Capital & Coast DHB
System Level Measures
Improvement Plan 2018/19

Written by: Astuti Balram. Manager – Integrated Care
on behalf of the CCDHB Integrated Care Collaborative (ICC) Alliance
SLM Final

CCDHB SLM Improvement Plan 18/19 Final 31 July 2018

Signatories
Capital & Coast DHB

Julie Patterson, Chief Executive (Interim)

Integrated Care Collaborative

Dr Bryan Betty, Chair

Tū Ora Compass Health

Martin Hefford, Chief Executive

Cosine Primary Care Network Trust

Dr Peter Moodie, Director

Ora Toa PHO

Teiringa Davies, Manager

CCDHB SLM Improvement Plan 18/19 Final 31 July 2018
2

Table of Contents
Signatories............................................................................................................................................................... 2
Introduction ............................................................................................................................................................ 4
Background ......................................................................................................................................................... 4
CCDHB SLM Plan Development 2018/19 ................................................................................................................ 5
Collaborative Development Team ...................................................................................................................... 5
Principles for Improvement ................................................................................................................................ 5
Improvement Methodology ................................................................................................................................ 5
SLM Plan 2018/19 Governance ............................................................................................................................... 6
Ambulatory Sensitive Hospitalisations 0-4yo ..................................................................................................... 7
Acute Bed Days ................................................................................................................................................... 8
Patient Experience of Care .................................................................................................................................. 9
Amenable Mortality .......................................................................................................................................... 10
Babies living in Smokefree Homes .................................................................................................................... 11
Youth access to & utilisation of youth appropriate services............................................................................. 12

CCDHB SLM Improvement Plan 18/19 Final 31 July 2018
3

Introduction
Background
The Capital and Coast Health System Plan 2030 outlines our strategy to improve the performance of the
region’s healthcare system.
CCDHB is responsible for improving, promoting and protecting
the health of the people, whānau and communities of our
region. This requires CCDHB to collaborate with relevant
organisations to plan and coordinate at local, regional, and
national levels to ensure the effective and efficient delivery of
health services.
CCDHB aims to improve health outcomes, prevent avoidable
demand for healthcare, and improve the use of healthcare
services.

CCDHB HSP Outcomes
Strengthened communities and
families so they can be well
It is easier for people to manage their
own health needs
We have equal health outcomes for all
communities
Long term health conditions and
complexity occur later in life and for
shorter duration

Expert specialist services are
The ICC programme of work is a key mechanism through which
available to improve health gain.
the CCDHB HSP will be realised. The ICC programme of work
has included the implementation of the Health Care Home model
and the integration of Community District Nurses with practices.
The ICC has also led the expansion of primary care packages of care, implementation of Health Pathways,
drives to increase patient portal utilisation, diabetes consultant’s collaborative case conferencing and
implementation of the falls model of care. The benefits of these developments are monitored through a
number of process, quality and impact measures that include some of the national SLMs.
The System Level Measures Framework at a national level aims to improve health outcomes and provides a
framework for continuous quality improvement and system integration. The SLMs are another lever to
support improvements aligned with the CCDHB Health System Plan.
The six System Level Measures (SLMs) being implemented in 2018/19 are:
• Ambulatory Sensitive Hospitalisation (ASH) rates per 100,000 for 0-4 year olds
• Acute hospital bed days per capita
• Patient experience of care
• Amenable mortality rates under 75 years
• Proportion of babies who live in a smoke-free household at six weeks post-natal
• Youth access to and utilisation of youth-appropriate health services
The following three SLMs and two primary care Health Targets will be incentivised through the Primary Health
Organisation (PHO) Services Agreement:
 Ambulatory Sensitive Hospitalisation (ASH) rates per 100,000 for 0-4 year olds
 Acute hospital bed days per capita
 Patient experience of care
 Better help for smokers to quit
 Increased immunisation for eight month olds
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CCDHB SLM Plan Development 2018/19
Collaborative Development Team
The CCDHB SLM development has been led through the CCDHB Alliance Leadership Team (ALT) – the
Integrated Care Collaborative (ICC) in partnership with the following:








PHO CE and Clinical Quality Leads
Hospital Services Quality Team
Māori Health Director and Māori Health Development Group, CCDHB
Pacific Health Director and Pacific Directorate Team, CCDHB
Strategy, Innovation & Performance Directorate
ICC Steering Groups eg. Youth
GM, Mental Health & Addictions, Strategy, Innovation & Performance Directorate

The draft SLM plan has also been reviewed by the CCDHB Health System Committee.

Principles for Improvement
The ICC ALT and the SLM development team agreed that the milestones for the SLMs should take into
consideration the strategic priorities across the sector and focus on equity.
In selecting the contributory measures (CM) the following principles were applied:
 Linked to current strategic priorities
 Relevant to family & whanau; clinicians; managers
 Focus that improves equity
 Relevant to vulnerable populations including but not limited to older people and children
 Impact on a reasonable population size
 Evidence based interventions
 Balancing a mix of outcomes and outputs
 Performance can be influenced through stakeholders and partners engaged with the DHB
 Return on investment

Improvement Methodology
The CCDHB SLM Plan has been developed with the improvement methodology: Plan-Do-Study-Act. This
planning stage has included the analysis of each SLM to understand progress and further opportunities for
improvement. In particular, analysis of performance with an equity lens has been completed to ensure that
improving outcomes for Māori and Pacific populations remains a focus. The plan identifies and defines our
goals for each SLM, as well as the key opportunities for improvement as identified by the actions and
selected CMs.

SLM

Data
Analysis

Opportunities

Actions
& CMs
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SLM Plan 2018/19 Governance
The ICC ALT maintains oversight of the system, which is represented through their programme monitoring
dashboards. SLMs are included in the ICC ALT overarching programme outcome dashboard. The ICC ALT
utilises more detailed SLM specific dashboards to track the specific quality improvement initiatives and related
CMs. Linkages in oversight are also maintained with groups that are key to the delivery of the improvement
activities, particularly the PHO Clinical Quality Board and support groups within the CCDHB system.
Example of SLM performance linkages through the system:

Eg. Ambulatory Sensitive
Hospitalisation 0-4yo is one of the
nine measures included in the ICC
ALT programme outcome indicators.
The other national SLMs are included
on the ICC ALT programme
dashboard.

Eg. The ASH 0-4yo SLM has a
dashboard is that includes each of
the CMs with an overview of
progress in the related activities.
Each SLM have similar dashboards.

Eg. Monitoring of child
immunisation is also done by the
PHO quarterly boards, DHB
immunity group and child ICC group.
These groups jointly enable
improvements.

The DHB is also progressing its maturity as a data driven organisation through the development of system dynamic
modelling processes, investment in a data visualisation, upskilling in data and information literacy and in the
development of a system wide integrated performance framework. These tools will support the ongoing maturity of
the improvement processes for overall CCDHB system and SLM performance.
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Ambulatory Sensitive Hospitalisations 0-4 Years
One of CCDHB’s strategic goals is to improve child health and child health services. Our system
will empower all families to maximise their children’s health and future potential.
Performance against Projected Performance to Achieve Equity
Ambulatory Sensitive Hospitalisation Rate per 100,000 Domiciled Population, 0-4 years, CCDHB,
All Conditions
16000

14000

Ambulatory Sensitive Hospitalisation (ASH) 0-4yo 2018/19 milestone: 6%
reduction in ASH events for Maori and Pacific.
CCDHB’s ASH rate for 0-4yo is 38% higher than the national average. Of the
seven DHB’s monitored for Pacific ASH rates, CCDHB has the highest rate
nationally. For Māori children, CCDHB has the 3rd highest ASH rate
nationally.
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To achieve the improvements in the ASH 0-4yo rates will require
multifactorial improvements. As identified in the CCDHB HSP it is crucial to
give every child the best start in life to support good health and reduce
inequities across the life course.
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The longer term aim is to ensure that ASH rates for these populations
reduce to at least the rates of the other population group.

3,560
Māori
children

1,077 ASH
Events

Childhood scheduled and influenza immunisation will support children to
keep themselves and others well in the community. The 95% immunisation
rates for Māori and Pacific children have not been achieved and the
potential influenza epidemic is a new driver for the influenza vaccination.

•

Respiratory conditions (asthma, pneumonia, respiratory tract infections and
ENT infections) are the majority of the ASH events for Māori, Pacific and all
other children in CCDHB. The CCDHB Pacific Alliance has identified this as a
priority area for a multifactorial approach including access to health,
support for families, targeted clinical follow up and addressing socioeconomic factors.

•

Dental conditions continue to contribute to 222 children presenting to the
hospital. In addition to increased support for good dental care within the
community enrollments for the dental service are vital.

•
•

•
•

•

12,560
Other
children

52%
Respiratory
Infections

21%
Dental
Conditions

Māori

Pacific

10 fewer
events

10 fewer
events

ASH Events

9% from
Kapiti

by Locality

Actions

Opportunity

2,030
Pacific
children

18,150
Children in
CCDHB
10%
Skin
Infections

To Achieve
18/19
Target from
December
2017
33% from
Porirua

58% from
Wellington

Contributory Measures

DHB will engage with the MoH team to address identified issues with the NIR accuracy and timeliness of immunization
data capture
Implement additional immunization outreach over the winter period in Porirua
PHOs will provide practices with patient lists that identify children eligible for free flu immunization and education
information about the need to immunise this cohort in context of the potential epidemic.

Childhood scheduled Immunisation rates
by 2 years
Influenza immunisation volumes for
tamariki 0-4 years old.

Asthma Nurses will deliver parental education and support through Pacific Early Childhood Centers in Porirua. The
education will include the promotion of an intervention package developed by the Pacific Alliance that will cover
smoking cessation, Well Homes referrals and supporting medication adherence.
PHO will provide practices with patient lists that identify children who have had a recent respiratory-related ED
attendance and been prescribed a respiratory condition related medication. Education information that highlights the
Health Pathways asthma management and referral processes (and the intervention package above) will be provided
alongside the patient lists.

Hospital admission rates for children aged
4yrs with a primary diagnosis of asthma

Complete a data match process with the dental service and PHO registers to identify children who should be enrolled.
Bee Healthy dental service will increase treatment particularly for Māori and Pacific children, through extended service
hours, via mobile vans active during school holidays and work with providers on early detection

Carries Free at 5years
Arrears rates
Treatment rates
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Acute Bed Days

2nd lowest
ABD rate
nationally

Better health and independence for people, families and communities is the CCDHB
vision. We want our population to be well in the community and supported to receive
appropriate care when they are not well.
Acute Bed Days, Capital & Coast DHB
12000

49% of ABD
are for
CCDHB’s 65+
population

Acute Bed Day (ABD) 2018/19 milestone: 2.2% reduction in acute bed days for Pacific
(approximately 72 fewer acute stays at the current acute ALOS) and 1.8% reduction in acute
bed days for Māori (approximately 73 acute stays at the current acute ALOS). This equates
to a reduction in acute bed days of 1 per day or 144 fewer acute events in total.
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3rd lowest
ABD rate
for Māori

11th lowest
ABD rate
for Pacific

15% of ABD
are for
CCDHB’s 0-4
population

95,497 Acute
Bed Days

32,915 Acute
Events
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The CCDHB HSP identifies that a comprehensive health service requires effective
coordination and organisation across the different settings of care – a persons home,
community based health care and the hospital. As the DHB system evolves improvements in
acute bed days should be realised, particularly for vulnerable populations.
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The long-term aim is to ensure that the ABD rates for Māori and Pacific populations reduce
to at least the rates of the other population groups.
Note: There is a cross over with actions that will contribute to improvements for stroke and
cerebrovascular ABD and amenable mortality related to coronary disease and
cerebrovascular disease. These actions are captured in the amenable mortality section.

Opportunity

Stroke &
Cerebrovascular:
3,217 ABD
Top 3 DRGS,
Māori &
Pacific
Population

Respiratory
Infections:
3,333 ABD

Cellulitis:
764 ABD

Actions

Hip/ Femur
Fractures
2,443 ABD

Respiratory
Infections:
689 ABD

Top 3 DRGS,
Total
Population

Stroke &
Cerebrovascular:
587 ABD

Contributory measure

Health Care Homes (HCH) are focused on providing proactive,
preventative and acute care to keep people well in the
community and prevent the requirement for them to attend
the hospital.

•
•
•

Continue the roll-out of the HCH model with the requirement of “same day acute appointments”
Implement real-time reporting that enables practices to better support people after presenting to the hospital
Drive the targeting of POAC e.g. for cellulitis treatment to HCH with high presentation hospital rates

Acute/arranged hospital admissions of PHO
enrolled population 65y+

Fractures contribute higher volumes and bed days for
vulnerable populations. There are proactive activities to reduce
the incidence and follow-up activities that can reduce
recurrence.

•
•
•

Pro-active identification and support for people who are at risk of falls by primary care
Implementation of community based and in-home strength and balance services
Implement primary care based fracture liaison processes to support people post-fracture

Rate of hospital admissions due to a fall injury
(Fracture, fractured neck of femur and other ),
people >65yo +

Improvements are required to reduce the time people spend in
ED and on the wards.

•
•
•

Develop the model of care in ED to support streaming of patients and maximise ED green zone utilization
Advance strategies to improve response times to ED resulting in early assessment
Implement process that support early discharge

Inpatient Average Length Of Stay (ALOS) for
acute admissions

Cross sector winter planning group has identified the need for
a collaborative approach to preparing for and managing
through the upcoming influenza season (following the
Northern hemisphere experience) and will lead a number of
initiatives.

•
•

Provide education information to primary care and the hospital about influenza risk mitigation and management
Increase vaccination rates for at risk populations and the CCDHB workforce through promotion campaigns, accessible
vaccination clinics and additional subsidies for targeted staff
Develop and utilise a weekly surveillance dashboard that will be used to activate additional support
Develop a joint plan across the hospital and general practice teams to manage the potential increased acute demand capacity
that may be required during the winter months

Influenza vaccinations for > 65yo

•
•
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Patient Experience of Care
It is vital that people are involved and partnered in their care.
Patient Experience of Care – 2018/19 milestone: Maintain or improve the overall
response rate for the Primary Care and Hospital survey for Māori and Pacific
populations.

9,330
participants
invited to
Primary Care
Survey

60% Māori
& Pacific
invited via
SMS

CCDHB’s scores in the Primary Care survey for the total population are at or above
the national average for the 4 domains: Communication, Coordination, Partnership,
Physical & Emotional needs. CCDHB is above or at the national average for 3 domains
for Māori, and 2 domains for Pacific. The hospital survey scores for the total
population are at or above the national average for the 4 domains: Communication,
Coordination, Partnership, Physical & Emotional needs. There is an insufficient sample
for analysis by ethnicity.

Communication

Primary
Care

Inpatient

30 Pacific
respondents
(3%)

351
respondents
(30%) 65+ yrs

Lowest
response rate
to Inpatient
survey via
SMS

Partnership

Physical &
Emotional
Needs

Coordination

Total

8.5

7.6

7.8

8.5

Māori

8.6

7.4

7.5

8.2

Pacific

8.7

7.8

7.6

8.1

Total

8.4

8.4

8.7

8.5

Above National Average

Opportunity

91 Māori
respondents
(8%)

105
respondents
(9%) 15-24
yrs)

808
Females
(70%)

The surveys response rate in the hospital has increased however there has been a
decrease in the Primary Care response rate in CCDHB. The response rates for Māori
and Pacific in both surveys remain lower than for the other population. Feedback
from CCDHB partners suggest that the length and complexity of the survey limits
responses, particularly from Māori and Pacific people.

In addition to the patient experience survey , CCDHB is enhancing its approach to
involving people in the supporting of service developments and learning from
communities about better ways to engage and enable care. CCDHB is exploring tools
such as the Marama Real Time Feedback Tool in Mental Health services and patient
‘push my button’ technology satisfaction.

1162
respondents

Actions

Below National Average

Same as National Average

Contributory measure

Improve the response rate for the Primary Care and Hospital survey for Māori and Pacific
populations.

•

PHOs will work with the HQSC to develop and test Māori and Pacific language flyers in practices to
promote the participation in the survey

Response rate for the Primary Care and Hospital
survey

Hospital PES scores identified improvements focused on partnership are required.

•
•

Staff communication training from the Cognitive Institute
Partnering with consumers in co-design projects focused on improving patient experience of care
(HQSC co-design programme)

Patient experience - Hospital Partnership

The further roll-out of the Health Care Homes (HCH) model will support increased access to
the primary care team, both physically and through virtual means.
HCH will also provide a platform for collaborative team work, both within the practice and
with hospital services to provide better care for people with higher health needs.

•

Implement multi-disciplinary team meetings in primary care involving District Nurses and Allied
Health for people identified through risk stratification
HCHs establish patient engagement strategy/programme with support of a patient engagement
framework toolkit
Implement the Shared Care Planning tool prioritized across the Health Care Homes

Primary care scores - Physical & emotional
needs; and Primary care coordination &
partnership

•
•
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Amenable Mortality

The CCDHB HSP outlines that supporting population interventions to create healthier
communities and preventing the onset of long term conditions is a priority in reducing
amenable mortality.
Amenable Mortality (AM) 2018/19 milestone: At the end of 2019,
maintain AM rates for all ethnicities lower than the 2015 baseline. The
time to influence the change in the AM rate and current delay in the
reported data are barriers to establishing time relevant milestones for
this SLM. In 2014 and 2015, AM rates improved for Māori and Pacific.
However, rates have fluctuated due to the relatively small population
size.

WHO Age-standardised Amenable Mortality Rates per 100,000 domiciled
population, Capital & Coast DHB, 2009-2015
250.00

Age-standardised amenable mortality rate
per 100,000 domciled population

225.00
200.00
175.00
150.00
125.00

The long-term aim is to ensure that the AM rates for Māori and Pacific
populations reduce to at least the rates of the other population groups.
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25.00
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2009

0.00

Total

To achieve the improvements in the AM rates will require multifactorial
improvements focused on proactive and preventative care, effective
management of conditions and overall support for well being. These
approaches require a life-course approach and tailoring to the needs of
particular population groups.

Opportunity

1,699
deaths in
2015

In total,
261 (15%)
amenable
deaths

Amenable
Mortality
Rates
Top 3
Amenable
conditions
CCDHB

•

Effective management for people with diabetes in primary care with support
from specialist services is vital in assisting them to keep well.

•

•

•

3rd highest
of 4 DHBs
for Pacific*

Cerebrovascular
Disease
(1%)

Suicide
(11%)

Coronary
Disease
(23%)

Diabetes
(23%)

Breast
Cancer
(10%)

*Rates suppressed due to low numbers; Conditions for Pacific population not published by MOH

Actions

Smoking is a key risk factor for a number of the most common long term
conditions that cause amenable mortality. Supporting people to quit will create
significant health gains. Māori and Pacific populations have a quit rate of 10%,
and the other population have a 14% quit rate.

Lowest
rate in NZ
for Māori

Overall, 3rd
lowest rate
in NZ

Coronary
Disease
(28%)

Top 3
Amenable
conditions,
Māori*

41 (42%)
Pacific
amenable
deaths

30 (25%)
Māori
amenable
deaths

Contributory measure

PHOs will provide practices with patient lists that identify people who have received brief advice and want to quit.
Practices will be provided with education to support these people with NRT and behavioural support
Health Care Homes will remain financially incentivised to maintain smoking health target performance

Smoking quit rate

ICC Diabetes Clinical Network will provide practices with best practice education to drive improved diabetes care
and management. The education will be tailored to each quarter based on practice level data monitoring by the
Network.
Focused support by the Nurses Practice Partnership team to increase insulin initiation skills for people with
elevated HbA1c

Proportion of people with
HbA1c>64mmol/mol and not on insulin

Proactive screening to ascertain cardiovascular risk for the overall population
and in particular Māori and Pacific males. This will enable the early intervention
and management strategies to reduce the burden of disease.

•
•

PHO Clinical Quality teams will disseminate key messages from the updated CVDRA guidelines
PHOs implement new data reports for practices to drive proactive screening in the younger age groups,
particularly Māori and Pacific men.

PHO enrolled people within the eligible
population who have had a CVD risk
recorded within the last ten years

Supporting wellbeing for vulnerable populations, particularly our youth is vital in
changing the suicide statistic. A range of protective factors can enhance a
person’s wellbeing and resilience, and reduce their risks.

•

The SIP directorate in partnership with stakeholders will complete a youth population health analysis to enable the
scoping of suicide prevention and post-prevention service developments

High risk youth population groups identified
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Babies Living in Smokefree Homes
Supporting our whanau and their children, giving them the best start in life, is a HSP
priority and linked to the national SUDI prevention programme.
Babies Living in a Smokefree Home 2018/19 milestone: By the end of 2018/19 at least
70% of all Māori and 80% Pacific babies have been screened for smokefee home at
6months through their Well Child Tamariki Ora (WCTO) provider.
Currently the percentage of Māori and Pacific babies screened for a smokefree home at
6weeks is lower than for the other population. In addition, of those screened the
percentage of Māori and Pacific babies that are identified as being in a smokefree home
is lower than for the other population.
As the HSP 2018/19 is implemented it is expected that all services that support women
and children to live well will be connected within a defined locality and linked with their
primary health care team.
Through National SUDI prevention programme, the CCDHB will focus on smoking
cessation during the antenatal and postnatal periods and bed-sharing. Primary care and
the hospital are key vehicles for the implementation of the programme to support
vulnerable babies in this early stages and as they grow.

Opportunity
There remains a gap in understanding and identifying
whanau who would benefit from having smoking
cessation support.

1,544 (84%)
enrolled in
WCTO

257 (86%)
Maori children
enrolled in
WCTO

103 (62%)
Maori children
in Smokefree
homes

1,843
children
born

69 (62%)
Pacific children
in Smokefree
homes

Māori:
28.9%
Current
Smokers

•
•

Pacific:
17%
Current
Smokers

1,140 (84%)
other children
enrolled in
WCTO

Of those
927 (92%)
other children screened 1,100
(86%) live in
in Smokefree
Smokefree
homes
homes

180 Pacific
children
born

299 Maori
children
born

Actions
•

146 (81%)
Pacific children
enrolled in
WCTO

1,362 Other
children
born

Other 79 %
Current
Smokers

Contributory measure

CCDHB will work with the WCTO data provider to revise the current input selection for capturing babies who have been screened for the
presence of a smoker in the household
WCTO providers will be provided with education and training support to improve data collection processes and systems to capture
screening, advice and support being offered to identified smokers
PHOs will complete data matching processes within practices to identify babies who live in a household where there are others
identified as smokers. This will be supported with education and advise on how to support any whanau who smoke and have a baby in
the home.

Rate of babies in a household with smokers

Babies should be enrolled with their general practice
soon after birth so they can receive essential health
care including immunisations on time. Current rates
highlight gaps in enrolment.

•

Introduction of an enrollment quality indicator to practices for Māori, Pacific and other children to support them to focus on early
enrollment

NES enrolment rates

Access to smoking cessation support during antenatal
and postnatal periods will contribute to reducing the
risk of SUDI for CCDHB babies.

•

Implement the SUDI prevention programme smoking cessation activities including establishing referral pathways with LMCs and
supporting stop-smoking incentive service models
Increase access to smoking cessation support to wider whanau members, in addition to the parents

Smoking cessation support volumes

•

24,253
Current
Smokers
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Youth access to & utilisation of youth appropriate services
Supporting our youth to build healthy and safe lives is a focus in the CCDHB HSP. Young
people are not high users of the health system, but the choices they make now impact on
their future health demand.

69,500
CCDHB Youth
(10- 24yrs)

26%
Alcohol
involved*

In 2018/19 CCDHB will focus on the Alcohol and Other Drugs domain of the
Youth SLM and aim to improve the identification and treatment of youth at risk
of harm from alcohol across primary care and the hospital.
The Youth Alcohol and Other Drugs 2018/19 milestone: to reduce unknown
alcohol involvement by 5%.

Presentations
with alcohol
involvement

There has been significant progress made in the percentage of youth screened
in ED for alcohol involvement in CCDHB. For this screening to have meaningful
impact, it must be linked to intervention, support or follow-up care in the
community.
The long-term aim is that young people experience less alcohol and drug
related harm and are supported to make healthy decisions. This will require
capability building across the whole system with emphasis on prevention and
early intervention.

Opportunity

12,987
Presentations
to ED for
CCDHB Youth
5% known
alcohol
involvement

608
presentations
involved
alcohol

21%
Unknown
alcohol
involvement

2,742
presentations
unknown
alcohol
involvement

50:50
Gender
Split

Alcohol related
ED
presentations

18% of
presentation
s were for
Māori youth

8% of
presentations
were for
Pacific youth

73% of
presentations
for other
youth

Actions

Contributory measure

ED staff screen the majority of youth for alcohol involvement. Of
those screened there remains 21% where the involvement of
alcohol is not known.

•

ED Clinical Leads to provide education about alcohol screening processes and feedback to staff on data capture performance

Percentage of “unknowns” recorded for youth
that are screened in ED

Primary care practices and YOSS are key contact points for youth
and their whanau. As a result they provide an avenue to identify
young people who would benefit from additional support.

•
•

PHOs and practices initiate alcohol screening and recording processes for youth aged 13-24yo
PHO Clinical Quality teams will disseminate tools and advice to support youth with alcohol and drug support

Alcohol screening rate in primary care – youth

Improving the capability and capacity of the workforce to work
with young people who are experiencing Alcohol & Other Drug and
Coexisting problems.

•

Implement the Alcohol & Other Drug Coexisting Problem (AOD CEP) model of care in partnership with Youth One Stop Shops
and secondary level care
Youth ICC Steering Group identify opportunities to increase mental health support in schools as part of the Implementation
Plan for Universal School Based Health Services.

Treatment of AODCEP issues in primary care
setting.

•
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