted that views expressed by key
informants and international literature are strongly biased by representing views of those
who are working and researching within the existing system.
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Not having transport to get to the appointment or the appointment not being at a suitable
time were common issues mentioned by consumers. Socio-economic factors relating to
transport and having to travel to services if people lived in rural or remote areas were
common barriers identified in the literature. Almost half of the key informants suggested that
for many caregivers accessing time off work to attend appointments is a barrier. It is noted
that none of the respondents who stated they ‘had not been given a suitable time’ contacted
the service to re-schedule. This finding suggests that the mechanisms to change an
appointment time might not be suitable, e.g. lack of credit on the phone, so cannot call or
text the clinic to change the time.
Almost all of the key informants identified the major barrier for families attending the COHS
was the lack of value placed on oral health appointments and the low priority given to
attending by caregivers. These findings were supported by the consumers which found the
key reasons for not attending the appointment given by the child’s parent or caregiver were
“other things came up” that week or “appointment was not a high priority” or “forgot”
suggesting that families are balancing conflicting priorities or may have been experiencing
other immediate family issues at the time. The literature also highlighted that family life
pressures on parents and caregivers result in low prioritisation of their children’s preventative
oral health service attendance.
The literature also supported the finding that parents often place a lower value on oral health
services in comparison to other health areas. However, when making such comparisons
between health services it is vital to consider the different systems that general health
services and oral health services operate within. A recognised limitation of oral health
services is their practice in isolation to primary health care services. In New Zealand, oral
health services are delivered separately to other health services which may present
appointments as an optional rather than an essential child health service to parents. It is
noted that in New Zealand overall adult preventative oral health services are not funded by
the state, resulting in financial barriers for adults to engage in oral health services
themselves which likely reinforces the message to parents and caregivers that regular oral
health appointments are not essential.
A third of key informants commented that there are complex historical reasons for tamariki
Māori experiencing inequities in attending the COHS. Responses included the historical
impacts of the dishonouring of the Treaty of Waitangi and impacts of colonisation. It is noted
that the current oral health system favours the western medical model of health by
compartmentalising the physical body (ie. the teeth are treated separately from the rest of
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the body), in comparison, Māori models of health, for example Te Whare Tapa Wha, take a
holistic view of health as a balance of physical, mental, spiritual and whānau wellbeing.
The literature highlights the under-representation of indigenous and minority ethnic groups in
the workforce and cultural barriers including fear of discriminatory practice due to a previous
negative experience (for example mispronunciation of Māori names), inappropriate styles of
service delivery and language barriers. A known barrier for Māori whānau accessing oral
health services is the underrepresentation of Māori oral health professionals in all levels of
the workforce. Key informants also highlighted the language barriers that new immigrant
families can face with accessing the COHS.
Not knowing the reason for the appointment was another key reason given by parents as to
why they did not attend the appointment. A lack of health literacy regarding parents not
understanding the importance of oral health checks for pre-schoolers and not understanding
the importance of primary teeth were also common themes in both the key informant
interviews and literature. Low parental awareness that the oral health service was free was
also seen as a barrier, both in the literature and by key informants. This was not identified as
a reason for not attending appointments by consumers.
The majority of other responses from key informants to this question focused on how the
COHS contributes to maintaining inequities in attendance. A third of the key informants
responded that resistance within the COHS to delivering services differently results in the
maintenance of inequities, highlighting system level barriers to enabling access.
How could we intervene to address inequities in engagement in the Community Oral
Health Service?
To address inequities in engagement in the COHS a comprehensive approach is required
that includes a range of strategies at multiple levels, including proximal/individual level (eg.
caregiver knowledge, awareness), intermediate/community level (community relationships,
service integration) and the distal/macro level (eg. service design, availability of services,
transportation). Standalone strategies that do not take into account the complex nature of
the underlying causes of inequities within the oral health service system will not be effective
at creating long-term change.
Building cultural capacity of services and supporting more Māori staff into the COHS – Māori
treating Māori, were common solutions in both the literature and from the key informant
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interviews. Currently 21 percent of the COHS workforce in Taranaki identify as Māori. In
comparison, 33.5% of the Māori population in Taranaki are under fifteen years of age.
Employing a community worker or kaiāwhina or utilising existing Māori staff to support
whānau to access and navigate the service was a suggestion supported by both the
literature and the findings from the key informant interviews. Consumers also requested
wider support to get to the appointment, such as looking after other children in the family and
providing transport to and from the clinic. Based on the findings from the literature and key
informant interviews there is a strong need to engage with parents and caregivers to
increase promotion of oral health values and raise the public profile of the COHS.
Key informants suggested a range of improvements to the way the COHS links with other
groups such as establishing better linkages with Early Childhood Providers, better linkages
with data and trialling new ways of working together. A suggestion from key informants was
for existing Māori staff to be allocated time to visit Kōhanga Reo to check enrolment status of
tamariki. Having better case management systems for high risk groups was also well
supported in the literature.
Based on the findings from the consumer voice conducted in 2015, an E-text reminder
service was implemented to reduce the amount of parents/caregivers who simply ‘forgot’
about the appointment. The appointment card was changed to include the reason for the
appointment however the impact of this change is unknown.
Suggested areas for taking action
A comprehensive ‘systems approach’ that includes a range of strategies at multiple levels
and responds to the complex nature of inequities in the COHS is required. The following
areas were highlighted in this HEA for potential intervention within a broader strategy:
Proximal/individual level (e.g. caregiver knowledge, awareness)
•

promoting oral health values with caregivers (eg. why primary teeth and
appointments are important)

•

focusing on enhancing relationships with caregivers (eg. welcoming, non-judgmental
approach)

•

promoting early engagement in oral health appointments service with pregnant
mothers (eg. promoting enrolment in COHS at Hāpu Wānanga)
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•

raising profile of COHS to caregivers using social marketing, social media, posters

•

promoting awareness of 0800 number and free service to caregivers

•

improving communication to caregivers about appointments (eg. appointment cards
explain reason for the appointment, text reminders)

•

regularly collecting consumer voice/feedback from caregivers, particularly Māori
whānau to continually review service delivery

Intermediate/community level (community relationships, service integration)
•

utilising existing Māori staff who have expertise in whānau engagement and strong
connections within communities to engage with families outside of current COHS
service model (eg. Kōhanga Reo visits)

•

establishing better links with early childhood providers and trialling new ways of
working together

•

strengthening stakeholder engagement to enhance connections between primary
health care and COHS (eg. immunisation outreach services)

•

establishing a multi-disciplinary stakeholder guidance group, with community and
whānau representation (like in other areas of hospital where there are consumer
advisory groups)

•

holding community health clinics with support of local community members

•

establishing stronger working relationships with maternity services (eg. work with
Lead Maternal Carers to promote COHS)

•

developing and disseminating best practice guidelines for COHS (eg. on engaging
whānau with children aged 0 – 2 years)

Distal/macro level (e.g. service design, availability of services, transportation)
Workforce
•

supporting more Māori staff into COHS through use of scholarships, cadetships and
bonds

•

employing community worker or kaiāwhina to support whānau to navigate COHS

•

building cultural capacity of COHS to provide culturally tailored delivery (including
improving staff pronunciation of Māori names)

•

providing appropriate access to transport to and from COHS clinics

•

developing a strategy for addressing issues relating to Dental and Oral Health
Therapist recruitment and retention

•

training community members in key areas to become Dental and Oral Health
Therapists or health workers for the COHS
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•

working with Māori health providers to become service providers for COHS

Service integration
•

offering free dental care for pregnant mothers

•

seeking opportunities for service integration between COHS and other child / family
health services

•

providing training and resources to primary health practitioners to build oral health
skills (including advice on screening and engaging families in COHS)

•

evaluating the ‘lift the lip’ programme to identify opportunities to improve programme
delivery

Service delivery
•

incorporating oral health service delivery models that meet the needs and aspirations
of Māori whānau

•

ensuring any reviews of the COHS have a strong emphasis on Māori consumer
participation

•

producing bilingual promotional material that incorporates Māori health concepts

•

annually reviewing Mobile Dental Unit schedules for timeliness and equitable
accessibility, particularly for rural, low socio-economic areas

•

reviewing hours of operation and flexibility of the COHS for accessibility for working
caregivers

•

prioritising patient centred health service provision (eg. offering continuity of care for
families)

•

providing a life-course approach to service delivery for whole families (eg. seeing all
family members together, may include home visits)

•

developing flexible approaches directly in response to caregiver needs (eg. offering
additional timing of appointments)

•

allocating prioritised resource to efforts to engage earlier with families who are
‘dropping out’ of the COHS system (eg. improving case management system,
following up/checking contact details after initial DNA with priority families)

•

reviewing population based funding figures for COHS to ensure service is funded
appropriately for the 0-5 years population in Taranaki

Use of data
•

introducing equity performance reporting (Māori and non-Māori attendance regularly
shared with all staff)

•

collecting secondary contact details of family members to assist tracing families

•

linking COHS database with other databases working with children and families
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Conclusion
Achieving oral health equity for preschool children is a complex, multifaceted public health
issue that requires action in policy and practice across a number of sectors beyond the
scope and expertise of the oral health system. While the problems cannot be solved by oral
health services alone, lack of preventative dental care is an extremely important determinant
of oral health inequality (Patrick et al., 2006) and therefore has a key role to play in
addressing inequities in oral health for the vulnerable population group of children under the
age of five. This assessment has provided a local evidence base for understanding
inequities in the COHS in Taranaki and highlighted a range of service improvement areas in
which the Oral Health Project Group could potentially intervene to promote equity in the
service.

INTRODUCTION
The purpose of this HEA is to develop an evidence base for understanding inequities in
engagement in the Community Oral Health Service (COHS) for children under five in
Taranaki. This exercise was undertaken in 2018 by the Taranaki Public Health Unit in the
Taranaki District Health Board. The findings of the HEA will support the Oral Health Project
Group, led by the Māori Health Team, to identify opportunities for service improvements with
the aim of eliminating disparities in engagement in the COHS for tamariki aged 0-4 years
and their whānau.

BACKGROUND
Oral health is major public health issue affecting New Zealanders, with early childhood
carries (ECC) being the most common chronic disease in New Zealand (Health Promotion
Agency, 2015). As well as impacting negatively on the overall health, wellbeing and quality
of life of the child (Bach & Manton, 2014), poor oral health during childhood is strongly
associated with poor oral health outcomes in adulthood (Van den Branden et al. 2013).
The burden of poor preschool oral health outcomes and poorer access to oral health
services is unequally distributed among different population groups, with the highest rates of
ECC experienced by children living in higher deprivation, Māori tamariki, Pacific children and
those living in particular geographic areas (Ministry of Health, 2006). The existence of a
clear socio-economic gradient in child oral health outcomes means the most vulnerable
children in New Zealand are carrying the burden of disease (Bach & Manton, 2014).
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Addressing inequities in child oral health is an important public health issue that has been
identified as a key priority by the World Health Organization and the Ministry of Health
(Health Promotion Agency, 2015). However, it is a complex public health challenge as the
underlying causes of disparities in child oral health are multifactorial and multigenerational,
relating to, for example, historical impacts of colonisation, socio-economic and geographical
disadvantage as well as inappropriate infant feeding methods, diet and differential access to
oral health care (Patel et al., 2014). In order to achieve oral health equity for preschool
children action is required in policy and practice across a number of sectors beyond the
scope and expertise of the oral health system.
However, the engagement of children in preventative dental care (Patrick et al., 2006) is a
key determinant of equity in preschool oral health. It is accepted that establishing regular
oral health visits in early childhood is an important arm of a comprehensive strategy to
prevent ECC (Chi et al., 2013, Ministry of Health, 2008) and positively influences future careseeking behaviours into adulthood (Finlayson et al., 2018). Eliminating unfair disparities in
child oral health outcomes will partly depend on oral health services continually assessing if
the services are accessible to population groups in greatest need (Ministry of Health, 2008).
In New Zealand, free basic oral health services are provided to children aged 0-17 years
through the COHS. The Taranaki DHB has commenced a project to address barriers to
attendance in the Taranaki COHS and has established a representative Oral Health Project
Group, led by the Māori Health Team to drive this service improvement project. In January
2018, the Māori Health Team requested the Public Health Unit undertake a HEA exercise
using the 2008 Ministry of Health Health Equity Assessment Tool (HEAT) to guide inquiry
into existing inequities in access to the Taranaki COHS and identify strategies for promoting
equitable service access for children under five.
The agreed goal of the HEA was to establish a local evidence base on the inequities in the
Taranaki COHS for children under five, including identifying barriers to attendance. It was
agreed that the Oral Health Project Group would utilise this information to identify service
improvement opportunities to strengthen the equity focus of the COHS.

METHODOLOGY
The Taranaki DHB has developed its own process for undertaking a Health Equity
Assessment applying HEAT, explained in Figure One. Prior to undertaking the assessment,
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a HEA project action plan was developed to clarify the scope, objectives and methodology
for the exercise. During this phase project sponsors were identified and provided final
approval of the HEA project action plan.
It was agreed that the first three questions of the 2008 Ministry of Health Health Equity
Assessment Tool (HEAT) would provide the framework for the HEA. The Public Health Unit
drew on a number of data sources to provide responses to questions, see Figure Two. To
gather evidence for this assessment, the Public Health Unit:
•

analysed existing service attendance data

•

completed a narrative literature review of published research

•

conducted nine key informant interviews, and

•

compiled a summary of previously completed consumer interview data.

The focus of this exercise is to provide a better understanding of inequities in the COHS and
highlight areas for intervening. The report will inform the development of a service
improvement led by the Māori Health team.
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Figure 1: Taranaki DHB Health Equity Assessment process

Figure 2: Taranaki DHB Health Equity Assessment Sources of Evidence
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RESULTS
LITERATURE REVIEW
Key Findings
This literature review set out to explore barriers experienced by caregivers engaging with
oral health services for preschool children in New Zealand and strategies to strengthen
services to better address inequities in attendance for children under five.
A number of factors were identified in the international and New Zealand literature that
contribute to barriers to engaging in preschool oral health services. Broad themes were
identified from research on improving preschool attendance in oral health services for high
risk groups.
Structural barriers may include:
•

Socio-economic factors relating to transport

•

Geographic barriers particularly for rural and isolated communities relating to
distance required to travel and availability of services

•

Conflicting family life pressures on caregivers resulting in low prioritisation given to
oral health appointments

•

Cultural barriers including fear of discriminatory practice, inappropriate styles of
service delivery and language barriers

•

Underrepresentation of minority ethnic groups in the workforce.

Parental factors may include:
•

Lack of knowledge of the importance of primary teeth

•

Low awareness of the availability of free services

•

Poor understanding of when children should first attend oral health services

•

Lower value placed on oral health services in comparison to other health areas

•

A lack of understanding of the benefits of attending preventative oral health visits

•

Low awareness of negative impacts of problem-driven care-seeking behaviours

•

Negative attitudes towards oral health services from parent’s own experiences

Key themes for improving access include:
•

Engaging caregivers

•

Taking a life course approach
17

•

Focusing on early preventative visits

•

Integrating with other health services

•

Fostering relationships with caregivers

•

Building cultural capacity of services

•

Employing community health workers

•

Utilising case management systems

•

Addressing cost barriers.

Introduction
This literature review has been compiled as a component of the Health Equity Assessment
(HEA) undertaken by the Taranaki Public Health Unit on barriers to attendance in the
Taranaki District Health Board Community Oral Health Service (COHS).
The purpose of the HEA is to develop an evidence base on the inequities in the COHS for
children under five in Taranaki. The findings of the HEA will support the Oral Health Project
Group, led by the Māori Health Team, to identify opportunities for service improvements with
the aim of eliminating disparities in engagement in the COHS for tamariki aged 0-4 years
and their whānau.
Oral health is major public health issue affecting New Zealanders, with early childhood
carries (ECC) being the most common chronic disease in New Zealand (Health Promotion
Agency, 2015). As well as impacting negatively on the overall health, wellbeing and quality
of life of the child (Bach & Manton, 2014), poor oral health during childhood is strongly
associated with poor oral health outcomes in adulthood (Van den Branden et al. 2013).
The burden of poor preschool oral health outcomes and poorer access to oral health
services is unequally distributed among different population groups, with the highest rates of
ECC experienced by children living in higher deprivation, Māori tamariki, Pacific children and
those living in particular geographic areas (Ministry of Health, 2006). The existence of a
clear socio-economic gradient in child oral health outcomes means the most vulnerable
children in New Zealand are carrying the burden of disease (Bach & Manton, 2014).
Addressing inequities in child oral health is an important public health issue that has been
identified as a key priority by the World Health Organization and the Ministry of Health
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(Health Promotion Agency, 2015). However, it is a complex public health challenge as the
underlying causes of disparities in child oral health are multifactorial and multigenerational,
relating to, for example, historical impacts of colonisation, socio-economic and geographical
disadvantage as well as inappropriate infant feeding methods, diet and differential access to
oral health care (Patel et al., 2014).
Amongst a multitude of factors influencing inequitable child oral health outcomes, one key
determinant is the engagement of children in preventative dental care (Patrick et al., 2006). It
is accepted that establishing regular oral health visits in early childhood is an important arm
of a comprehensive strategy to prevent ECC (Chi et al., 2013, Ministry of Health, 2008) and
positively influences future care-seeking behaviours into adulthood (Finlayson et al., 2018).

Eliminating unfair disparities in child oral health outcomes will partly depend on oral
health services continually assessing if the services are accessible to population groups
in greatest need (Ministry of Health, 2008). In New Zealand, free basic oral health services
are provided to children aged 0-17 years through the Community Oral Health Service.
This literature review will examine New Zealand and international literature published in the
last two decades relating to barriers to accessing child oral health services and strategies to
promote equitable attendance in oral health services for children under five.

Sources of evidence
The literature review was informed by the development of two focused questions:
1) What are the barriers to engaging in oral health services in New Zealand for caregivers of
children under five years?
2) What strategies can strengthen oral health services to address inequities in attendance
for children under five?
A search of the Cochrane Library by the topic “Dentistry and Oral Health” and “Public Health”
returned no reviews relevant to the project scope. The databases searched included EBSCO
(CINAHL complete, MEDLINE complete) and Google Scholar. Key words searched included
combinations of oral health, dental, service, equity, barrier, children, preschool, indigenous
and intervention. Included in the search were full text articles in English. The initial search
strategy was limited to literature published in the previous five years, however due to a lack
of articles specific to accessing oral health services this time period was extended to include
material from 1998. In addition, reports were attained through a basic Google engine search,
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snowball technique from initially selected articles and other relevant papers were supplied by
colleagues working in public health. A total of 41 articles were included in this review.
Material was selected if it contained content relevant to engagement in oral health services
as opposed to the broader issue of child oral health. International research that focussed
primarily on cost barriers relating to health insurance were disregarded if it was assessed
that there was poor transferability to the New Zealand context. A key article that provided
evidence for this review is a literature review completed by the Health Promotion Agency
(2015), which reviewed 97 articles in relation to preschool oral health.

Limitations of Literature Review
Due to a lack of relevant New Zealand research, international research is included in this
review; as a result some literature will have limitations to their relevance locally. This
literature review is a rapid appraisal of key literature and does not seek to comprehensively
include all literature relating to the topic.

Barriers for caregivers to engaging in oral health services for children
under five years
Research on the oral health of New Zealand preschoolers is limited (Health Promotion
Agency, 2015). Furthermore, understanding the barriers to accessing dental care in New
Zealand is an identified research gap that requires addressing if oral health services are to
be made accessible to those that require them most (Makowharemahihi, 2006). The limited
local studies on barriers experienced by families engaging in preschool oral health services
means that the following appraisal of known barriers should be read with caution as the
range of factors is both lacking a strong local evidence base and is likely incomplete. It can
however offer insights to the main barriers that are highlighted across international and New
Zealand research.

Structural Barriers
A number of distal factors have been found to be likely influencers of preschool engagement
in oral health services, such as the oral health system, physical environment, workforce
cultural competency, transportation, geographic distribution of services, financial, cultural,
20

and language factors (Divaris et al., 2014), however there is limited research that explore
these issues directly in relation to this health issue, particularly in New Zealand.
With such a strong socio-economic gradient in child oral health outcomes in New Zealand,
socioeconomic factors are likely to be influence access to services, however there is a
notable lack of research in this area. Much of the international evidence around financial
barriers to engaging in preschool oral health services is not transferable to the New Zealand
context (due to a differing oral health system with dental insurance) so is not included in this
appraisal. Further research on financial costs and associated barriers to attending oral
health services in New Zealand is required (Health Promotion Agency, 2015).
There is some evidence of the existence of transport barriers for low socio-economic groups.
Financial barriers relating to transportation have been identified as preventing some families
from attending oral health appointments internationally (Kelly et al., 2005; Platt & Calbezas,
2000). In New Zealand, Te Amo (2007) found that access to adequate transport to attend
oral health appointments and the distance required to travel may be a barrier for Māori
children to engage in oral health services, particularly in rural communities.
Geographic location has been shown to be a factor in accessing oral health services
internationally, particularly for those living in rural areas (Cladoosby, 2017; Platt & Calbezas,
2000). Less hours of dental service operation in rural locations may be a barrier to accessing
oral health services for New Zealand families (Te Amo, 2007). International studies have
shown that lower socioeconomic geographic areas have fewer oral health services available
per capita than high-income areas (Mouradian et al., 2000; Platt & Calbezas, 2000).
A number of other structural barriers experienced by families have been identified that relate
to the challenges of balancing conflicting family life priorities. Kelly et al. (2005) conducted
focus groups with caregivers in the United States who were both utilising and not utilising
oral health services and concluded that there are multiple barriers for families accessing
dental care for children. Kelly found that families experience and respond to these barriers
differentially which impacts on their oral health care seeking behaviours (Kelly et al., 2005).
Such barriers include the time required for appointments, coordinating work schedules,
coordinating appointments for multiple children, a lack of support networks or support from
family and friends to assist with accessing care, strict school absence policies and limited
childcare options (Kelly et al., 2005; Platt & Calbezas, 2000). Some families were found to
be simply too busy to overcome the many structural barriers they face to accessing care and
quite simply “the dentist is not the number one priority” (Kelly et al, 2005, p. 1349).
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A number of cultural factors have been identified as barriers for indigenous populations
engaging in oral health services (Divaris et al., 2014; Patel et al., 2014; Patrick et al., 2006;
Platt & Calbezas, 2000) although New Zealand research in this area is limited. For some
populations, children’s underuse of oral health services can is partly a result of cultural
barriers to access (Patrick, et al., 2006), including a lack of cultural competencies in services
and language barriers (Divaris et al., 2014; Platt & Calbezas, 2000). Patel et al. (2014) has
suggested that culturally inappropriate styles of service provision and feelings of mistrust
and insecurity in some indigenous groups may be a factor in their under-utilisation of oral
health services. Underrepresentation of minority groups in the dental workforce is a known
access barrier internationally for minority groups (Patel et al., 2014; Patrick et al, 2006). A
New Zealand study identified that a barrier for Māori whānau accessing oral health services
is the underrepresentation of Māori oral health professionals in all levels of the workforce (Te
Amo, 2007).

Parental Factors
The Health Promotion Agency (2015) identified risk factors associated with poor oral health
status in children. It found that parents’ education level (inversely associated with poor oral
health in children), the socio-economic status of the family (children from low socioeconomic families have poorer oral health status, on average, compared with children from
higher socio-economic families) and the level of knowledge the mother has of oral health
were the three key risk factors for poor oral health outcomes for children. In addition,
caregiver age is also a factor, children of young mothers under age 23 years old or first time
mothers are at higher risk of poor oral health status than those with older mothers (Health
Promotion Agency, 2015).
While there is limited local research on the knowledge, attitudes and behaviours of New
Zealand caregivers towards preschool oral health, the research that does exist suggests an
overall lack of caregiver knowledge of preschool oral health (Health Promotion Agency,
2015). Parental knowledge, attitudes and own care-seeking behaviours are strong themes in
international literature on barriers to accessing child oral health services. Given that children
under five years are solely dependent on their caregivers to access preventative oral health
services parental characteristics are an important proximal influence on child oral health
service access (Divaris et al., 2014).
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Parental knowledge and attitudes towards primary teeth are important (Health Promotion
Agency, 2015). Perez & Amin (2014) assessed that a number of studies demonstrate a
common parental belief that primary teeth do not matter as they will be replaced by
permanent teeth. Kelly (2005) found that some parents simply accept that tooth loss is
inevitable. While findings are variable across countries, international studies support the
notion that parents lack both knowledge of the importance of primary teeth as well as
knowledge of the impact of neglecting to provide care for children’s primary teeth (Health
Promotion Agency, 2015).
A New Zealand study by Broughton et al (2014) confirms the existence of this lack of
knowledge in some parents in New Zealand. The study examined parental knowledge and
practices of preschool oral health with pregnant Māori women from Waikato-Tainui, the
majority of whom were Community Service Cardholders (68%). It found that almost a quarter
(23%) of participating mothers shared the belief that holes in baby teeth do not matter as
they will fall out regardless of care provided. The view that primary teeth are not important
has been found to influence parental views on the need for preventative oral health care and
treatment (Mofidi, Zeldin, & Rozier, 2009) and is therefore an important barrier to early
engagement in preschool oral health services.
There is evidence that parents lack knowledge about the preschool oral health care services
available and when services should be accessed. Levels of parental knowledge of when the
first preschool oral health appointment should occur is highly variable across countries,
however, in general there is a lack of knowledge by parents on when oral health visits should
commence (Health Promotion Agency, 2015). An American study by Chi et al. (2013)
established that low parental knowledge on when to take children for their first appointment
is a barrier to early engagement in oral health services for children. A New Zealand study by
Rothnie et al. (2012) supports this finding. The study assessed pregnant women’s
knowledge of preschool oral health, through a survey of 104 women, (85% of whom
identified as European). Despite almost all participants (94%) viewing children’s oral health
as important, their knowledge of a child’s first dental appointment was lacking, with 71%
thinking it should occur after their second birthday and 25% unsure how to make an
appointment for their child.
New Zealand studies also suggest that some groups of parents lack awareness that the
preschool oral health service is a free service for all families. Schluter, Durward, Cartwright &
Paterson (2007) demonstrated this in their study with disadvantaged South Auckland Pacific
mothers of children aged four years old. In addition to finding that nearly a third (31%) of the
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children in the study were not enrolled in the COHS, it found that half of the mothers (54%)
were unaware that it was free to enroll their child in the service. Other studies have indicated
that Māori caregivers are more likely to be unaware of free oral health care services
available to them (Broughton, 2000; Te Amo, 2007).
Studies suggest some parents do not value preventative oral health services and the
benefits of early visits for preschool children (Bach & Manton, 2014; Platt & Calbezas, 2000).
Oral health care services are perceived as less important than other types of medical care
(Kelly et al., 2005) and there is a perception that dental appointments are only for treatment,
rather than preventative care (Perez & Amin, 2014). As a result of these perceptions some
parents do not engage in oral health services until their children’s teeth become symptomatic
(Bach & Morton, 2014). Kim (2005) emphasises the link between age children first access
services and the maternal beliefs, as well as those of their wider networks, on the
importance of oral health care services.
This lack of knowledge and oral health values is naturally influenced by the parent’s own
attitudes and beliefs about oral health care (Mouradian, Wehr & Crall, 2000; Platt &
Calbezas, 2000). A recognized barrier to engaging in preschool oral health services is the
parent’s own experiences of utilising oral health services. A strong association has been
established between a mother’s regular use of oral health care and their children’s
(Grembowski et al., 2008). One American study showed children are 3.36 times more likely
to attend their oral health appointments if their parents also visited the dentist and those
parents who did not engage in oral health care services themselves were less likely to take
their children for their appointments (Isong et al., 2010).
The association between parental oral health-seeking behaviours for themselves and their
oral health-seeking behaviours on behalf of their children is supported by Kelly et al. (2005)
who noted the role played by parents own experiences, such as dissatisfaction of care
received, high levels of personal dental fear and discriminatory treatment. Parents’ own
unfavorable beliefs and attitudes towards dental services can be a barrier (Van den Branden
et al., 2013) and with a lack of knowledge, negative attitudes can result in parents choosing
not to engage in oral health services (Ayhan, Suskan, & Yildririm, 1996; Hochstetter,
Lombardo, D’eramo, Piovano & Bordoni, 2006). The attitudes of parents towards oral health
can become internalised, for example among low-income caregivers an expectation of poor
oral health can develop and become an accepted reality by some families (Kelly et al.,
2005).
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Strategies to strengthen oral health services to address inequities in
attendance for children under five years
To address existing inequities in engagement in oral health services, resources need to be
targeted to groups who are considered at higher risk of poor oral health outcomes (Health
Promotion Agency, 2015). A comprehensive approach is required that includes a range of
strategies at multiple levels (Isong, 2010), including proximal/individual level (eg. caregiver
knowledge, awareness), intermediate/community level (community relationships, service
integration) and the distal/macro level (eg. availability of services, transportation) (Patrick et
al., 2005). Patrick (2006) acknowledges that strategies required to effectively address
inequities in oral health access require action on the political and economic processes that
cause poverty (which result in unfair oral health disparities) however, the content of this
review focuses on strategies that can be taken in relation to service delivery.
The following have been identified as broad themes in the literature for strengthening
services to address inequities in attendance for children under five years:
•

Addressing cost barriers

•

Integrating with other health services

•

Building cultural capacity of services

•

Engaging caregivers

•

Taking a life course approach

•

Focusing on early preventative visits

•

Fostering relationships with community

•

Employing community health workers

•

Utilising case management systems

Addressing cost barriers
There is agreement in international literature that the elimination of financial barriers to
accessing oral health care is required in strategies to address inequities in access in child
oral health services (Isong et al., 2010; Patrick, 2006). Interventions need to be
socioeconomic in nature and respond to the special needs of resource poor groups who
encounter different barriers to accessing services (Patrick, 2006; Shackelton et al., 2018).
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Unfortunately research detailing effective approaches for addressing cost barriers for
accessing preschool oral health services is limited. Examples may include setting up a 0800
number to improve access, (Foote et al., 2014), service delivery that overcomes distance
barriers (Robson et al., 2011) including taking service providers to the child (Niederman et
al., 2008) and provision of transport to services.

Integrating with other health services
A recognised limitation of oral health services is their practice in isolation to primary health
care services (Makowharemahihi, 2006; Patel, 2014). Ideally, oral health care services are
integrated across other health care services (Robson et al., 2011); potentially these could be
successfully integrated into other maternal and parent health and social services
(Makowharemahihi, 2006). A number of studies highlight the optimal position of primary care
providers, who are likely to see infants and toddlers more frequently, to identify children who
are at high risk of ECC (Bach & Manton, 2014; Finlayson et al., 2018; Patel, 2014; Sedrak,
2018;) and this is particularly important consideration for the most disadvantaged
populations (Patel, 2014). It is suggested that traditional practice boundaries are overcome
by taking an inter-professional approach to enable a comprehensive patient-centred
approach to care (Mouradian et al., 2000; Sedrak, 2018).
This approach calls for collaborative working relationships between health practitioners and
oral health services to increase access for children (Sedrak, 2018). An integrated approach
to primary care and oral health care is considered important for improving the oral health of
indigenous populations (Patel, 2014). Mouradian et al. (2000) argues there is a strong case
for providing training to all primary health care practitioners on oral health skills, which would
include advice on engaging in oral health services.
This approach is a particularly important for promoting equity in service provision, as
demonstrated by a study by Finalayson et al. (2018) undertaken with a vulnerable group of
children. It found that the group of caregivers were less likely to take their children to their
oral health appointments and therefore required additional support, education and outreach
to engage in available oral health care services. Finalayson et al. recognised that the regular
well child visits (or any other medical care opportunities) are an ideal chance to screen for
oral health and promote attendance in preventative oral health services. The Ministry of
Health supports this approach, it recognises that General Practitioners in New Zealand are
frequently in contact with children aged 0 to four years so are well positioned to provide
guidance to families on oral health and also recommends Well Child / Tamariki Ora
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providers ensure children they see are enrolled with a oral health service by 12 months
of age (Ministry of Health, 2008).
New Zealand exemplars of evidence-based oral health interventions are limited however a
small number of examples can be found demonstrating efforts to promote child enrolments
in the oral health service by partnering with other health professional groups (Health
Promotion Agency, 2015). A study by Dickinson et al. (2009) details the efforts within
Starship Children’s hospital to develop best practice guidelines for paediatric nurses to
deliver oral health messages to families of children, including a key message on enrolling in
the oral health service. As a result of implementing the guidelines, advice given to families
on available child oral health services was more accurate and promoted earlier enrolment of
children in oral health services. This finding was viewed by the authors as important for its
likelihood to impact positively long-term on the oral health of children (Dickinson et al.,
2009).
Lift the lip is undertaken by Well Child / Tamariki Ora providers during fourth to eighth visit
aims to improve the oral health status of NZ preschool children and to reduce oral health
inequalities however it also promotes key oral health messages with the aim of increasing
knowledge of and accessibility to the COHS (Health Promotion Agency, 2015). Further
research is required to assess the long-term oral health impacts of the lift the lip programme
(Litmus, 2013). Another approach acknowledged in an evaluation of oral health services in
New Zealand recognised the benefits of oral health service efforts to establish better links
with maternity services to increase preschool enrolments (Foote et al., 2014).
From 2005, in the Hawkes Bay, an oral health project aimed at preschoolers, Keep Me
Smiling, has delivered by practice nurses who focus on oral health education and ensuring
children are enrolled in the Community Oral Health Service during the 15-month
immunisation event (Health Promotion Agency, 2015). Unenrolled children who presented to
the practice nurse older than 15 months were also provided with the intervention, which
includes a toothbrush and toothpaste for the child (Health Promotion Agency, 2015). In
addition, the practice nurse was notified when the child had successfully enrolled in the
COHS. Evaluations indicate the intervention is resulting in increased COHS enrolments and
attendances for children up to four years old (Health Promotion Agency, 2015).
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Building cultural capacity of services
An international literature search highlighted that approaches to improving indigenous oral
health need to be tailored, family and community focused, culturally appropriate and respond
to the multidisciplinary issues Indigenous communities confront (Patel et al., 2014). A onesize fits all approach will not be effective to improve long-term engagement in oral health
care services for indigenous populations and establishing new approaches requires
partnering with communities, promoting communication, sharing ownership and building trust
(Patel, 2014). Robson et al. (2011) highlights that there is “need to develop innovative
models of oral health service delivery to meet the needs and aspirations of Māori
communities” (Robson et al., 2011, p.16).
Research argues that cultural gaps need to be addressed through increasing oral health
service professionals’ competencies, including understanding of minority cultures and
values, and responding accordingly with reduced discriminatory practices and culturally
tailored delivery (Patrick et al., 2006; Shackleton, 2018). Patel (2014) suggests this may also
include presenting bilingual material and incorporating traditional indigenous health practices
into oral health care.
A well-supported workforce with indigenous oral health workers is integral (Patel, 2014;
Robson, et. al, 2011). The noted barrier for Māori whānau identified that Māori are underrepresented in the New Zealand oral health workforce could be addressed by efforts and
resourcing to promote and enable Māori to enter the dental profession (Te Amo, 2007).
Outreach programmes, like those rolled out in New Zealand may help address disparities in
oral health services by assisting with workforce shortages and access to care in rural and
remote areas (Patel, 2015). Outreach programmes are understood to foster graduates with
increased cultural awareness and sensitivity and result in more effective and sustainable
service delivery to Indigenous patients through a mutual understanding of culture, context
and behavior (Patel, 2015). Cladoosby (2017) calls for changes to the training system of the
oral health workforce by building community capacity in underrepresented communities
through the services training community members to become Dental Therapists.
A 2004 Review of Māori Oral Health Services recognised the contributions made by Māori
providers to reducing oral health inequities for tamariki and argued that Māori providers
should be utilised to reduce the barriers to enrolment and attendance (Mauri Ora Associates,
2004). It focused on Māori providers’ relationships with whānau, integrated service delivery
approach, treatment of all members of the whānau, mobile services, and use of community
28

clinics to support low-income whānau and their ability to overcome systemic barriers faced
by families (Mauri Ora Associates, 2004). The model of Te Taiwhenua o Heretaunga was
recognized with the recommendation these community clinics are replicated in further
communities (Mauri Ora Associates, 2004).

Taking a life-course approach
Taking a life course, family-centered approach that focuses on providing oral health care for
the entire family, rather than just children can promote positive caregiver oral health values
(Isong et al., 2010) and promote the protection of oral health in infants (Patel, 2014). An
approach that “treats whānau, not age”, (Robson et al., 2011, p.10) acknowledges the strong
connection between parental engagement and experience of their own oral health care and
their children’s. This patient-centered approach puts the needs of the patients at the centre
of service delivery and responds accordingly (Patel, 2014). An example can be seen in
Australia where it has been proposed Aboriginal health care workers carry out culturally
appropriate home or clinic visits to provide oral health screening and education with all
members of the family (Patel, 2014).
Particular emphasis has been given in research to the benefits of providing oral health care
and promotion to pregnant mothers as the benefits are likely to accrue to their children
through biological and oral health service pathways (Broughton et al., 2013; Broughton et al.,
2014; Grembowski et al., 2008; Patel, 2014). The association between the mother’s use of
dental care and children’s suggests increasing use of mothers’ dental use may increase their
children’s engagement in preventative oral health services (Grembowski et al., 2008).
A study by Broughton et al. (2013) supports the approach of supporting parents and
caregivers, particularly mothers, of Māori infants during pregnancy and early childhood.
Broughton et al. (2014) acknowledges that Māori mothers play a key role in the oral health
care of their children as well as influencing behaviours and values of future generations so
interventions that focus on Māori mothers are important consideration. The Health Promotion
Agency (2015) agrees that approaches that recognise the key role played by mothers and
the influence of their own knowledge, attitudes and care-seeking behaviours may help
reduce inequities for tamariki Māori in oral health.
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Focusing on early preventative visits
A number of research papers support the prioritisation of efforts to engage children who are
at high risk of ECC early by focusing on promoting the early establishment of a dental home
(Australasian Academy of Paediatric Dentistry; Bach & Manton, 2014; Divaris et al., 2014).
Many high risk children are not being engaged in oral health care services until their teeth
are symptomatic (Bach & Morton, 2014), this problem-driven care seeking behaviour by
parents and caregivers requires addressing early in childhood (Finlayson et al., 2018).
Regular, early visits are essential, particularly for identifying high-risk children for ECC and
early lesions (Bach & Manton, 2014; Australasian Academy of Paediatric Dentistry, 2002)
and to address inequities it is agreed that earlier oral health checks are likely to assist with
preventing ECC among children from low socio-economic families (Chi et al., 2013). While
there is agreement that efforts need to be made to improve early access there is still a lack
of research on the role of caregivers in achieving this (Divaris et al., 2014). This theme
supports the argument for prioritising strategies that specifically focus on attaining early
enrolment in child oral health services and achievement of the initial oral health service
visits.

Engaging caregivers
Given that caregivers play such a fundamental role in children’s’ attendance in oral health
services, particularly in the decision of when to take a child to their first oral health
appointment (Finlayson et al., 2018) the appropriate engagement of caregivers and whānau
is vital to improving access to oral health services for children (Divaris et al., 2014).
According to Divaris et al. (2014) “caregivers should be placed at the epicentre of efforts to
promote optimal oral health behaviours, including early preventative dental visits” (p.1275)
with flexible approaches developed directly in response to caregiver needs. Examples of
attempts to meet the needs of caregivers include the extension of oral health service clinic
hours in the evenings to offer additional timing options for caregivers and maintaining
communication by sending reminders about upcoming appointments. Both of these
strategies are known to increase the likelihood of mothers returning to the dentist to continue
their child’s care (Kim, 2005).
Efforts need to focus on supporting caregiver knowledge, perceptions, involvement and
engagement in their child’s oral health (Divaris et al., 2014). Overall the Health Promotion
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Agency found that there is evidence to support the need for increasing caregiver, and
pregnant women’s knowledge around preschool oral health, including building awareness of
the availability of free child oral health services (Health Promotion Agency, 2015). Parental
buy-in to oral health services is essential (Kelly, et al., 2005) therefore priority should be
given to educating caregivers, particularly mothers, and their social networks about the value
of preventative oral health services (Isong et al., 2010; Kelly et al., 2005; Kim, 2005).
Research suggests that the increase in parental understanding of the benefits and
subsequent placement of higher value on child oral health services can result in better
engagement with individual families. Kim (2005) found that mothers were almost four times
more likely to continue oral health care for their children if she believed that dentist visits
would keep the child’s teeth healthy.

Fostering relationships with caregivers
Valuing, promoting and resourcing individual relationships with caregivers to improve access
to oral health services is a strong theme in the literature. There is evidence to support the
importance of relationships between providers and families to promote trusting relationships
and contribute to long-term behavior changes (Cladoosby, 2017). The employment of Dental
Therapists in Alaska as primary oral health care providers providing a limited scope of
services has been shown to be an effective approach that offers high quality care in
underserved communities and have been described as “one key tool to overcome barriers to
dental care” (Cladoosby, 2017, p.81). This is partly explained by the fact that Dental
Therapists are in a position to both meet the immediate needs of a family as well as build a
trusting relationship for the future (Cladoosby, 2017). A related finding to the importance of
provider-patient relationships is the benefits of continuity of care for families (Kim, 2005).
The literature suggests approaches that emphasise building positive, long-term relationships
with caregivers are likely to contribute to positive service engagement.

Employing community health workers
Other research has focused on the benefits of partnering with communities to enable local
community members to play an active role in service delivery, emphasising how this benefits
access for disengaged families. Patrick et al. (2006) advocates for expanding oral health
services to hold community health clinics with involvement of local community members who
can “understand and comprehend distinct cultural practices in the community and aid in
reducing the cultural gap between dentists and patients” (Patrick et al., 2006, p.S4). This
approach is well supported in the literature with the employment of community oral health
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workers shown to improve access and overcome workforce shortages in indigenous
communities (Patel, 2014).
Evidence of this approach working effectively is found in the Community Oral Health
Initiative which aimed to increase access to preventative oral health care services for First
Nation and Inuit communities through a community-focused project aimed at preschool
children, school children aged five to seven, parents and primary caregivers and pregnant
women (Mathu-Muju et al, 2016). Community ownership was the key driver with the
community given control over decisions influencing delivery. It sought to develop community
capacity and provide employment in the community through the innovative employment of a
“lay” community oral health worker (who does not hold an oral health qualification) to support
the oral health professionals delivering services within the community. The role was created
in recognition that dental therapists require community-based support. The health worker
was well positioned in the community to identify families who are not accessing services and
engage them with the service; they worked collaboratively alongside therapists to build
linkages between the service and community, organised parental consents, scheduled
appointments and delivered education (Mathu-Muju et al, 2016).
The community-owned initiative led to improved enrolment and participation in the service
and successfully maintained service engagement over time. The critical success factors of
this initiative was the community ownership and readiness for developing their own solutions
to address inequities (Cladoosby, 2017) and that the appropriateness of the individual in this
role who shared attributes with the community, including, ethnicity, socio-economic status,
language and life experiences, as a member of the community themselves.

Utilising case management systems
An example of an effective approach that resulted in improved engagement of a priority
population can be found in the introduction of a dental case management programme
(DCMP) to enhance dental insurance recipients’ success to dental care by linking them with
dental offices in the United States (Greenberg, 2008). To undertake this approach a dental
case manager was employed to case manage children in the service to promote access.
While this role had a core function that is not transferable to the New Zealand context,
relating to oral healthcare insurance, there are elements of the role relevant to New Zealand,
for example, maintaining a database of providers and clients, matching clients with
geographically suitable services based on their needs, coordinating client transportation,
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setting up appointments, providing appointment reminders using telephone and mailed
reminders, educating clients on appropriate use of dental services, creating a feedback
system for providers and patients, visiting schools to distribute information on outreach
services and meeting with patients to offer oral health education (Greenberg, 2008).
The role resulted in improved dental use of the client population and increased oral health
literacy and treatment compliance among clients with low incomes (Greenberg, 2008). It is
noted that the active case management of high-need children was an identified strength in
the evaluation of the oral health services in New Zealand (Foote et al., 2014).

Evaluation recommendations
In addition to the themes identified in this literature review, it is also valuable noting the
recommendations from a 2014 evaluation of the reorientation of child and adolescent oral
health services in New Zealand, conducted for the Ministry of Health (based on two case
studies in Northland the Canterbury) (Foote et al., 2014). Based on the evaluation, a number
of recommendations were suggested by the authors to support the ongoing implementation
of the new model of care. A number of these recommendations can be employed at regional
level, including:
•

annually reviewing Mobile Dental Unit schedules for timeliness and accessibility,
particularly for rural and high risk populations;

•

reviewing hours of operation and flexibility of the Community Oral Health Service for
accessibility for working caregivers;

•

developing tools to achieve improved involvement of whānau including establishing a
role for dental therapists with expertise in parental engagement;

•

developing a strategy for addressing issues relating to Dental and Oral Health
Therapist recruitment and retention;

•

developing and disseminating best practice guidelines for example on engaging
whānau with children aged 0 – 2 years.

•

strengthening stakeholder engagement to enhance connections with primary health
care, increasing preschool enrolments, consider strategic issues such as improving
access for ‘hard to reach’ populations.

•

establishing a stakeholder guidance group.
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Conclusion
This review of published literature set out to explore barriers for caregivers to engage in oral
health services for their children under five and to identify strategies for strengthening oral
health services to address inequities in attendance of children under five. While there is a
lack of New Zealand research relating to barriers and facilitators to accessing preschool oral
health services, this literature review has highlighted the key themes in the international
literature relating to structural barriers and family factors that are important for understanding
the vast range of barriers to engaging in child oral health services. It identified key themes
from published research on improving attendance in oral health services for high risk groups.
Namely addressing cost barriers, building cultural capacity of services, integrating with other
health services, taking a life course approach, focusing on early preventative visits, engaging
caregivers, fostering relationships with caregivers, employing community health workers and
utilising case management systems. In addition, it has drawn attention to a number of
recommendations from a 2014 evaluation of the reorientation of oral health services for
consideration.
Achieving oral health equity for preschool children is a complex, multifaceted public health
issue that requires action in policy and practice across a number of sectors beyond the
scope and expertise of the oral health system. While the problems cannot be solved by oral
health services alone, preventative dental care is an extremely important determinant of oral
health inequality (Patrick et al., 2006). Therefore oral health services have a key role to play
to play in addressing inequities in oral health for the vulnerable population group of children
under the age of five. This review has emphasised the gaps in what is known about
addressing barriers to engaging caregivers of children under five in oral health services but
also broadly indicated there existing identified strategies available for services to promote
equitable access to preschool oral health services.

ANALYSIS OF DATA
Data from Titanium (Community Oral Health Service) database
As of 29th March, 2018 there was 8508 children aged 0-4 years of age recorded on the
Titanium (COHS database) for Taranaki DHB. Of these, a total of 8014 (94.2%) were
recorded as living in Taranaki and the remaining 494 (5.8%) were recorded as having
addresses outside of Taranaki.
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A further 379 (4.7%) of children on the database were coded as being ‘beyond’ meaning
they had left the region. It is noted that even through these children were coded as ‘beyond’
they still had Taranaki addresses, due to the IT issues where out of region addresses were
not up-dated.

Figure 3: Eligible children aged 0-4 on database as at 29th March 2018
Māori

NonMāori

Total

Total on the Titanium database
Excluding address outside Taranaki
Excluding Taranaki addresses coded as
'Beyond'

2151
161

6357
333

8508
494

136

243

379

Total eligible

1854

5781

7635

Source: Titanium Community Oral Health Database, as at 29 March, 2018

On the advice of the Manager of the COHS all children who were coded as ‘beyond’, but
coded with Taranaki addresses were also taken out of the data. The total number of eligible
children on the database, as at 29 March, 2018 was 7, 635.

Key Findings
•

There are a total of 216 eligible children aged 0-4 years of age who are recorded as
‘Inactive’ on the database. Māori are 2.5 times for likely to be recorded as ‘Inactive’ than
non-Māori. This is a statistically significant finding.

•

The number of ‘Inactive’ children increases with age. The highest number of ‘Inactive’
children is at age 3. This figure reduces slightly at age 4, as parents are given reminders
at the Before School Checks about their child’s oral health.

•

The findings of this report are based on data from the community health service
database. It is not known if the ethnicity data is prioritised ethnicity or just the first
ethnicity column in the database. It is possible that there is an undercount of Māori in
the database if the ethnicity data is not prioritised ethnicity. Even with this possible
undercount of Māori taken into account the data still suggests there is an underenrolment of Māori in the community oral health service.
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Age
Overall there was a higher proportion of children aged 3-4 years than those aged 0-1 years
in the database.
Figure 4: Age of children,who live in Taranaki, by ethnicity

Source: Titanium Community Oral Health Database, as at 29 March, 2018

Gender
Of the children who were recorded as living in Taranaki, as at the 29 March, 2018, there
were slightly more males (51.4%) than females (48.6%).
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Ethnicity
The majority (67.1%) of children on the database are recorded as European. Children who
identified as Māori as their ethnic group comprised 24.3% of children on the database.

Figure 5: Level 1 Ethnicity of Children who live in Taranaki

Ethnicity

Frequency

Percent

Not stated

1

.0

European

5122

67.1

Māori

1854

24.3

Pacific Island

114

1.5

Asian

462

6.1

Other ethnic group

82

1.1

Total

7635

100.0

Source: Titanium Community Oral Health Database, as at 29 March, 2018

Inactive/active
Of those children aged 0-4, who were recorded on the database at as the 31 March 2018, as
living in Taranaki, a total of 7,419 (97.2%) were recorded as ‘active’, and 216 (2.8%) were
recorded as ‘inactive’. The data shows that Māori children were about 2.5 times more as
likely to be recorded as ‘inactive’ in the database, than non-Māori children (Odds Ratio 2.4
(CI 95%:1.8-3.2)). This finding was statistically significant with p=0.000000008 (Fisher Exact,
2 Tailed P test).
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Figure 6: Percentage of children aged 0-4 years, who lived in Taranaki, who were
recorded as active/inactive by ethnicity

Source: Titanium Community Oral Health Database, as at 29 March, 2018

When analysed by age, the number of children recorded as inactive increases as the
children get older. When analysed by ethnicity Māori children aged over 1 year of age are
about 2 to 3 times more likely than non-Māori children to be recorded on the database as
‘inactive’. It is noted that the overall number of Māori children is low, i.e. ranging from 11 to
31.
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Figure 7: Number of active/inactive children, who live in Taranaki by age and ethnicity –
29 March, 2018

Age

Active

Inactive

Total

Under

Maori

293

0

293

1

Non Maori

1079

1

1080

1372

1

1373

Maori

315

11

326

Non Maori

1102

11

1113

1417

22

1439

Maori

368

26

394

Non Maori

1135

31

1166

1503

57

1560

Maori

379

31

410

Non Maori

1184

43

1227

1563

74

1637

Maori

406

25

431

Non Maori

1158

37

1195

1564

62

1626

Maori

1761

93

1854

Non Maori

5658

123

5781

7419

216

7635

Total
1 year
Total
2 years
Total
3 years
Total
4 years
Total
Total

Total

Source: Titanium Community Oral Health Database, as at 29 March, 2018
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Figure 8: Percentage of children aged under 1 years of age, who lived in Taranaki, who
were recorded as active/inactive, by ethnicity

Source: Titanium Community Oral Health Database, as at 29 March, 2018

Only one child aged less than 1 year was recorded as ‘inactive’ on the database. It is noted
that children are not automatically enrolled onto the Community Oral Health service at birth.
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Figure 9: Percentage of children aged 1 year of age, who live in Taranaki, who were
recorded as active/inactive by ethnicity

Source: Titanium Community Oral Health Database, as at 29 March, 2018

Māori children aged 1 year of age were about 3.5 times more likely to be recorded as
‘inactive’ in the database, than non-Māori children, (Odds Ratio of 3.5 (CI 95%:1.4-9.0)).
This finding was statistically significant with p=0.004 (Fisher Exact, 2 Tailed P test).
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Figure 10: Percentage of children aged 2 years of age, who lived in Taranaki, who were
recorded as active/inactive by ethnicity

Source: Titanium Community Oral Health Database, as at 29 March, 2018

Māori children aged 2 years of age were about 2.5 times more likely to be recorded as
‘inactive’ in the database, than non-Māori children (Odds Ratio 2.6 (CI 95%:1.5-4.6)). This
finding was statistically significant with p=0.0009 (Fisher Exact, 2 Tailed P test).
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Figure 11: Percentage of children aged 3 years of age, who lived in Taranaki who were
recorded as active/inactive, by ethnicity

Source: Titanium Community Oral Health Database, as at 29 March, 2018

Māori children aged 3 years of age were two times more likely to be recorded as ‘inactive’ in
the database, than non-Māori children (Odds Ratio of 2.3 (CI 95%:1.4-3.7)). This finding was
statistically significant with p=0.0014(Fisher Exact, 2 Tailed P test).
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Figure 12: Percentage of children aged 4 years of age, who live in Taranaki who were
recorded as active/inactive, by ethnicity

Source: Titanium Community Oral Health Database, as at 29 March, 2018

Māori children aged 4 years of age were about two times more likely to be recorded as
‘inactive’ in the database, than non-Māori children (Odds Ratio of 1.9(CI 95%:1.1-3.3). This
finding was statistically significant with p=0.01796.
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Reasons give for being recorded as ‘inactive’
The most common reason given for children who were still living in Taranaki, for being
recorded as ‘inactive’ in the database was ‘no contact’, meaning that the service not longer
had a contact address or phone number for that child.

Figure 13:Reason for being recorded as inactive for children who lived in Taranaki

Maori

Non Maori

BARRED

0

5

5

DNA

21

17

38

HOSPITAL

1

0

1

NOCONSENT

2

3

5

NOCONTACT

67

90

157

PRIVATE

1

7

8

1

1

2

93

123

216

Reason given (other than beyond)

REFUSED
CONSENT
Total

Total

Source: Titanium Community Oral Health Database, as at 29 March, 2018
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Completeness of enrolment in the Community Oral Health Service
Based on population projections for 2017/18 for the 0-4 years for Taranaki DHB, Māori
children are under-enrolled in the Oral Health Service, while non-Māori children are very
slightly over-enrolled.
Number recorded as

Population

Percentage of

active and living in

Project2018/19 1

population enrolled

Taranaki

and active

Maori

1,761

2,560

68.8%

Non-Maori

5,658

5,475

103%

It is noted that the data was taken from a service database. It is not known if the ethnicity
data is prioritised ethnicity or just the first ethnicity column in the database. It is possible that
there is an undercount of Māori in the database if this data is not prioritised ethnicity.

COHS ‘Do Not Attends’ (DNAs) rates for 0-4 year olds.
Data source
This data is from the National Non-Admitted Patient Collection (NNPAC). NNPAC stores
data about non-admitted secondary care events, such as outpatient and emergency
department (ED) visits. A non-attendance is where the appointment was not cancelled but
the patient either never arrived or left before being seen by the doctor (in the case of ED).
The data is sent by the District Health Boards to the Ministry of Health each week. This is an
automated process where data from the titanium database (service database for the
Community Oral Health Service), and WebPAS (Web-based Patient Administration System)
are feed into the hospital data warehouse. The data is then automatically extracted and send
to the Ministry of Health.

1

These figures are produced by Statistics NZ according to the assumptions specified by the Ministry
of Health.
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Rates of DNAs for 0-4 years
The overall rate ranged from 15.2% in the financial quarter one of 2017/18 (July to
September 2017) to 16.3% in the financial quarter three of 2017/18 (January to March
2018). As of 31 March 2018 (2017/18 Q3), Maori aged between 0-4 years had the highest
DNA rate of 25.9%, compared to 11.6% for Non-Maori aged 0-4 years.
Figure 14: Percentage of DNAs for the COHS, Taranaki DHB, for children aged 0-4 years,
by ethnicity, 2017/18.

30.0%

% of total visits

25.0%
20.0%
Māori

15.0%

Non-Māori
10.0%

Total

5.0%
0.0%
2017/18 Q1

2017/18 Q2

2017/18 Q3

Financial Year July 2017 - June 2018, by quarters

Source: Ministry of Health, NNPAC, retrieved on 27 April 2018.
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Figure 15: Percentage of DNAs for COHS, for Taranaki DHB, by age
Those children aged between 12 and 23 months had the highest DNA rate, of around 20%.

25%

%of total visiits

20%
Under 1yrs

15%

1yrs
2yrs

10%

3yrs
4yrs

5%
0%
2017/18 Q1

2017/18 Q2

2017/18 Q3

Financial Year July 2017-June 2018, by quarters

Source: Ministry of Health, NNPAC, retrieved on 27 April 2018.

DNA rates by area
It is important to note that while some areas have high proportions of DNAs, the actual
number of children is very small. This is true of small rural areas of Midhurst and Ohangai.
Manaia, Marfell, Waverley and Waitara West which are also areas of high Maori populations.
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Figure16: The number and percentage of DNAs by domicile, COHS Taranaki DHB, for
children aged 0-4years, Q1 2017 – Q3 2018
Domicile

Manaia
Midhurst
Ohangai
Marfell
Waverley
Waitara West
Ohawe Beach
Moturoa
Westown
Fitzroy
Mangatoki Moeroa
Glen Avon
New Plymouth
Central
Rahotu
Waitara East
Welbourn
Egmont Village
Stratford West
Kaponga
Kawaroa
Spotswood
Hawera South
Lynmouth
Merrilands
Patea
Douglas
Bell Block
Makakaho
Eltham
Stratford East

2017/18
Q1

2017/18
Q1

2017/18
Q2

2017/18
Q3

2017/18
Q3

% of
DNAs

2017/18
Q2
Total
number
of visits

Total
number
of visits

Total
number
of visits

Total
%
DNAs

% of
DNAs

Total
number
of visits

% of
DNAs

5
3
6
74
24
103
15
72
69
43

40%
67%
33%
32%
25%
28%
13%
25%
22%
21%

52
2
6
48
32
84
14
54
58
35

33%
0%
33%
31%
28%
23%
29%
20%
22%
26%

8
1
6
80

38%
0%
33%
30%
27%
31%
24%
25%
21%

65
6
18
202
56
300
42
197
198
126

34%
33%
33%
31%
27%
26%
24%
23%
23%
22%

113
13
71
71
48

27
17

19%
29%

28
11

21%
18%

45
19

24%
16%

100
47

22%
21%

21
1
68
24
13
62
12
27
50
151
35
58
57
15
113
20
27
35

29%
0%
24%
13%
0%
19%
25%
15%
14%
21%
14%
26%
16%
0%
8%
10%
15%
11%

23
16
59
21
5
86
8
37
34
94
36
26
5
12
103
24
20
33

22%
13%
19%
19%
60%
16%
13%
16%
24%
20%
19%
15%
20%
50%
23%
21%
10%
6%

25
3
71
29
14
66
7
25
44
167
36
38
5
16
121

12%
67%
15%
24%
21%
21%
14%
24%
18%
14%
19%
5%
20%
6%
17%

54
58

19%
21%

69
20
198
74
32
214
27
89
128
412
107
122
67
43
337
44
101
126

20%
20%
19%
19%
19%
19%
19%
18%
18%
18%
18%
17%
16%
16%
16%
16%
16%
14%
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Domicile

Hawera North
Toko
Frankleigh
Kahui
Struan Park
Bowden
Opunake
Inglewood
Upper Westown
Okoki - Okau
Fernleigh
Normanby
Kapuni
Mount Bryan
Whenuakura
Pembroke
Marsland Hill
Carrington
Kaimata
Oakura
Barrett
Omata
Okato
Highlands Park
Kaitake
Lepperton
Hawera West
Mangaoraka
Okaiawa
Paraite
Taranaki District
Health Board
Tawhiti
Urenui
Waingongoro
Waitotara
Whangamomona

2017/18
Q1

2017/18
Q1

Total
number
of visits

54
13
89
20
70
15
5
95
19
42
13
17
17
13
47
18
18
7
61
25
37
13
17
30
35
43
9
13
6
7
6
2
3
4

2017/18
Q2

2017/18
Q3

2017/18
Q3

% of
DNAs

2017/18
Q2
Total
number
of visits

% of
DNAs

Total
number
of visits

% of
DNAs

19%
0%
12%
15%
11%
20%
0%
14%
5%
12%
8%
18%
18%
8%
4%
0%
0%
0%
8%
0%
8%
8%
0%
0%
0%
0%
0%
0%
0%
0%

22
11
68
74
63
9
41
72
18
55
11
8
14
3
7
14
14
4
52
20
42
7
21
16
43
48
1
11
10
2

5%
0%
12%
9%
11%
0%
12%
4%
11%
7%
9%
0%
7%
0%
43%
7%
0%
25%
4%
10%
5%
0%
5%
6%
2%
4%
0%
0%
0%
0%

44
28
66
68
88
17
47
46
26
49
14
6
14
7
5
17
30
16
43
30
35
6
19
40
67
43
11
9
2
2

14%
25%
14%
15%
14%
12%
13%
17%
15%
14%
14%
0%
0%
14%
0%
18%
17%
6%
9%
7%
3%
0%
5%
5%
6%
5%
0%
0%
0%
0%

0%
0%
0%
0%

1
6
2
2
2
1

0%
0%
0%
0%
0%
0%

4
8
8

0%
0%
0%

3

0%

Total
number
of visits

Total
%
DNAs

120
52
223
162
221
41
93
213
63
146
38
31
45
23
59
49
62
27
156
75
114
26
57
86
145
134
21
33
18
11

14%
13%
13%
12%
12%
12%
12%
11%
11%
11%
11%
10%
9%
9%
8%
8%
8%
7%
7%
5%
5%
4%
4%
3%
3%
3%
0%
0%
0%
0%

1
16
12
13
6
4

0%
0%
0%
0%
0%
0%
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Taranaki DHB Community Oral Health Service workforce
More than 75% of the staff employed in the Taranaki DHB Community Oral Health Service
identify as non-Māori. Staff who identify as Māori make up 21% of the workforce.

Figure 17: The percentage of staff in the Taranaki DHB COHS workforce identifying as
Māori and non-Māori .

Community Oral Health Ethnicity Distribution

Community Oral Health Workforce
Community Oral Health Senior Management

Maori

Non-Maori

0.00%

100.00%

21.05%

78.95%

*The Maori category includes those who identify as New Zealand Maori and Pacific Island Maori. The Non
Maori category includes all other ethnicities and those who did not wish to disclose ethnicity.
Data as at Jul 31 2018.
Data Source: StarGarden (TDHB Human Resource Information Management System)

KEY INFORMANT INTERVIEWS
Nine semi-structured interviews were conducted in 2018 with staff from the Taranaki DHB
COHS and Māori Health Team. Four of the nine key informants identified as Māori. See
appendix one for the interview guide. The following is a summary of responses, including
direct quotes from key informants.
What inequalities exist in Taranaki in relation to the community oral health service for
0-4s? Consider ethnic, geographic and socio-economic inequity relating to both oral
health outcomes and service engagement
Nearly all (seven out of nine) of the key informants emphasised the existence of socioeconomic inequities. Issues associated with socio-economic circumstances included
financial challenges relating to transport (for example, affording petrol), lower income
workers being unable to take time off work, families living in crowded homes with multiple
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health issues, a reliance on mobile phones which change numbers regularly and the cost of
replying to text message appointment reminders. A third of key informants (three out of nine)
also highlighted inequities for families living in high deprivation areas through out Taranaki.
One key informant suggested that within more affluent areas such as New Plymouth there
are pockets of deprivation and these families are also disengaged from the COHS.
We have one whole street where we struggle to contact parents, it’s real
pockets.
Over half (five out of nine) of all key informants highlighted geographic inequities for families
living in rural areas, such as Whangamomona and the Forgotten Highway. Individual key
informants felt families living in rurally isolated areas experience inequities due to limited
Mobile Dental Unit visits and transport related issues.
I feel like they do miss out because of being so far out.
However, one key informant disagreed that geographic location could be a barrier in
Taranaki as the oral health service reaches every area, more so than in the past under the
previous oral health service system.
I cannot see that geographic is an issue in our area. Because in New Zealand, I
have just read an article, that there are 13 areas with no access to dental
services. Domicile areas. We have more sites now, than we had before the
school dental service days, despite what people say. I would ask you if there
are any other health services that treat children from Ahititi, from Mokau, from
all the areas around Opunake, because we take mobiles into those areas. So,
we contact every single school and every single kōhanga and every single preschool.
Ethnic inequities were acknowledged by all key informants. Over half of all key informants
(five out of nine) agreed that tamariki Māori experience unfair disparities in engaging in the
service. One key informant specifically highlighted the over-representation of tamariki Māori
on the ‘inactive’ list, a list of children who the service is unable to locate and contact and as a
result are essentially lost to the system. However, more than half of key informants (five out
of nine) also identified immigrants to New Zealand as experiencing inequities, with new
migrants from Philippines, Pacific Islands, China and India commonly mentioned. Four key
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informants highlighted the language barriers for these families, which present difficulty for
them engaging in the service.
In addition, key informants recognised the existence of inequities for transient families (two
out of nine), families whose parents change their mobile number regularly (three out of nine)
and families with low parental educational achievement (two out of nine).
In response to this question, a third of key informants (three out of nine) emphasised that
addressing inequities in attendance at the COHS will not alone address inequities in oral
health outcomes. One key informant stated that service engagement does not reduce the
chance of developing ECC, and while the service would like children to attend appointments,
doing so is not going to be able to stop ECC developing. Another key informant offered
examples of children who attend appointments regularly still require referring for treatment
under general anaesthetic.
What I do in the clinic is only good if what they do at home is also adequate.
Attending dental services does not always equate to oral health. That will
depend on whether the parents or guardians being able to make the change.
We have a number of pre-schoolers who despite attending regularly, engaging
with the service, still have to be referred for general anaesthetic. … So, that
doesn’t make the ASH rates any better.
Which groups are most advantaged and how? (ethnic, geographic and socioeconomic inequity)
More than half (five out of nine) of the key informants identified families who had previously
attended appointments and established positive relationships with staff as advantaged. One
key informant explained that these families then have no reason to fear returning to the
service. Another key informant highlighted the efforts of one long-serving staff member who
has built particularly strong relationships with her patients over time and suggested this
individual is responsible for many of her patients attending.
If they have had that previous relationship with someone in the service, they
often come back.
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Almost half of the key informants (four out of nine) suggested that families in high socioeconomic positions are advantaged. Reasons offered included having access to their own
vehicle for transport (one key informant) and less difficulty taking time off work to attend
appointments with their children (one key informant).
Four key informants also suggested more highly educated, health literate and ‘worried well’
are advantaged.
The ‘worried well’ because they have access to transport they’ve got phones,
they ring, demanding, very demanding, they are definitely advantaged. They
pretty much overuse our service, they have a wriggly tooth, they are there. They
actually clog up those appointments that could be made more available … if I
had a wish list I would put them on an 18 months recall.
Three key informants identified families whose children attend pre-schools that are in close
proximity to clinics or mobile clinic sites as advantaged. However, one of these key
informants highlighted that this may not be the case for the Rangiātea site as the Kōhanga
Reo may not attend regularly despite being on site.
Three key informants highlighted non-Māori as advantaged. One key informant expressed
the view that non-Māori are more comfortable with attending a clinical environment and
being treated by people who are unknown to them.
So what groups are most advantaged …. well it is not Māori.
It’s very clinical where we work and a lot of Māori don’t like that and they like to
deal with the person who is treating them; you don’t want to go from person to
person … talking to the same person and every time, you go there knowing who
you are going to see and that’s quite important, the face-to-face because that
person knows you, knows your history and you feel comfortable. You only go to
the people that you feel comfortable with … I find with Māori, if they are not
comfortable, they just won’t come.
Two key informants suggested families who know that the service is not going to cost them
are advantaged.
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Individual responses regarding who key informants felt were most advantaged include those
children who come from families that:
•

feel confident to contact the COHS if there is a problem.

•

have had their own poor experience of dental treatment and don’t want their children
to experience the same.

•

have more free time.

•

prioritise oral health.

•

remain at the same address or keep the COHS service updated on address changes.

•

live close to main towns or bus routes so can walk or bus easily.

In your view, what groups are disadvantaged by the current service and how?
More than half of the key informants (five out of nine) identified children from transient
families as disadvantaged by the current service because the COHS experiences difficulty
contacting them after they shift addresses or move to Taranaki. One key informant offered
the example of families, often Māori, who arrive in Taranaki, have no connections and are
not linked up with any health services, including a General Practice, and eventually present
at the Emergency Department before they are assisted.
Usually, working on the mobile (service), we have the schools, so we can ask
them. The parents are not even corresponding with the schools anymore
almost. So, you will go and ask the schools and they will be like, oh, you will
never get a number for them, we can’t get a number for them.
Once they are deemed as inactive, the data actually suggests that they just stay
inactive, even though in theory the co-ordinators need to be making a concerted
effort to following them up – and getting them back into the system.
No one really gets hold of them to ask “what is the issue, can we help at all?”
Almost half (four out of nine) of the key informants highlighted immigrants who have shifted
to New Zealand as disadvantaged. Four key informants reported language barriers as
disadvantaging these children. Three key informants identified Māori as disadvantaged by
the service.
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Three key informants suggested families who live in rural areas are disadvantaged due to
less access to the mobile clinic and being unable to attend the mobile clinic when it does
visit their town if the children attend preschool / school in another town centre. One key
informant highlighted that if the preschools are not invited to the mobile clinic then they have
to travel to the main centre. Another key informant talked about mobile clinics going to rural
areas once or twice a year but for pain relief/treatment people have to go to the main
centres, which is difficult if you don’t have transport when you need to attend clinic outside of
mobile dates.
It is easy for someone who is sitting somewhere in an office, in New
Plymouth, and really has no idea of the bus and how far a person is from
their closest dental surgery, doctors surgery or something like that.
Three key informants also viewed families who do not have access to transport, including
being able to afford petrol and a Warrant of Fitness as disadvantaged.
When we use to be in our own clinics, you could go over to the school and
pick somebody you could back up that, but if a whānau doesn’t turn up …
Key informants identified children of caregivers who have had their own negative
experiences of dental care (two out of nine) or who have poor oral health themselves and
feel embarrassed (two out of nine) as being disadvantaged by the service.
They are scared we are going to judge them and if they specifically know that
their own children have got problems, if they know that they have, they might
not want to come because they do not want to be told off about it. I hate when
people feel like that.
I think it just comes back to the way people portray our service – and it is not
always portrayed in the best way. There are so many people who still go back
to the ‘murder house’ days. We still have parents now that come in and say
that, we have to say “look it is not really the way it used to be, you can’t really
be saying that in front of your child”
Two key informants suggested children from higher socio-economic families can be
disadvantaged due to their parents avoiding taking them out of school or not wanting their
children to miss out on their extra curricular activities. Two key informants identified those
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children whose parents are less educated are disadvantaged because their caregivers are
not aware of their entitlement to the free service and do not know the importance of
attending oral health appointments.
Two key informants each highlighted children of transient families and whose parents
regularly change their mobile phones as disadvantaged as they become difficult for the
service to contact.
Individual respondents also identified children who come from families that:
•

Are large, with multiple children.

•

Live in areas such as Marfell, where it is a significant walking distance to Rangiātea.

•

Are Pacific Island.

•

Have jobs that make it difficult for them to attend appointments.

•

Home schooled families who have to travel to main centres even if mobile dental unit
is in their area.
They live next door to the school yet they can’t use the mobile. Anybody should
be able to get on that mobile regardless of what school they went to. If they are
0 – 18 years and they want to go on the mobile or use the COHS, they should
be able to.

How did this inequity occur? (ethnic, geographic and socio-economic inequity)
A third (three out of nine) of key informants commented that there are complex historical
reasons for tamariki Māori experiencing inequities in attending the COHS. Responses
included the historical impacts of the dishonouring of the Treaty of Waitangi and impacts of
colonisation resulting in major changes to life for Māori, such as urbanisation, change from
being self-sustaining, loss of control of resources, separation from whānau and isolation.
One key informant highlighted how living in poverty impacts on people’s life situations and
their ability to engage in available health services.
A lot of the resources in the DHB go to the people who are the shoutiest,
because they know how to access them. And some of these families that we
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want to help, they have just got so many issues in their lives … to find out how
to access health care is probably too hard for them.
The majority of responses focused on how the COHS contributes to maintaining inequities in
attendance. A third (three out of nine) of the key informants responded that resistance within
the COHS to delivering services differently results in the maintenance of inequities. Two of
these key informants felt the management structure and having staff who had been in the
jobs a long time had contributed to stagnation in the service. One key informant suggested
the lack of willingness to change means the COHS system itself is a barrier for families.
Nobody wants to move forward or try and do anything that maybe is out of the
ordinary. Or even try anything different to try and help those certain families or
ethnic groups/low income families to help make it better. And, anybody that has
an opinion on it, basically gets shut down. So, we are kind of following or we are
underneath a hierarchy that is set in its ways. So, how can you make steps
forward, in any way, shape and form, if the people that matter – won’t allow it?
One key informant suggested that the lack of flexibility with utilising staff contributes to the
maintenance of inequities. The key informant gave an example of early childhood centres
requesting educational talks from a staff member known to their communities but the staff
member was unsupported to attend because education is outside of their role in the COHS.
This has resulted talks being given by another COHS staff member who is unknown to the
respective communities, or no response from the COHS to the request.
Two key informants highlighted that the high-risk families are often not engaging in a range
of other health services too so as a result are being chased by a number of services and
may feel harassed.
One individual key informant emphasised the COHS’s loss of connection in communities,
which has resulted in relationships lacking trust.
When we were in the schools you had the same person in the school, they
knew all the grandparents. They knew the wider community so if they had a
problem of getting someone in, at least they knew the contacts. Quite often you
would ring someone and they would say “hey I can’t get hold of …. are they still
in the area?”. And you find the next day usually that person is sitting and waiting
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on the doorstep, because somebody has rang them and said they want to see
your child. We have none of that now.
We are not allowed to network anymore. We sit in our four walls and they
expect the person to walk through the door. I feel you have to do that foundation
work to get that trust before you can get people in. If you don’t do the foundation
work you are going to be the ambulance at the bottom of the cliff.
An individual key informant raised the issue of attitudes of racism within the service.
I believe there is sort of attitudes of racism at play … comments such as ‘you
can take a horse to water, but you can’t make them drink’ or ‘there’s not a
problem here, there is no way we are going to deal with the DNA rate’.
5. In your experience, what do you think are the common reasons why children
under five don’t attend appointments?
Almost all (eight out of nine) of the key informants identified the major barrier for families
attending the COHS is the lack of value placed on oral health appointments and the low
priority given to attending by caregivers. The majority of key informants agreed that many
disadvantaged families have multiple issues to deal with; oral health is not their top priority
and attending dental appointments is not viewed as valuable, particularly when they believe
there is no problem with their children’s teeth.
I don’t think parents see the value in attending their appointments. I think they
think they are baby teeth and it doesn’t matter. I don’t think they worry unless
the kids complain.
A lack of health literacy is evident with parents not understanding the importance of oral
health checks for pre-schoolers and not understanding the importance of primary teeth.
One thing we hear often, if they do come in, one problem they have identified is
“that a baby tooth doesn’t matter, it is going to come out anyway”
We like to address the dental issues at a really early stage, but often we
don’t see kids arrive until they’re in pain or the parents have noticed
something wrong and usually by that stage for baby teeth it is too late.
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Two thirds (six out of nine) of the key informants suggested that the lack of knowledge that
the COHS is free is a major barrier for caregivers, particularly when families are
experiencing financial hardship and living in poverty.
When you think that some families might not be able to buy milk or bread for the
week, they are not going to come to the dental clinic if they think it is going to
cost them.
People will often leave and say “do we owe you anything?”.
Almost half (four out of nine) of the key informants suggested that for many caregivers
accessing time off work to attend appointments is a barrier. Responses suggested this is a
greater barrier for caregivers in lower paying jobs due to inflexibility of work hours and
needing to work to earn money for their family. One key informant added that if this is the
case these families are only going to use the COHS if they think they really need it.
I also think it’s to do with parents not being able to get time off. And a lot of
children are in day care. It’s hard to get time off work.
Four key informants highlighted the barriers that new immigrant families face with accessing
the COHS. Four key informants highlighted the language barriers for these families, which
present difficulty for them engaging in the service. Others suggested the inequity is due to
coming from different health systems overseas and a lack of understanding of the free New
Zealand oral health service system.
For new immigrants, their issues are different again, and it depends on where
they come from, but there is a lot where oral health has not been a priority in
their own culture. And that is a kinda hard thing to address because that is their
culture. And there is the old adage ‘it really does take a village to raise a child’.
They may migrate out just by themselves and that is all they’ve got. It is harder
again for them, also with the communication barriers for non-English speaking
families.
A third (three out of nine) of the key informants highlighted the fact that children rely on their
parents to bring them to appointments:
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It is very easy. They don’t choose whether they come or not, the decision is
made by their parents or caregivers.
Well your question is incorrect; you should say ‘why do parents not bring their
children? They don’t attend by themselves, they don’t make that decision.
It’s not that the children are not coming; it’s that the parents are not bringing
them.
Three key informants raised the issue of an oral health workforce shortage. One key
informant explained the service has 3000 more enrolments than it had originally planned for
(21,602 rather than 18,500), however this has not resulted in increased staffing levels to
meet the extra demand. One key informant recognised the pressure that the staff shortage
puts on the service.
We used to be more settled or stable in the service but, because we are
stretched, they are doing what they can.
Three out of the nine key informants identified the following barriers relating to caregivers:
•

Lack of access to transport and the organisation of car seats in private vehicles.

•

Caregivers viewing the COHS as a treatment service, rather than being preventative,
and a belief that if there is no problem then there is no need to attend an
appointment.

•

Lack of flexibility of COHS appointment times for working parents or families with
other children who have afterschool activities.

•

Caregivers not feeling comfortable culturally due previous experience, eg. staff
mispronouncing names, expressing negative racial attitudes and experiencing
unconscious bias by Māori and non-Māori being treated differently, and as a result
whānau requiring support.
I think there is also a bit of unconscious bias, by some of the older dental
nurses. What I have heard [from families] is that they won’t take their children to
[clinic]. There are three families that have Māori children that will pick up their
children and will bring them to [another clinic]. And this is because there is a
noticeable difference in how [a staff member] treats the Māori children as
opposed to the non-Māori children.
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Sometimes I have [heard] “I don’t like they way they talk to me” … some of
them were too frightened to attend any appointment.
Medically - you don’t want to talk like that. At their level, you just talk,
almost like an aunty. It’s just so that they don’t feel like … well, it’s like
being user-friendly.
Two out of nine key informants identified the following caregiver barriers:
•

transient families not being easily contactable by the service. One contributing factor
identified by an individual key informant is the patient databases not linking.

•

attending appointments is not compulsory; the service cannot make people attend.

•

avoiding taking children out of childcare that has been paid for.

•

experience of being turned away by the service and advised they need to attend
COHS in another part of Taranaki.

•

changing mobile numbers resulting in loss of contact with the COHS.

•

a reluctance of caregivers to answer unknown phone numbers and check voicemail
messages when the COHS telephones families.

•

no emergency contact details on file for other family members.

•

feeling intimidated and alienated in the clinical setting.

•

caregiver embarrassment of their own appearances/clothing and intimidation by the
expensive clothing worn by staff working in deprived communities.

•

negative past experiences of family members with their own oral health.

•

a lack of Māori staff in the service.
I also know that it is daunting to come into a service that is predominantly white
when you are not a white person. It is not only that it is predominantly white but,
I believe, there are some racial issues with our service.

Caregiver embarrassment of their own oral health, with one story shared by a key informant
of staff reportedly making jokes about a parent’s oral health.
[They] were just kind of joking around but she could hear them. You know,
“check out the teeth on that woman”. I don’t know what was said but according
to [staff member] this person said she didn’t want to engage anymore, because
she was that embarrassed about getting ‘bummed out’.
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Individual key informants highlighted the following caregiver barriers:
•

families believing there is no reason to attend appointments unless there is a pain
problem for their child.

•

caregivers’ non-attendance in dental care themselves.

•

caregiver mistrust of the service.

•

a lack of understanding of the content in consent forms.

•

a fear of the unknown at the appointment.

•

a lack of familiarity of caregivers with the staff treating their children.

•

caregivers forgetting appointments.

•

multiple children living in a rural area but the school-aged child attends school in a
main centre. This means the whole family has to attend the hub, including the preschooler.

•

families not wanting to burden staff with their child’s behaviour, for example if their
toddler is not sleeping well.

•

a lack of community engagement with the mobile bus service to advise local families
that the bus is in their area.

•

caregivers can’t be bothered so just avoid appointments completely because of their
situation.

•

caregivers may not know how to read and write.
They may not know how to read or write. They might not have read up on the
pamphlet or the card, so they may not be able to understand. But they won’t tell
you that because they are embarrassed as it is. Too scared to ask you. And I
have always said “ask” but they are frightened because we are professionals so
they think “I will just take what is coming”. But they should be able to have a
voice.

One key informant warned against using DNAs as a measure and comparing against other
services.
Your focus is on DNAs, my focus is more on people who are dropping off our
system. Because DNAs means we are still contacting them, and as I have said
to you before, DNAs is an economic measure, based around a secondary care
philosophy.
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How could these barriers to attending appointments be overcome?
A wide range of responses were collected from key informants on how to overcome barriers
for caregivers engaging their children in the COHS. Broadly, the most supported actions
were:
•

increase collaboration with other health providers and the early childhood sector

•

trial changes to service delivery

•

increase promotion of oral health values and raise profile of COHS

•

improve linkage of database systems

•

support more Māori staff into the COHS – Māori treating Māori

•

create a community worker / kaiāwhina role to support whānau to access and
navigate the service

•

provide transport

Increase collaboration with other health providers and the early childhood sector
Almost all (seven out of nine) of the key informants highlighted the need for increased
collaboration with other health providers and the early childhood sector. Key informants
talked about promoting enrolment and attendance in the COHS through networking with
other health professionals, such as General Practitioners, Well Child providers, Plunket, B4
School Check nurses, Māori Health Team, Tui Ora Kaiāwhina and midwives. One key
informant highlighted that child health providers have little knowledge about each other’s
roles and services. Another key informant suggested ‘Lift the Lip’ service could be improved
by better collaboration. One key informant suggested that if staff were allowed to connect
with other agencies, they could update contact details of families in the data system.
Working with other networks and providers – everyone singing from the same
song sheet. Right through to Midwives, they are pretty good. But yeah,
everybody needs to be on board.
Better community engagement through early childhood education (ECE) was highlighted.
Suggestions included promoting the service with advertising material in kindergartens and
Kohanga Reo, working with ECEs to remind families about enrolling and to access families
directly as well as utilising the relationships that dental therapists have with ECEs to improve

64

engagement. One example was shared of an individual dental therapist organising with a
Kohanga Reo to attend together on a given date with proven success.
[The staff member] has found out how many kids they have got there – and
then she goes back with consent and medical forms to give to the parents who
want the free dental care. And I think she has a pretty good hit rate. But they
shackled her a bit. They don’t really let her do it. And, I think why not let
someone do this if they are good at it and it is getting people’s children in. You
know, some of those children haven’t been seen for four years – or some
haven’t been seen at all and they are five. So, why not just let her do her thing if
it is proven that she is doing what we need done?
For a public service to work, we need to get out there and tell people who we
are and what we do, have our staff go into the preschool environment and
engage with them. Show the forms, they can explain it to parents.
Trial changes to service delivery
Six key informants suggested changes to aspects of service delivery, such as operating
hours and Mobile Dental Unit routes. Three key informants discussed reviewing the Mobile
Dental Unit routes; processes for seeing children on the Mobile Dental Unit; and allocation of
time based on school decile ratings. One key informant suggested when the Mobile Dental
Unit is not used on a Friday, it could attend preschools.
I definitely think it is high time for a fresh look at the routes of the mobile and our
processes. It is quite difficult at the moment as we have a shortage of staff, so
you’re under the pump really.
I think the buses could be used better, its been eight years and its not working
so let’s have a re-think. Lets be open to ideas.
Now that those mobiles are going regularly into some of the schools that are
higher up the decile rate than the bottom, they may have worked themselves
into a position where things are actually looking not so bad now that they have
had regular care, going in there twice a year, rather than once. So some of
those ones that are on the fringe, they could probably change that up a little.
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A third of key informants (three out of nine) suggested the service considered being more
flexible with appointment times and trialling different hours of operation to engage families.
One key informant responded that the service should offer staff incentives to work alternative
hours. Late afternoon, evening and weekend appointments were all highlighted by key
informants as potentially improving attendance. However, two other key informants were
unsure that additional hours would result in improved attendance, as families will always
have other priorities and activities on.
Well, let’s be flexible enough to do after-hours service. Let’s trial that and, if it
works, then we can implement that.
Those appointments would get gobbled up by the worried well who don’t want
to take their kids out of school. So yes, we will have that appointment thank you
very much. If it was in the evening, they would come to those maybe.
Increase promotion of oral health values and raise profile of COHS
The majority of key informants suggested raising the profile of the COHS, increasing
advertising that the service is free, and promoting the importance of attending oral health
appointments. Comments included:
•

using social media

•

television advertisements that had previously been popular with families

•

telling positive stories about the COHS

•

the important benefits of attending regular check ups

•

promoting the service in ECEs, and

•

promoting the 0800 number to encourage families to contact the service.
I think we need to up our image, up our profile, we need positive promotion.
We do as much as we can in the clinic but we need some external advertising
or something, so that people have that faith and that trust in us.
So, it is really just having a profile, so they really know how to contact us.
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We have families come in and the child is just about to start school and they
didn’t know that they needed to come before school, before the children started
school. There is still a group of people that don’t know that we are from nought
[birth] – so we really want people to know that we start young. They can come.
If they knew that, I really want to promote that.
I would love to see posters at kindy, pre-school, advertising the free oral health
service – with the 0800 number to ring. That 0800 number has been such a
good thing. Families love ringing it, because they know it is not going to cost
them anything. It is an easy number to ring. It would be good if there were
posters in the children’s ward at the TDHB. Like, everywhere that children go.
The CACC building – more advertising in there - and that whole continued
networking with all other providers and pre-schools, Tui Ora, all of those.

Improve linkage of database systems
A third (3 out 9) of the key informants highlighted the need for information technology (IT) to
better support the service to engage families. Key informants acknowledged that a range of
different health services are working with all of the same families, however, information
storage is siloed and databases do not interact with each other so cross matching is difficult.
Key informants suggested linking the IT systems with each other could create systems for
other health professionals to encourage families to enrol and attend appointments, as well
as assist the COHS to locate families whose contact details are out of date. One key
informant referenced NCHIP as the database that could be utilised to achieve this. One key
informant advised this request needed to be made to senior DHB management for any
action to occur.
It’s a pity that our IBAs don’t link up, then it would make a whole big difference.
And system barriers are there. The current data systems are not enabling easy
monitoring. And I want you to put this statement in there: there are currently
eight databases for children in Taranaki, and none of them talk to each other eight, that I know of. Some of them are PHO, some of them are DHB and some
of them are internal DHB. We have the DHB, we have Titanium, Public Health
Nurses (I am not sure where their database is), we have NCHIP, we have the
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immunisation database, Tui Ora has a database, Gateway, PHOs, GPs, I don’t
even know if that’s all of them.
The IT systems working together so you can actually see. We all have our own
little silos of information and, unless you have got those connections with
people within those organisations, we are all working at cross purposes really. I
think that’s a key one. For a whānau who hasn’t been attending our services, for
a little pop up to arrive on the GP’s system to say these guys haven’t been
attending could that be helpful, I think so.
Going back to collaboration between health providers, flags popping up on
General Practice systems, talking to each other about it … that could work for
referrals.
I think this DHB is not keen on NCHIP but I think that’s a start.
A key informant suggested that the current IT system neglects to highlight the differences in
attendance for tamariki Māori.
Māori DNAs are not visible as bundled in with the other DNAs so the inequity is
not clear for all to see, need to pay attention to the inactives. They are falling
through the cracks.

Support more Māori staff into the COHS – Māori treating Māori
Three key informants referenced the need to increase Māori representation in oral health
management and workforce.
Well. I just have to reiterate, Māori controlling their own services really, it is the
key. You know, because, there is enough research out there to suggest that
when Maori control their own services, you have an increase in what you are
trying to achieve.
In an ideal world, we would have Māori treating Māori. But the problem with that
is there are not enough Māori students going into Dentistry and Oral Health. So,
we need to back that up in the high schools and part of the Why Ora?
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programme, so that is an option, so kids at high school look at it. So, in an ideal
world, that is exactly what we want.
Māori working for Māori is good. Somebody that’s … you get Māori ones that
will ring up that have a life experience too, that are more understanding of the
difficulty that our young families are facing now, and being more
compassionate, instead of (it’s really hard) to be really understanding of them of
their difficulties outside of why they are not coming to appointments. There is
something bigger than that. But, we are only seeing one little area, and they
could have huge things going on around the dynamics of that family - probably
huge- that we don’t know, but we don’t have a buy in until they open up and say
something. But you can’t, you know, say “Is there anyway I can help? I am right
here if you need me”. And, it’s like, “Well…” and they will open up. But
sometimes it takes a few attempts. It’s finding out why don’t you? What is the
difficulty you are having? And, it could be the case of “I don’t like the
receptionist”. See, it could be a little wee thing like that, but it stung.
Create a community worker / kaiāwhina role to support whānau to access and
navigate the service
A number of key informants supported the introduction of a kaiāwhina or community worker
role to engage families in the service who are currently disengaged. Suggestions for this role
included:
•

working with other organisations to get contact details updated

•

locating families, taking on a ‘truancy officer role’, getting ‘inactives’

•

providing transport if required

•

organising kaumatua assistance

•

finding out if there are influential members of family that will ensure the children will
go

•

calling families back after their appointment to check in about how it went, and

•

placing importance on building relationships.

Examples of past success with this approach were given by multiple key informants. Two
key informants referenced the success of the Māori Health team utilising their networks to
locate and call patients for their audiology appointments, which resulted in improved
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appointment attendance. One key informant suggested this role could be within the Māori
Health team. Another key informant suggested that it had successfully been used to engage
adolescents into the oral health service in the past.
I also think there needs to be some more asking people, you know, ask these
families who don’t want to come.
Only as good as the person that you have in the role
One key informant was supportive of this role as it would prioritise effort towards building
relationships with families who currently have no relationship with the service
They have to come first.
Provide transport
A third (three out of nine) of key informants suggested assistance with transport to
appointments should be provided. Examples given were the Public Health Nurses doing this
and this potentially being the role of a kaiāwhina or community worker in the COHS. Cost to
the COHS and the organisation of car seats were highlighted by two key informants as a
potential challenges to providing transport.
Individual key informants provided the following other suggestions:
•

Staff learn to pronounce Māori words correctly.

•

Consider offering incentives for families to attend appointments.

•

Put worried well onto an 18month visit, would require changing with MOH

•

Put patient at the centre

•

Create a more welcoming environment in the clinics, including being friendly and
welcoming to all families, playing music or bird sounds, hang taonga/art.

•

Acknowledge there is a problem. Change the management to one that will
acknowledge there is a problem and be willing to do things differently.

•

Don’t turn people away. Welcome people into the service regardless of where they
live.
We should be welcoming them with open arms.
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Overall, how could we improve Māori attendance in the community oral health
service?
The majority of responses focussed on efforts to increase Māori in the oral health workforce.
One key informant reported that the workforce now comprises of 30% Māori staff, an
improvement on the past. (It is noted that the correct figure is 21% of staff identify as Māori).
More than half of the key informants (five out of nine) suggested cadetships, scholarships
and bonds were promising ways for increasing the Māori oral health workforce locally. A
third of key informants (three out of nine) identified the lack of Māori graduates coming
through training programmes as an issue, particularly in light of an aging current workforce.
Two key informants suggested working with high schools to encourage young Māori to enter
the workforce and identifying students from high risk areas interested in oral health as a
career, then supporting them with training scholarships and bonding them to work in the
COHS in Taranaki. A third of all key informants suggested the cadetship programme had
been very successful in the COHS and having two cadets together to support each other
was effective. It is noted that Taranaki District Health Board is currently funding a Māori
Workforce development programme – Why Ora? that does encourage Māori students to go
into the health workforce.
A number of key informants highlighted the challenges of retaining trained Māori staff in
Taranaki and competing with the private sector, suggesting salaries need to be raised in the
public oral health system.
In an ideal world, we would have Māori treating Māori.
I am very concerned for our future in the next five years. Our service is going to
look quite different.
Two key informants focused on introducing Māori provider oral health services in Taranaki.
The emphasis was placed on Māori having control over their own services to meet their
people’s needs and utilising the strong relationships and networks possessed by Māori
health providers with their communities to deliver services.
If you’ve got Māori health providers out there that the people are happy with,
and they have a relationship, then it makes sense to use them. It’s whether they
have the capacity to do it.
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Two key informants suggested that a new position could be established to link Māori whānau
with the COHS, much like how the Māori Health Team has successfully contacted families
for attending audiology appointments. It was suggested that this role could have a database
of families not engaging in the service who they could telephone and work with face-to-face.
One key informant suggested there is currently available staffing resource (FTE) for South
Taranaki that could be used innovatively to carry out this role by employing somebody with
links to whānau in South Taranaki.
Four key informants suggested that the existing Māori COHS staff, who have established
networks with Māori communities, are empowered to work with their communities to engage
families in the service. Allowing staff to use their own networks to carry out education with
ECEs and talk face-to-face to parents to remove the fear of the COHS was suggested by
one key informant. Another key informant suggested Māori staff members in the service
should be supported to continually build community relationships for the service. Another key
informant suggested staff work more with whānau contacts and kaiāwhina.
If you can empower others then it works because they can take ownership.
They will go out and own it. We don’t have it, we are not allowed to use our
networks. It’s easier for Māori providing for Māori. They have to know who you
are.
Better collaboration with other health professionals and sectors was suggested by two key
informants as being important for addressing barriers for Māori whānau engaging the
services. One key informant suggested social workers could work with the service and bring
families to appointments.
Why don’t we all talk?
Other individual suggestions for overcoming barriers for Māori engaging in the service were:
•

Offer transport to appointments.

•

Improve continuity of care so families see the same staff member.

•

Expand the Rangiātea campus service for Community Service Cardholders to be a
true community dental centre treating all ages (particularly young mums) as it was
originally intended.

•

Prompts at GPs and for Well Child / Tamariki Ora nurses to link families to the
service.
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•

Build profile of service so families know how to contact the service.

•

Focus on families who are ‘dropping off our system”, rather than DNAs which means
we are still contacting them (DNAs were felt to be an economic measure based on a
secondary care philosophy).

•

Be more accessible with the mobile clinic by taking it to areas where engagement is
low
Need a system that works out ”Who are the families who need the extra
support?”

Do Māori (particularly those unable to access the service) have a voice in the delivery
of the community oral health service for children under five?
Nearly all (eight out of nine) of the key informants felt that Māori did not have a voice in the
delivery of the community oral health service for children under five. Staff members were
particularly critical about the use of the current survey tool or complaint processes for Māori.
Well, not at all, there is absolutely no engagement from what I have heard.
There is just no communication, there is no interaction, there is no nothing. We
are just a service that sits and waits. And then we wonder why no one comes or
people don’t ask questions, because we are not opening it up for that.
It’s there, but feed back, general standard TDHB stock. I think people,
generally, if they are unhappy, they don’t say anything or fill out a form. They
complain about it and it comes in through the back door, or they just don’t come
back.
However, the majority (six out of nine) stated Māori were consulted on major developments
or projects in the oral health service, such as the move away from school based clinics, and
a focus group regarding service choices for adolescents.
Initially when they did the consultation around the reorienting of the community
health service, they did a consultation process that went to everybody that they
could get their hands on – I think it was run by Funding and Planning.
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They have had a lot of say, when they reoriented the oral health service.
[Former staff member] named Te Henui. There are consultation documents
around all the meetings that were held. I am not so sure about that, I found that
they come with their own point of view. I am more interested in talking to the
families and working at that level because there is a disconnect between those
working at a high level in Māori health organisations and families. [former staff
member] did some work, I don’t know where that has gone, they did some
phoning.
We have done those focus groups with [former DHB staff member]. I did some
focus groups with some adolescents using the health promotion stuff at that
time, [former staff member] were all here, the free community oral health
service for 18 and under, we wanted to know if they wanted to stay with us or
whether they wanted to go off to the dentist because, to be honest, we pretty
much work as a safety net really, rather than promote that free care for 18s.
Obviously they can stay with us, but if I was the parent, I would want my child to
have the best service that they could have, even though I think we offer a more
thorough service, in as we have more time available for our adolescents.
Obviously the dentists’ scope is better than ours, and why do they come to us if
they have a problem they can’t sort, you’re best just asking why? I did eight
focus groups around the Maunga. Lots of family conditioning. Like koro’s got no
teeth, mum’s got a missing tooth so they didn’t aspire to being any different, that
was a shock to me.

One key informant, who had worked hard to make sure that Māori had a voice through her
own practise of asking for parent feedback at appointments. The key informant felt this
method had worked well and she had seem a change in the behaviour of parents, from just
‘nodding’ to actively engaging by asking questions.
It is getting better. It is getting better lots. I find that way back when I first started
here, they are starting to ask questions, and that is exactly what we wanted
them to do. Not just sit back and just nod – ask – you know. And they are
starting to get more vocal and they should be. They still need a little bit more
encouragement too. But, if they can have someone that they can actually
bounce off. [Interviewer: So, this is at appointments?]. Yes, they can ask a
question, they can feel safe to ask a question. Otherwise, they will just sit there
and say nothing.
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Other suggestions given by key informants to give Māori a greater voice in the delivery of the
community oral health service for children under five included building the number of Māori
staff who were delivering the service. It was noted that the service was actively working with
the WhyOra? Māori workforce development project, by employing Māori cadets into the
service.
More could be done because I think some Māori families do respond more
positively to seeing a Māori oral health therapist.
Another suggestion was to go out and actively seek the voice of Māori.
But, it would be great if we could find out what would make it work and make it
easy for families, because we really want to be an open door service. We don’t
want to make it hard for people. So, any ideas on how it will happen, I don’t
know. Finding people to participate is a big one.

What other groups in the Māori community does the service link with?
The majority (seven out of nine) of the key informants were able to identify groups within the
Māori community that the community oral health service had links with. The mostly
commonly mentioned groups or organisations were Tui Ora (Tamariki Ora Nurses and
Kaiāwhina roles), the Taranaki District Health Board Hauora Workers, Kōhanga Reo and
Kura, Ruanui Health, Tu Tama Wāhine and Ngāruahine Iwi Health Services.
Plunket, Pinnacle Midlands Health Network and Women’s Refuge were also mentioned as
groups that the community oral health service had links with. It is noted that while these
services or organisations have Māori clients, they aren’t Māori specific.
All Well Child providers, Tui Ora, Tu Tama Wāhine, Plunket, Kaiāwhina that
work in schools and am not sure if Kaiāwhina work in preschools? Also work
with Māori Health.
On a local level we link with Ruanui, Tui Ora but its always asking about
families, kōhanga, kura.
We work with other Well Child providers, like Tui Ora, our local kōhanga groups
– and we also work with Tu Tama Wahine. Plunket, obviously, and we were
involved in a programme that was run by Pinnacle Midland Health Network and
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they ran a little programme for the GP Practice nurses that [Staff member] and I
were involved (in that) - about pre-schoolers and enrolling and what to look for
at their check up at their doctors. We also work with Women’s Refuge.
The remaining two participants stated the community oral health service did not have links
with other groups in the Māori community. Both gave examples of where staff members had
been actively discouraged from making links with Māori groups in the community as this was
seen as outside the scope of their role.
Well, I think it’s a process of procedure. You have got people that want to do
things, like [Māori staff member] did this really awesome thing off her own back
and she was actively trying to (what she was trying to do over the last couple of
years) – is she said that the best way to get our 0 to 4’s is to get into the
Kōhanga’s and she has been actively told not to do that. That is what they used
to do. But, they were actively told not to do that. A couple of months ago, she
was actually given the go ahead – but I think that was because [staff member]
had been involved and the Māori Health Unit had been involved – and she went
along and there was 50 engaged tamariki there, but she was also able to find
an extra 30 that were not on the books to be able to be put into the system. So,
that’s what? 35 – 40% increase in that Kōhanga Reo, and so you are absolutely
right, we should be looking at having an involvement within these organisations,
but it is not happening.
For South, we are told we can use the Hauora Workers. I know [Hauora
Worker] personally so the network is there and she came into my surgery and
she was doing a home visit and she knew the family was quite hard to engage
and so she asked to take an appointment time and I got told it was not my job to
do that.
One key informant explained that while making links in the Māori community was important it
also had to be balanced with the time required to work in the mobile clinic to provide
treatment.
If [Clinical Staff Member] is working in Patea she wants to be able to go to the
Kōhanga Reo while she’s there. In defence for her coordinator, I would probably
say it would be about the time that would take, prioritising that again.
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Are the differences in service attendance between Māori and non-Māori regularly
reported? If yes, how?
None of the key informants interviewed knew of any reports that showed the differences in
service attendance between Māori and non-Māori. Key informants stated that, although
information on whether a child attends or does not attend (DNAs) an appointment is
recorded in the COHS database, this was not analysed by ethnicity. The total number of
DNAs was reported by the clinic so the families could be contacted and offered another
appointment.
No, it is not broken down into Māori or non Māori - it is just DNA. Every month
we get a DNA for a percentage but I wouldn’t know who they were. Same
families come around and around. From that DNA list, our process is they are
offered two appointments.
One key informant stated there was a project underway with IT to enable the community oral
health service to assess their own data. It is noted that a dashboard on the DNA rates
between Māori and non-Māori for the community oral health service is now available.

Additional comments
Just over half (five out of nine) of the key informants made additional comments. Three
respondents talked about ‘wider system changes’ that needed to occur. These included a
change in the management, looking at making it free for all pregnant mums to receive dental
care, and adding a secondary phone contact to the consent form, such as a grandparent, so
it would be easier to trace the family.
Two of the key informants highlighted the hard work they had put into improving engagement
in the service. One key informant had done a project with young mums hoping their
improved dental health knowledge would mean they would enroll their child in the service
and another key informant listed all the ways they tried to keep in contact with families.
That project has finished with the young mums, it was just a one off, it was two
years ago. It was a set amount of money from Wrigley’s that we secured and it
was about providing education, giving them the tools, giving them the
education, the tooth brushes and tooth paste. It was all about being positive but
cleaning the mum’s mouth up, because there is a real connection between us
passing our bacteria as parents on to our children, so if we could get mum to a
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better place. By crikey, it was scary the amount of work that they needed, they
were so young.
I just don’t think they understand just how hard we try to contact these people,
um, because we treat about 24,000 patients in the school oral health service
and everybody is phoned. If we can’t get them by phone, we either text or email
them. If we still don’t get a reply we will post out a card and that’s a last resort.
And then, prior to their appointment, everybody is phoned the day before and if
we cant get them on the phone we e-text them, the reason was that it won’t cost
them, so that was something else. And we got system within Titanium that
shows whether we have spoken to somebody, whether it’s been through text
and, um, whether they have responded. So we pretty much know when we
open our book in the morning if we’ve got a whole lot of red phones sitting by
our patients, they are probably not going to come. So, um, a lot of hours go into
trying to keep that contact with families, all families, that’s just our process and
then, if they fail, they get the same process again a second time. If they fail
again a second time, we forward them six months. And we try and get the
families linked all the time so that people aren’t having to bring one child in
March, one in July and one in November, so that they all come in at the same
time and it’s only one lot of time off work or one lot of expenses coming in rather
than a whole lot. If they fail a fourth time and then they come to me and I try and
do some networking in the background, check their information is up to date,
that they have actually moved away, if there’s something going on in the family
and they just need a bit of space or time and then we can accommodate that,
but if I come up with zeros everywhere, then they go onto a list on my computer
as inactivated patients.
Two key informants highlighted the issue of the aging workforce in the community oral health
service. It was noted that of the current 16 dental therapists, eight were over 60 years of
age. The key issue was the retention of younger staff members. Lower pay in the DHB
resulted in the loss of younger staff as they could get paid more in the private sector.
One of the major things that they used to talk about there was, instead of
starting on step one of the MECA, if you come to us, you would start on step
two. Little incentives … it would be a way to keep new grads to stay. And I hate
saying pay, but it is a reality.
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One key informant felt the service was already flexible in its approach, and did not believe
offering appointments on the weekend would improve engagement.
We offer same day appointments for relief of pain, we stagger our lunch breaks
and staff start and finishing times to cater for people. I have also heard rumours
that they would like us to work weekends. I don’t think its going to make a
difference to people that find it hard, I honestly don’t because they still won’t
want to come. There will still be sport on a Saturday morning and there will still
be a game after work and, um...

Examples of good practice in COHS reported by key informants
Throughout interviews, key informants provided a number of examples of good practice in
the service that should be recognised. These included:

•

Spending time mentoring new grads about building genuine relationships to engage
families and build rapport.

•

Valuing the consultation carried out with key groups at the time of reorienting the oral
health service.

•

Promoting authentic relationships between patients and COHS staff.

•

Focussing on making appointments a positive experience.

•

Trying to offer continuity of care by offering families to see the same staff member

•

Promoting the service from 0-18 years so that families with multiple children can be
seen at once as whānau groups.

•

Not judging parents for their teeth.

•

Ensuring staff are always available for families by having a rolling clinic roster.

•

Spending time to do as much as possible when high-risk families present.

•

Trying to work appointment times around family commitments and routines, eg.
children’s sleep times.

•

Working with kaiāwhina, schools, Kōhanga Reo.

•

Having a highly loyal and dedicated workforce with many staff members near
retirement choosing to remain in employment until workforce is better resourced.
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CONSUMER VOICE

Following is a summary of consumer voice that was collected in 2015. This previously
unreported data has been summarised for the purpose of this HEA.

Data collected from Rangiātea Oral Health Client on 10/3/2015
Follow-up phone calls were conducted with a total of seven respondents, whose children did
not attend their appointments during the week of 10th March, 2015, at the Rangiātea clinic in
Spotswood, New Plymouth.
Finding out about the appointment
Nearly all (6 out of 7) of the respondents had received information from the community oral
health service about the appointment. Three had received appointment cards in the mail, two
had received a text on their phone and the remaining respondent was rung by the service.
Only one respondent stated they ‘were not aware of the appointment’.
Information given about the appointment
Nearly all (6 out of 7) of the respondents stated they were not given adequate information
about the appointment.
Reason for the appointment.
Nearly half (3 out of 7) did not know what was the reason for the appointment. Reasons
given by remaining four respondents included:
•

child needs a filling (3 respondents)

•

oral health check up (3 respondents)

•

check on new teeth (3 respondents)

•

decay/holes in teeth (2 respondents).

It is noted that 3 out of the 4 respondents gave more than one reason for the appointment.
Time of the appointment
The majority (5 out of 7) stated the appointment was not at a suitable time. Of these five,
none of them contacted the service to change the appointment time. Of the remaining
respondents, the time was suitable; however they still did not attend the appointment.

80

Reason for not attending the appointment
The most common reason (4 respondents) for not attending the appointment, given by the
child’s parent or caregiver was that ‘other things came up’, or the ‘appointment was not a
high priority’. Other reasons included:
•

didn’t think it was needed (3 respondents)

•

transport issues (2 respondents)

•

too hard to organise (1 respondent).

Three out of the seven respondents had previously not attended other appointments at the
service. One was unsure, another respondent had attended all other appointments and two
respondents did not answer this question.
What would have helped them attend the appointment?
The majority (5 out of 7) of the respondents gave suggestions as to what would have helped
them to attend the appointment. Of these respondents, three suggested having better
family/whānau support would have helped then attend the appointment. Another suggestion
was having ‘after hours’ appointments available.
The remaining two respondents did not answer this question.

General comments
Nearly all (6 out of 7) respondents made additional comments. About half (3 out of 6) of
these respondents highlighted the difficulties they had in making the appointment.
Hard to get to appointment as do not own car, so reliant on others.
Hard to get to appointment between working and split parents.
Life is pretty busy. It slipped my mind.
One respondent suggested providing better information on what the appointment was for
and why.
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Data collected throughout Taranaki on 4 May 2015
Follow-up phone calls were conducted with a total of 37 respondents, whose children did not
attend their appointments during the week of 4th May, 2015. The respondents were recruited
from clinics across Taranaki.

Figure 18: Number of Do Not Attends, by clinic, for the week of 5 April 2015 – COHS,
Taranaki DHB

DNA's for the week 5/4/2015- Community Oral Health Service,
Taranaki DHB
9
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Age of Children
The age of the children ranged from 1 years of age to 16 years of age. The DNA’s were
spread throughout each age range.
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Figure 19: Age of children who Did Not Attend, week of 5 April 2015, COHS, Taranaki DHB
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Reason for not attending appointment
The most common reason (14 respondents) for not attending the appointment, given by the
child’s parent or caregiver was that ‘other things came up’, or the ‘appointment was not a
high priority’. The next most common (13 respondents) reason was that they ‘forgot about
the appointment’. Other reasons included:
•

transport issues (7 respondents)

•

not staying in the area (3 respondents)

•

childcare issues (2 respondents)

•

too hard to organise (1 respondent).

Two respondents did not answer this question. Three respondents were not asked this
question as they could not be contacted by oral health staff.
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What would have helped?
Only 6 out of the 37 respondents gave comments as to what would have helped them attend
the appointment. All six stated it would have helped if they had been able to reschedule the
appointment.
Actions taken by the community oral health service
Since collecting this information the following changes have been made in the service:
•

Introduction of an E-texting system to remind people about the appointment.

•

Changes to the appointment card.

CONCLUSION
Achieving oral health equity for preschool children is a complex, multifaceted public health
issue that requires action in policy and practice across a number of sectors beyond the
scope and expertise of the oral health system. While the problems cannot be solved by oral
health services alone, preventative dental care is an extremely important determinant of oral
health inequality (Patrick et al., 2006). Therefore community oral health services have a key
role to play in addressing inequities in oral health for the vulnerable population group of
children under the age of five. This HEA was undertaken in a hope to support efforts by the
COHS to better understand the reasons behind the unfair disparities in attendance and take
equity positive action that will promote fairer access for Taranaki children.
The HEA set out to prepare an evidence base for understanding inequities in engagement in
the COHS for children under five in Taranaki. It specifically aimed to explore the barriers for
caregivers engaging in oral health services for and identify strategies for strengthening oral
health services to address inequities in attendance for children under five. While there is a
lack of New Zealand research relating to barriers and facilitators to accessing preschool oral
health services, this HEA has drawn on existing data, international literature, local consumer
voice and interviews with health professionals to provide an evidence base for considering
potential service improvement opportunities in the COHS. The HEA identified a range of
areas for action to promote equity in delivery of the COHS, these are listed below. It is likely
that other DHBs are grappling with similar challenges in relation to eliminating inequities in
attendance in the COHS and significant opportunities exist for sharing resources and
knowledge to work towards achieving this common goal.
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Suggested areas for taking action
A comprehensive ‘systems approach’ that includes a range of strategies at multiple levels
and responds to the complex nature of inequities in the COHS is required. The following
areas were highlighted in this HEA for potential intervention within a broader strategy:
Proximal/individual level (eg. caregiver knowledge, awareness)
•

promoting oral health values with caregivers (eg. why primary teeth, appointments
are important)

•

focusing on enhancing relationships with caregivers (eg. welcoming, non-judgmental
approach)

•

promoting early engagement in oral health appointments service with pregnant
mothers (eg. promoting enrolment in COHS at Hāpu Wānanga)

•

raising profile of COHS to caregivers using social marketing, social media, posters

•

promoting awareness of 0800 number and free service to caregivers

•

improving communication to caregivers about appointments (eg. appointment cards
explain reason for the appointment, text reminders)

•

regularly collecting consumer voice/feedback from caregivers, particularly Māori
whānau to continually review service delivery

Intermediate/community level (community relationships, service integration)
•

utilising existing Māori staff who have expertise in whānau engagement and strong
connections within communities to engage with families outside of current COHS
service model (eg. Kōhanga Reo visits)

•

establishing better links with early childhood providers and trialling new ways of
working together

•

strengthening stakeholder engagement to enhance connections between primary
health care and COHS (eg. immunisation outreach services)

•

establishing a multi-disciplinary stakeholder guidance group, with community and
whānau representation (like in other areas of hospital where there are consumer
advisory groups)

•

holding community health clinics with support of local community members

•

establishing stronger working relationships with maternity services
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•

developing and disseminating best practice guidelines for COHS (eg. on engaging
whānau with children aged 0 – 2 years)

Distal/macro level (eg. service design, availability of services, transportation)
Workforce
•

supporting more Māori staff into COHS through use of scholarships, cadetships and
bonds

•

employing community worker or kaiāwhina to support whānau to navigate COHS

•

building cultural capacity of COHS to provide culturally tailored delivery (including
improving staff pronunciation of Māori names)

•

providing appropriate access to transport to and from COHS clinics

•

developing a strategy for addressing issues relating to Dental and Oral Health
Therapist recruitment and retention

•

training community members in key areas to become Dental and Oral Health
Therapists or health workers for the COHS

•

working with Māori health providers as service providers for COHS

Service integration
•

offering free dental care for pregnant mothers

•

seeking opportunities for service integration between COHS and other child/family
health services

•

providing training and resources to primary health practitioners to build oral health
skills (including advice on screening and engaging families in COHS)

•

evaluating the ‘lift the lip’ programme to identify opportunities to improve programme
delivery

Service delivery
•

incorporating oral health service delivery models that meet the needs and aspirations
of Māori whānau

•

ensuring any reviews of the COHS have a strong emphasis on Māori consumer
participation

•

producing bilingual promotional material that incorporates Māori health concepts

•

annually reviewing Mobile Dental Unit schedules for timeliness and equitable
accessibility, particularly for rural, low socio-economic areas
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•

reviewing hours of operation and flexibility of the COHS for accessibility for working
caregivers

•

prioritising patient centred health service provision (eg. offering continuity of care for
families)

•

providing a life-course approach to service delivery for whole families (eg. seeing all
family members together, may include home visits)

•

developing flexible approaches directly in response to caregiver needs (eg. offering
additional timing of appointments)

•

allocating prioritised resource to efforts to engage earlier with families who are
‘dropping out’ of the COHS system (eg. improving case management system,
following up/checking contact details after initial DNA with priority families)

•

reviewing population based funding figures for COHS to ensure service is funded
appropriately for the 0-5 years population in Taranaki

Use of data
•

introducing equity performance reporting (Māori and non-Māori attendance regularly
shared with all staff)

•

collecting secondary contact details of family members to assist tracing families

•

linking COHS database with other databases working with children and families
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Appendix One – Key informant interview guide
Key Informant Interview
Health Equity Assessment – TDHB Community Oral Health Service

QUESTIONS
1.

What inequalities exist in Taranaki in relation to the community oral health service for
0-4ss? Consider ethnic, geographic and socio-economic inequity relating to both oral
health outcomes and service engagement

2.

Which groups are most advantaged and how? (ethnic, geographic and socioeconomic inequity)

3.

In your view, what groups are disadvantaged by the current service and how?

4.

How did this inequity occur? (ethnic, geographic and socio-economic inequity)

5.

In your experience, what do you think are the common reasons why children under
five don’t attend appointments?

6.

How could these barriers to attending appointments be overcome?

7.

Overall, how could we improve Māori attendance in the community oral health
service?

Our next questions are about Māori participation in all levels of the service, drawing on the
Pae Ora framework of Māori health.

8.

Do Māori (particularly those unable to access the service) have a voice in the
delivery of the community oral health service for children under fives? If yes, how? If
no, how could this happen?

9.

What proportion of the senior/management group for the community oral health
service are Māori? (this question was not asked to all participants)

10.

What other groups in the Māori community does the service link with?

11.

Are the differences in service attendance between Māori and non-Māori regularly
reported? If yes, how?

12.
Do you have any additional comments?
Thank you for your time.
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Appendix Two - List of questions for parents

Rangiātea Oral Health Client on 10/3/2015
Did you attend the appointment?
How did you find out about the appointment?
Did you receive enough information?
What do you think appointment was for?
Was timing convenient?
If NO did you change appointment?
Why didn't attend the appointment?
What could have helped to attend?
Have you missed appointment/s in the past?
Any further feedback?

Menemene Mai Survey - 4 May 2015
What was the reason/s that you didn’t attend the appointment?
What could have help?
General comments?
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