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Introduction 
 

The System Level Measures Framework, introduced in 2016, has six outcomes being sought that will 
contribute to all New Zealanders living well, staying well and getting well:   

 preventing and detecting disease early 

 a healthy start 

 keeping children out of hospital  

 young people are healthy, safe and supported 

 using health resources effectively  

 ensuring patient centred care 

System-wide quality improvement is a key focus of the Framework through implementation of locally agreed 
goals and targets for these outcome measures and the selected measures that are expected to contribute 
toward achieving those goals (contributory measures). 
 
District Health Boards (DHBs), Primary Health Organisations (PHOs) and district Alliance Leadership Teams 
(ALTs) are expected to drive implementation of the System Level Measures (SLMs), supported by an 
Improvement Plan developed with and agreed by the DHB, PHO and the ALT each year.  Each annual SLM 
Improvement Plan is to be submitted for review and approval by the Ministry of Health.  It is linked to the PHO 
Services Agreement, which outlines the Performance Payment system to be applied.  
 
This System Level Measures Improvement Plan for 2018/19 sets out the agreed improvement milestones (or 
targets) for each of the following SLMs: 

 Amenable mortality rate  

 Babies living in smokefree homes  

 Ambulatory sensitive hospitalisation rate (ages 0 – 4 years) 

 Access to and utilisation of youth appropriate health services (one of five domains) 

 Acute hospital bed days per capita 

 Patient experience of care 
 
The System Level Measures are nationally defined and are part of the DHB Non-Financial Monitoring 
Framework and Performance Measures for 2018/19.  The SLM Improvement Plan, which also details the 
contributory measures and improvement activities for the year is a standalone document and appended to the 
DHB’s Annual Plan.  Progress toward the goals and milestones are reported nationally each quarter.  The 
contributory measures are not reported nationally, but will be used to guide and inform progress toward the 
planned milestones for the System Level Measures. 

Development of MidCentral’s System Level Measures Improvement Plan 

A sub group of the Alliance Management Team was delegated by the Alliance Leadership Team to develop the 
System Level Measures Improvement Plan.  The lead for each of the SLMs engaged with key individuals and 
groups (e.g. Child Health District Group) to develop and/or confirm the contributory measures and 
goals/targets for each (where not already determined nationally).  The DHB and Central PHO have agreed on 
the contributory measures for each of the System Level Measures and are incorporated in local plan.  They 
have been included in communications to General Practice Teams and others in respect of how they relate to 
the incentivised payment scheme. 

The contributory measures were selected on the following basis: 

 Current work programmes, including activities derived from the Annual Plan that are expected to have an 
impact on the selected performance measure (including an equity focus) 

 Consideration of the suite of potential contributory measures for each SLM as suggested by the Ministry of 
Health  
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 Availability of data that is reliable and consistent, data elements accurately reflect the intended measure 
with consistent definitions and methodology, and can be readily reported 

 Relevance and priority to the DHB’s Strategy, population health status, equity lens and intervention logic 

Many of the contributory measures, actions and milestones selected have been purposefully linked to the 
annual planning process and are well aligned to the intent of the System Level Measures Framework and the 
DHB’s Strategy.  Continued effort to improve the quality of data and performance results is reported, 
monitored and investigated over time. 
 
The improvement objectives and contributory measures for the 2018/19 year, have been based on the latest 
available trend data for our district, are considered relevant to the health needs of our local community and 
the priorities of the DHB, with an emphasis on improving equity in health outcomes. 
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Background 

The System Level Measures concept began with the Integrated Performance and Incentive Framework (IPIF) in 
2012 and implemented in 2014 with primary care financial incentives directly linked to performance against 
the national primary Health Targets (better help for smokers to quit, immunisation and more heart and 
diabetes checks) and cervical screening coverage.  

One of the five themes of the refreshed New Zealand Health Strategy in 2016 is ‘value and high performance’ 
which places an emphasis on measuring the performance of the whole system as well as its component parts. 
The Strategy recommends the development of an outcomes-based approach to performance measurement 
that will guide the delivery of constantly improving health services. 

Building on the Integrated Performance and Incentive Framework (IPIF) in primary care, the Ministry worked 
with the sector to co-develop the System Level Measures Framework that would engage the health sector 
more broadly (professions, settings and health conditions) to provide a system-wide view of performance and 
approach to health improvements that are consistent with the key theme of the Strategy – ‘value and high 
performance’. 

Four System Level Measures were implemented from 1 July 2016, applying national definitions and data sets 

 Ambulatory sensitive hospitalisation (ASH) rates per 100,000 for 0–4 year olds (‘keeping children out 
of hospital’) 

 Acute hospital bed days per capita (‘using health resources effectively’) 

 Patient experience of care (‘person-centred care’) 

 Amenable mortality rates (‘prevention and early detection’) 
 

Two new SLMs were added as developmental measures in the 2017/18 year.  These were:  

 Number of babies who live in a smoke-free household at 6 weeks post-natal  (‘healthy start’) 

 Access to and utilisation of youth appropriate health services (‘young people are healthy, safe and 
supported’)  

 
Two of the five previous IPIF measures – better help for smokers to quit and immunisation coverage for eight 
month old infants remain key health targets and remain part of the incentivised performance payment system. 
The other three – more heart and diabetes checks, increased immunisation for two year olds and cervical 
screening coverage are considered important process measures that contribute to reducing ASH rates and 
amenable mortality.   

They will remain part of the policy priority dimension of the DHB non-financial monitoring framework and 
performance reporting.  These health targets and the policy priority measures have not been included with 
this System Level Measures Improvement Plan, but are referred to in the PHO Agreement. 

The revised PHO Services Agreement outlines the amount of the performance payment paid by the DHB to the 
PHO. The payment process for the approach to financial incentives in 2018/19 is outlined below. 

 25 percent ‘up front’ capacity and capability payment to PHOs (July 2018) 

 50 percent capacity and capability payment on Ministry approval the SLM Improvement Plan 
(September 2018) 

 25 percent ‘at risk’ payment to PHOs based on quarter four 2018/19 performance (September 
2019) 

 
The incentivised performance payment system is based on achieving the milestones (goals and targets) of the 
three SLMs – ambulatory sensitive hospitalisations, acute bed day utilisation, improved patient experience – 
and for achieving the two national health targets – eight month old immunisation and better help for smokers 
to quit.  The 25% PHO incentive funding equally weighted across all five incentivised measures. 
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System Level Measures – Overview 
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3.1 Amenable mortality 

 Preventing premature deaths and detecting disease early 

Outcome: Reduced number of preventable deaths and reduced variation 
between population groups 

 

Overview of Measure 

Rationale 

About half the deaths under 75 years of age in New Zealand are classified as amenable according to the current code list. 
That is, they are ‘untimely, unnecessary’ deaths from causes amenable to health care. 

The term ‘amenable mortality’ refers to potentially preventable deaths that might have been prevented if health services 
had been delivered more effectively or if patients had accessed services earlier (either in primary care or in hospital).  
Amenable mortality includes deaths from some types of infection and cancer, maternal, perinatal and infant 
conditions/complications, injuries, and a range of chronic disorders.  In 2013, across New Zealand, coronary disease was the 
most predominant cause of premature death, followed by suicide, chronic obstructive pulmonary disease, cerebrovascular 
disease and female breast cancer. 

Measure 

Amenable mortality - Deaths under the age of 75 years (‘premature’ deaths) from causes classified as amenable to health 
care (currently a list of 37 causes).   

Key contributory measures 

 Increasing enrolment in Primary Health Organisations 

 Improving cervical screening coverage  

 Improving breast screening coverage 

 Reducing smoking rates 

 Improving management of long term conditions 

 Reducing suicides 
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SYSTEM LEVEL MEASURE:  AMENABLE MORTALITY RATE PER 100,000 POPULATION  
(AGES 0-74 YEARS) 

Goal: Reduce total amenable mortality rate by approximately 2.9 percent per year to ≤94.5 per 
100,000 population (aged 0-74 years) by 30 June 2023 (5-year average 2016-2020)    

Baseline data analysis 

Amenable mortality rate per 100,000 population (0-74 years), 
age-standardised, 2009-2015  

 
Rates per 100,000 age standardised to WHO world standard population 
Data source:  Ministry of Health, Amenable Mortality, DHB Ethnicity Rates –
Years Summary, 2015 (April 2018) 

 
Equity Gap: 
Rate ratio difference of five-year average (2011-2015) 
between Māori and Total MidCentral DHB population:  1.76  

Amenable mortality deaths: Key contributing conditions 

Top ten causes / 
conditions, 2010 - 
2015 

Total number of deaths - MidCentral 

 2010 2011 2012 2013 2014 2015 

Coronary disease 75 61 69 75 65 58 

Chronic Obstructive 
Pulmonary Disease 

19 23 17 16 31 23 

Female breast 
cancer 

16 10 16 14 16 23 

Suicide 27 32 21 28 33 21 

Cerebrovascular 
disease 

18 18 23 22 27 21 

Land transport 
accidents 

29 13 9 13 19 18 

Diabetes 5 7 9 13 14 15 

Rectal cancer 6 10 8 8 11 14 

Melanoma of the 
skin 

5 11 4 10 11 7 

Stomach cancer 4 9 3 10 8 6 

Total amenable 
mortality deaths 

239 226 212 252 281 242 

 
 

Summary: 

Total amenable mortality rates have been steadily declining in the MidCentral district and nationally over the last decade, 
although there was an increase in the rate in 2013 in MidCentral’s district largely due to the increase in the number of 
suicides recorded in that year.  The rates for MidCentral’s Māori population in 2014 and in 2015 were lower than the 
previous 5-year average (204.5).  However, disparities in amenable mortality rates persist between Māori and non-Māori 
non Pacific in MidCentral (and nationally) with Māori experiencing an amenable mortality rate two times higher than the 
rate for non-Māori and non Pacific people in the MidCentral area.   

Although the number of deaths resulting from coronary disease, chronic obstructive pulmonary disease, suicide and 
cerebrovascular disease reduced in 2015 compared to the previous year, they remain the most common causes of 
premature death together with female breast cancer, with land transport accidents and diabetes also important causes.  An 
increase in premature death from rectal cancer over the last two years is also noted. 

  

2009 2010 2011 2012 2013 2014 2015

MidCentral Māori 243.3 202.2 152.2 193.0 232.0 177.3 181.5

MidCentral Non
Māori, Non Pacific

120.9 98.7 96.2 76.3 90.4 113.3 90.0

NZ Māori 250.0 228.7 221.4 211.1 202.0 196.1 188.8
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SYSTEM LEVEL MEASURE:  AMENABLE MORTALITY RATE PER 100,000 POPULATION  
(AGES 0-74 YEARS) 

Goal: Reduce total amenable mortality rate by approximately 2.9% per year to ≤94.5 per 
100,000 population (0-74 years) by 30 June 2023 (5-year average 2016-2020)  

Selected Contributory Measures 

Objectives Target 
population 

Key focus actions  Contributory measures  

Improve PHO 
enrolment 
rates 

All 

Māori  

Connect with Pae Ora and Te Tihi teams to 
address enrolment and engagement of 
Māori with primary health care services 
across the district 

Build on improvements to the newborn 
enrolment programme, facilitating data 
matching opportunities to capture and 
engage unenrolled population 

Increased proportion of Māori 
population enrolled with CPHO 

Increased percentage (90%) of GPTs 
adopting National Enrolment Service 

Improve 
cervical 
screening 
coverage  

All eligible 
women, focus on 
priority Māori, 
Pacific, Asian and 
under-screened   

Central PHO, Public Health service and 
community providers agree refreshed 
plan by September 2018 to increase 
priority population coverage rates  

Priority women achieve screening rates 
equitable to non priority women 

≥80% cervical screening coverage rates 
for priority women, including Māori, 
Pacific and Asian ethnic groups  

Improve breast 
screening 
coverage 

Eligible Māori and 
Pacific women 

Priority women achieve screening rates 
equitable to non priority women 

Support the enrolment of GPTs onto the 
birthday card campaign 

≥70% breast screening coverage rates 
for all eligible women (all ethnic 
groups and overall)  

DNA rates for Māori women <6% 

80% of GPTs are enrolled on an 
ongoing basis for birthday card 
campaign  

Reduce 
smoking rates 

Māori  Establish clinical mentor roles from 
general practices demonstrating 
consistent achievement of the smoking 
brief advice goal to support under-
performing GPTs 

TOAM Matanga actively participate in 
contacting patients to give SBA and 
generate referrals for cessation support 

Implement Community Pharmacy Project 
to increase giving of SBA and offer of 
referral to cessation support 

≥90% of PHO enrolled patients who 
smoke have been offered help to quit 
smoking by a health care practitioner 
in the last 15 months 

Increased uptake of smoking cessation 
services to ≥20% 
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Improve 
management 
of long term 
conditions  

Diabetes, CHF and 
COPD: All, with 
focus on Māori 
and Pacific 

CVD risk: All, with 
focus on Māori 
men aged 35-44 
years 

 

Establish clinical mentor roles from 
general practices to work with GPTs to 
improve management and monitoring of 
people with diabetes 

Provide clinical dashboard for all GPTs 
enabling the identification of at risk 
patients and support GPTs to recall these 
patients for follow up when required 

Implement strategies across localities to 
increase enrolment and CVDRA 
completions for Māori men aged 35-44yrs 

Increase participation of all Māori men 
with moderate to high cardiovascular risk 
scores in the funded primary health care 
LTC programmes  

Establish a rapid access clinic for people 
with diabetes complications requiring 
prompt access to specialist advice 

Adopt the “Equally Well” programme 
implementing system and processes that 
support GP teams to improve the overall 
physical health of people with mental 
health and addiction conditions 

Reduction in total number of ASH 
events for diabetes, respiratory and 
heart disease (excluding angina and 
chest pain)  

≥75% of people (15-74 years) enrolled 
in the PHO diagnosed with diabetes 
with the most recent HbA1c during 
the past 12 months of ≤64mmol/mol 

<3% of people (15-74 years) enrolled 
in the PHO diagnosed with diabetes 
with the most recent HbA1c during 
the past 12 months of ≥100mmol/mol 

Progress toward target of ≥90% of 
Māori men enrolled in the PHO aged 
35 – 44 years have had their CV risk 
assessed in the last 5 years 

Annual health/wellness checks 
completed for identified patients with 
mental health conditions 

Reduce suicide 
rates  

All Implement Suicide prevention and 
postvention action plan 

Milestones of MidCentral’s Suicide 
prevention and postvention plan 
achieved as scheduled throughout the 
year 
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3.2 Babies living in smoke-free households 

 A healthy start     

 Outcome: Reduced prevalence of infant exposure to cigarette 
smoke 

Overview of Measure 

Rationale 

A reduction in the prevalence of smoking in women who are intending pregnancy or who are pregnant is a priority.  
Maternal smoking is associated with a range of poor neonatal and child health outcomes, such as Sudden Unexpected 
Death in Infancy (SUDI) and low birth weight, as is exposure to second-hand cigarette smoke in the environment in which an 
infant lives.  Evidence suggests that children are more likely to become smokers if they grow up in a smoking household. 
This measure aims to reduce the rate of infant exposure to cigarette smoke by focusing attention beyond maternal smoking 
to the home and family/whanau environment. It emphasises the need to focus on the collective environment that an infant 
will be exposed to – from pregnancy, to birth, to the home environment within which they will initially be raised. The 
measure aligns with the first core contact which is when the handover from maternity to Well Child Tamariki Ora (WCTO) 
providers and general practitioners occur. 

Previous research has shown that Māori women aged between 18 and 24 years stand out as a group of particular concern, 
with 42.7% of this group reporting regular (daily) smoking, compared with 8.6% of non-Māori women of the same age. 
Young Māori women who are regular smokers are three times more likely to live in a household where there are other 
smokers compared with those who do not smoke. Therefore focus needs to be on reducing equity gaps for Māori. 

This measure promotes the roles which collectively, infant and child service providers play in the infant’s life and the many 
opportunities for smoking interventions to occur. The patient benefit in this measure is a smokefree outcome for the baby's 
home and therefore no exposure of baby to cigarette smoke. This includes benefit for whoever is smoking in the house 
becoming an ex-smoker. 

Measure 

Numerator:  Number of new babies with "No" recorded for ‘Is there anyone in the house who is a tobacco smoker?’ for 
their WCTO 1st Core Contact (up to 56 days of age). 

Denominator:  Number of new babies with "Yes" or "No" recorded for ‘Is there anyone in the house who is a tobacco 
smoker?’ for their WCTO 1st Core Contact (up to 56 days of age). 

Total number of babies enrolled with WCTO providers:  Number of new babies with "Yes", or "No", or other answers, or 
missings recorded for ‘Is there anyone in the house who is a tobacco smoker?’ for their WCTO 1st Core Contact (up to 56 
days of age).  Total number of registered births:  Number of new babies who are turning 56 days old (sourced from NHI 
registry) 

The timing for the collection of smoke free home information, at six weeks post-natal, aligns with the handover of mother 
and baby from the LMC back to general practice and entry into the WCTO environment. Effective handover also ensures 
that all family members are enrolled with the appropriate ongoing service providers (e.g. mothers who are not enrolled 
with primary care enrol with a PHO, siblings who are not receiving WCTO services are enrolled with the WCTO provider), 
offering several points where tobacco cessation activity could be initiated.   

Data source:  WCTO NHI data set. The data is collected at the WCTO core visit and is reported to the Ministry of Health on a 
six-monthly basis as per the DHB service specifications and the Plunket contract.  The Ministry has been working with the 
WCTO providers to improve the quality and accuracy of this data.  Changes being implemented to improve the quality and 
accuracy of data will take some time. This data is provided for implementation of the System Level Measures programme 
and therefore should only be used for quality improvement purposes. 

Key contributory measures (provisional) 

 Increasing early engagement with a Lead Maternity Carer (LMC)  

 Improving integrity of data collected by WCTO providers 

 Increasing newborn enrolment with Well Child Provider and PHO 

 Increasing uptake of smoking cessation support and treatment 
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SYSTEM LEVEL MEASURE:  BABIES LIVING IN SMOKEFREE HOUSEHOLDS 

Goal:  Increased proportion of babies at six weeks post-natal that are living in smokefree 
households 

Target: ≥75% of WCTO providers complete required data fields for measuring indicator at core 
contact 1 visit 

 

Baseline data analysis 

 
Data source:  Ministry of Health.  Based on WCTO data collated 

 
* NB:  MidCentral contracted providers for WCTO services 
are four Iwi/Māori health service providers only, delivering 
approximately 15% of the total WCTO services, with Plunket 
(contracted directly by the Ministry of Health) providing the 
remainder. 
  

Equity Gaps 

 
Jul 16 - 
Dec 16 

Jan 17 -
Jun 17 

Jul 17 - 
Dec 17 

DHB Equity Gap (Rate Ratio of 
Māori and Total) 

0.6 0.7 0.7 

DHB Equity Gap (Rate Ratio of 
Pacific and Total) 

0.9 0.8 1.1 

 

MidCentral DHB and National 
Equity Gap Difference (Rate Ratio 
of Māori and Total) 

   

MidCentral DHB and National 
Equity Gap Difference (Rate Ratio 
of Pacific and Total) 

   

 

 MDHB has a smaller equity gap compared to the 
national equity gap 

 MDHB has a larger equity gap compared to the national 
equity gap 

Summary:   

This is a new measure that was introduced as a developmental SLM in the 2017/18 year.  Together with refining the 
definition and data elements required for the measure, the integrity of data collections across the WCTO providers was a 
key focus area for improvement in the 2017/18 year.  We liaised with Karo Data Management services (data repository for 
the DHB’s contracted WCTO providers) and the Ministry of Health Data Quality Reference Group as the development of this 
measure occurred, providing feedback to providers in support of data collection improvements.  We will continue to work 
with providers on further refinements and improvements over the 2018/19 year as the SLM becomes embedded across the 
system. 

The latest period for which data is available (July to December 2017) shows that of the total 790 new babies seen by the 
WCTO providers for their first core contact, 565 (71.5%) were recorded as living in a smokefree household.  This was less 
than the NZ average for this period (76.8%) for the total population group.  The smokefree household rates for Māori babies 
seen in both MidCentral’s district and across NZ were considerably lower – 52.0% and 52.8% respectively.  As with the 
pattern across New Zealand, the proportion of babies living in smokefree households decreased for those living in the 
higher deprivation areas of the district (quintile 5) relative to the higher proportion being smokefree in quintile 1 areas.   
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SYSTEM LEVEL MEASURE:  BABIES LIVING IN SMOKEFREE HOUSEHOLDS   

Goal:  Increase the proportion of babies at six weeks post-natal that are living in smokefree 
households 

Target:  ≥75% of WCTO providers complete required data fields for measuring indicator at core 
contact 1 visit 

 

Selected Contributory Measures 

Objectives Target population Key focus actions Contributory measures  

Improve quality of 
data collected by 
LMCs and WCTO 
providers 

WCTO providers Work with LMCs across the district to 
ensure formal clinical handover to 
WCTO providers at 4 – 6 weeks post-
natal 

Provide feedback to WCTO providers 
on data collection completions 

Facilitate data matching in general 
practices to identify newborn 
enrolments and smoking status of 
household residents 
(parents/whanau) 

Reduction in missed or unknown 
fields for enrolment and 
household smoking status at 
WCTO core contact 1 

Increase early 
engagement with 
pre- and post-
natal services 

All pregnant women, 
with a focus on Māori, 
Pacific and younger 
women  

Promote and implement early 
screening by GPTs in first trimester of 
pregnancy aligned to use of the 
Collaborative Clinical Pathway (CCP) 

Establish and maintain forum with 
key partners hosted by TOAM and 
Midwifery Advisor, in conjunction 
with launch of CCP 

Monitor rates of referral to WCTO for 
enrolment via the Child Health 
Screening Tool 

Culturally relevant early 
registration campaign redesign 
completed by end September 
2018  

Increasing percentage of pregnant 
women registered with a LMC in 
first trimester each year (by 12 
weeks gestation) 

Collaborative Clinical Pathway 
socialised with GPTs by end of 
September 2018 

 

Reduce smoking 
prevalence among 
pregnant women   

All pregnant women, 
with a focus on priority 
ethnic groups (Māori 
and Pacific)   

Ensure current smoking status and 
offer of smoking cessation service is 
documented in Patient Management 
System at point of screening 

Promote the maternal smoking 
cessation service (via TOAM) 

Utilise whanau ora approach 
available through the LMC and WCTO 
provider contacts, Pepi Haumaru and 
Mokopuna ora programmes, 
promoting consistent messaging to 
advise and support smoking cessation 
in the household 

Progressive decrease annually in 
smoking prevalence by women 
seen by LMCs (MMPO data 
source), from 2015/16 baseline 
year (16.1% Total, 36.5% Māori) 

 

 

Support smoking 
cessation and 
smoke free 
households 

Hospital based 
maternity services and 
LMCs  

All (smokers) members 
of a household living 
with a newborn   

Deliver hospital based education / 
update sessions to target health 
professionals in maternity services to 
encourage quit smoking programmes, 
including access to NRT and referral to 
cessation support 

Identify referrals to smoking cessation 
support and treatment generated 
from the Child Health Screening Tool 
at the six- week check 

Hospital based sessions delivered 
per quarter to target health 
professions 
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3.3 Ambulatory Sensitive Hospitalisations:   
 0 – 4 year old children 

Keeping children out of hospital 

Outcome:  Reduced avoidable hospital admissions among children 
 

Overview of Measure 

Rationale 

Ambulatory sensitive hospitalisations (ASH) are mostly acute admissions that are considered potentially reducible through 
prophylactic or therapeutic interventions delivered in a primary care setting.  In New Zealand children, ASH accounts for 
approximately 30 percent of all acute and arranged medical and surgical discharges in that age group each year. However, 
determining the reasons for high or low ASH rates is complex, as it is in part a whole-of-system measure.  
It has been suggested that admission rates can serve as proxy markers for primary care access and quality, with high 
admission rates indicating difficulty in accessing care in a timely fashion, poor care coordination or care continuity, or 
structural constraints such as limited supply of primary care workers.  

ASH rates are also determined by other factors, such as hospital emergency departments and admission policies, health 
literacy and overall social determinants of health.  A composite ASH measure is preferred because it gathers up more 
conditions and aligns with the intention of using measures that operate at a system level rather than ones that focus on a 
specific condition or service. 

ASH highlights the burden of disease in childhood with a strong emphasis on health equity.  There is high variance among 
priority populations and according to social gradient. Reducing ASH rates requires well integrated, preventive, diagnostic 
management systems and a well-skilled and resourced workforce. 

Ambulatory sensitive hospitalisations also link to the acute hospital bed days System Level Measure. 

Measure 

The ambulatory sensitive hospitalisation (ASH) rate per 100,000 population, for 0 - 4 year olds 

Inclusions/Exclusions:  Non-casemix events.  ‘Acute’ includes acute and arranged event type.  Admissions are by DHB of 
service.  Neonates less than 29 days old at admission are excluded. Note that dental conditions include admissions that are 
of an elective event type; all other conditions are acute or arranged. 

Currently, there are 15 ASH conditions (103 diagnoses identified from the International Classification of Disease [ICD-10-
AM] through clinical coding of hospital discharges) applicable to the 0 – 4 year old population group.   

Key contributory measures 

 Increasing breast feeding rates for up to 3 months minimum 

 Supporting pregnancy and parenting education, information and support 

 Improving whanau and community management of specified ambulatory sensitive conditions:  gastroenteritis, skin 
conditions, dental conditions, asthma and wheeze, with a particular focus on Māori and other high needs children   
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SYSTEM LEVEL MEASURE: AMBULATORY SENSITIVE HOSPITALISATION RATE PER 100,000 
POPULATION (AGES  0 – 4 YEARS) 

Goal: Reduce and maintain ASH rate to less than 6,200 per 100,000 total population aged 0 – 4 
years by 30 June 2020 (with less than 5 percent negative variance between Māori and non 
Māori rates) 

Target: ≤6,029 per 100,000 population (estimated)- equivalent to at least 25 fewer ASH events 
than the five-year average to end December 2017, over 18 months to end June 2019 

 

Baseline data analysis  

Five year trend to December 2017: 

 
 
Number of ambulatory sensitive hospitalisation events and 
rates per 100,000 population over five years (all conditions) – 
MidCentral DHB of Domicile: 

Count of 
Events 

12 months to 31 December 

2013 2014 2015 2016 2017 

Total 650 708 755 695 641 

Māori 224 260 266 267 238 

Other 426 448 489 428 403 

 

Rates per 
100,000 

2013 2014 2015 2016 2017 

Total 5647 6260 6796 6353 5919 

Māori 5685 6599 6786 6864 6134 

Other 5627 6079 6801 6071 5799 
 

Key contributing clinical conditions: 

Top ten ASH conditions  
for 12 months to December 2017 

ASH rate per 100,000 

Māori Other Total 

Upper/ENT respiratory infection 61 109 170 

Dental 58 60 118 

Gastroenteritis 24 67 91 

Asthma 34 43 77 

Pneumonia 23 45 68 

Cellulitis 15 27 42 

Lower respiratory infection 14 23 37 

Dermatitis & eczema 6 12 18 

Constipation 3 13 16 

GORD - 2 2 

 
 

Indicative 2018/19 target (subject to review):  

By the end of June 2019: 

Reduced rate of ASH (all conditions) by ethnicity group to:  
 Other 6037 (n.425) 
 Māori 6015 (n.240) 
 Total 6029 (n.665) 

by delivering targeted programmes for children with gastroenteritis, 
dental, asthma and skin conditions, with a focus on identified Māori 
and high needs children to reduce equity gap. 

Equates to a reduction of 25 admission events in total over 18 
months from end December 2017 to period ending June 2019 
across an increase in projected population to 11,030 children (an 
increase of 110).  

 

Summary:   

Ambulatory sensitive hospitalisation (ASH) rates for 0-4 year olds in the MidCentral district show a reduction over the last 12 
months to December 2017 for both Māori and non-Māori children.  A notable reduction in the number of events, and rates, 
was reported for the 12 month period ending December 2017.  This may be influenced by data omissions at the time of the 
report run date, due to MidCentral’s transition to a new regional instance of the web-based patient administration system; 
the figures up to end of December 2017 may therefore change. Nonetheless, the reported rates for both groups have 
remained below the national average over this time period although the rate per 100,000 Māori children remains higher than 
the non-Māori rate in MidCentral’s district. 

The key clinical conditions that contribute to ASH for 0-4 year olds include respiratory conditions (including infections and 
asthma), dental conditions and gastroenteritis.  

Over the next three years, MidCentral DHB will work towards achieving a steady reduction in hospitalisations by children with 
these conditions.  This recognises a small decline in the total medium projected population from June 2016 but an increase in 
in the number of Māori children across our district.  In alignment with the equity goals we will maintain the total ASH rate for 
Māori children aged 0-4 years to within 5% of the DHB’s non Māori population rate.    

We will focus on ensuring early access to primary care. We will also work to ensure that the key clinical conditions which 
make a significant contribution to ASH rates in children aged 0-4 years are managed well in the community.   

https://www.google.co.nz/imgres?imgurl=http://d3n8a8pro7vhmx.cloudfront.net/themes/543e7894221393548d000001/attachments/original/1415037026/icon-issues-right-to-childhood-black.svg?1415037026&imgrefurl=http://www.dci-palestine.org/issues_right_to_a_childhood&docid=IgrFmJzXLINWxM&tbnid=QQZDEOScph5BlM:&w=160&h=159&bih=956&biw=1920&ved=0ahUKEwian6u-zaPOAhVDn5QKHdubAR84ZBAzCAMoADAA&iact=mrc&uact=8
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SYSTEM LEVEL MEASURE: AMBULATORY SENSITIVE HOSPITALISATION RATE PER 100,000 
POPULATION (AGES  0 – 4 YEARS) 

Goal: Reduce and maintain ASH rate to less than 6,200 per 100,000 total population aged 0 – 4 
years by 30 June 2020 (with less than 5 percent negative variance between Māori and non 
Māori rates) 

Target: ≤6,029 per 100,000 population (estimated)- equivalent to at least 25 fewer ASH events 
than the five-year average to end December 2017, over 18 months to end June 2019 

 

Selected Contributory Measures 

Objectives Target 
population 

Key focus actions  Contributory measures  

Increase 
breastfeeding 
rates 

Infants at LMC 
discharge (4-6 
weeks) and at 3 
months 

Establish district wide breast feeding 
strategy and action plan with key 
partners 

Work with LMCs across the district to 
ensure formal clinical handover to 
WCTO providers at 4 – 6 weeks post-
natal 

Promote lactation support services to 
women across the care continuum, 
focused on Māori women in conjunction 
with the Mokupuna Ora programme and 
for women living in areas of high 
deprivation areas 

Collect and share breastfeeding data 
from the Child Health Screening Tool in 
general practice/outreach immunisation 
service 

≥75% of babies are exclusively or 
fully breast fed at LMC discharge 
(4-6 weeks) 

≥60% of babies are exclusively or 
fully breast fed at 3 months 
Increase in breastfeeding rates by 
Māori and Pasifika to achieve 
equitable rates across total 
population 

Support access to 
pregnancy and 
parenting 
education and 
information   

Pregnant women, 
their family and 
whanau 

Provide accessible and appropriate 
antenatal and early parenting education 
options, with a focus on Māori women 
and their whanau, including locality-
based delivery of the “Bumps to Babies” 
programme and consider extending the 
programme to “Babies and Beyond” 

Increased uptake by target group 
to pregnancy and parenting 
programme(s)  

Improve 
community 
management of 
gastroenteritis (0-
4 years) 

Non-Māori Refocus / promote paediatric 
gastroenteritis pathway and access to 
community pharmacists for treatment 

Central PHO and Public Health to co-
ordinate promotion of the pathway with 
community pharmacy, GPTs, other 
primary health care providers, schools, 
Early Childcare Centres, Kohanga Reo 

Reduced 3-year annual average 
number of admissions by non- 
Māori children with gastroenteritis  

Incremental increase in the use of 
accredited community pharmacists 
for the treatment of paediatric 
gastroenteritis (non-Māori and 
Māori) 

Improve 
community 
management of 
asthma and 
wheeze (0-4 years)  

All 
 
Māori – asthma 
and wheeze 

In conjunction with Iwi/Māori health 
providers promote implementation of 
the childhood asthma clinical pathway 
and asthma action plan within GPTs and 
other primary health care providers – 
priority focus on Māori children 

Promote communication to priority 
populations through stakeholder 
connections – ie: Te Tihi / Kaianga 
Whanau Ora and Iwi/Māori health 

Reduce 3-year average annual 
number of admissions by Māori 
children with asthma  

Reduce 3-year average number of 
admissions by children of Other 
ethnicities with asthma 
Incremental increase in the 
number of identified children with 
asthma action plans in place (total 
and Māori pop.) 

https://www.google.co.nz/imgres?imgurl=http://d3n8a8pro7vhmx.cloudfront.net/themes/543e7894221393548d000001/attachments/original/1415037026/icon-issues-right-to-childhood-black.svg?1415037026&imgrefurl=http://www.dci-palestine.org/issues_right_to_a_childhood&docid=IgrFmJzXLINWxM&tbnid=QQZDEOScph5BlM:&w=160&h=159&bih=956&biw=1920&ved=0ahUKEwian6u-zaPOAhVDn5QKHdubAR84ZBAzCAMoADAA&iact=mrc&uact=8
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providers, social sector agencies and 
local councils 

Extend use of the Childhood Health 
Screening Tool by GPTs at all contacts 
with children up to the age 4 years 

Utilise data to identify and target priority 
group(s) of children at highest risk of 
acute exacerbations of asthma  

Monitor and report number of 
referrals to child health respiratory 
clinics/services  generated from the 
childhood health screening tool 

Improve 
community 
management of 
skin conditions (0-
4 years) 

All – cellulitis, 
dermatitis and 
eczema 
 
Māori – cellulitis 

Extend use of the Childhood Health 
Screening Tool by GPTs and Outreach 
Immunisation Service at all contacts with 
children aged less than 4yrs 

Deliver targeted skin conditions and 
nutrition education campaigns across 
community health care providers and 
education sector 

Utilise data to identify and target priority 
group(s) of children at highest risk of 
acute events resulting from cellulitis, 
eczema and dermatitis  

Monitor and report number of 
referrals to child health skin 
clinics/services  generated from the 
childhood health screening tool 

One campaign by end of December 
2018 and one by end of June 2019 

Number of identified cohort 
connected with relevant service for 
management of skin condition(s)  

Improve oral 
health (0-4 years) 

Māori and Pacific Strengthen screening of dental issues 
within the child health screening tool to 
include a severity grade to ensure 
appropriate referrals to the child and 
adolescent oral health service  

Monitor referral patterns to the child 
and adolescent oral health service 
resulting from use of the child health 
screening tool (treatment and 
enrolment)  

Reduce 3-year average annual 
number of admissions for dental 
conditions by all children aged 0 – 4 
years  

≤10% of enrolled pre-school 
children have overdue recall 
examinations (Māori, Pacific and 
Total population groups) in the 
calendar year 
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3.4 Access to and utilisation of youth appropriate 
health services - Mental health and wellbeing 

 Young people are healthy, safe and supported  

Outcome: Young people experience less mental distress and disorder 
and are supported in times of need 

Overview of Measure 

Rationale 

Young people have their own specific health needs as they transition from childhood to adulthood. Most young people in 
New Zealand successfully transition to adulthood but some do not, mainly due to a complex interplay of individual, family 
and community stressors and circumstances, or ‘risk factors’. Evidence shows that young people are not in the habit of 
seeking the services or advice of a registered health practitioner when unwell. Generally, they cope with illness with advice 
from friends and whanau as they see fit.  

This measure focuses on young people accessing primary and preventive health care services. Research shows that young 
people whose healthcare needs are unmet can lead to increased risk for poor health as adults and overall poor life 
outcomes through disengagement and isolation from society and riskier behaviours in terms of drug and alcohol abuse and 
criminal activities. Early interventions which target younger populations may potentially be an effective strategy for 
improving adult health and reducing future healthcare costs.  

The System Level Measure (SLM) for young people consists of five domains reflecting the complexity and breadth of issues 
impacting the health and wellbeing of young people. MidCentral’s Alliance Leadership Team has selected Mental health and 
wellbeing as the key domain locally.  The national indicator for this measure is intentional self-harm hospitalisations for 
under 25 year olds.  The hospitalisation rates for young people following self-harm (intentional or undetermined) in 
MidCentral’s district have been higher than the national rates – particularly for those aged 15 – 19 years. 

This was a developmental measure in the 2017/18 year, and moves to a substantive SLM, with the selected contributory 
measures, from July 2018. 

Measure 

Measure: Intentional self-harm hospitalisations* (including short-stay hospital admissions through Emergency 
Department**)  
Numerator:  Total number of intentional self-harm hospitalisations aged 10-24 years  
Denominator:  Young people aged 10-24 years resident population  

Self harm hospitalisations are identified by a diagnosis of injury or poisoning (ie. medical nature codes in "S" or "T") in any of 
the 30 diagnosis codes and external cause codes (e-codes) covering intentional self-harm and undetermined intent in any of 
the first 10 e-codes of morbidity and mortality 

** Short stay Emergency Department admissions are ‘administrative admissions’, i.e anyone there for more than three 
hours 

Data sources:   Hospital discharges - National Minimum Data Set collection 
 Ministry of Health:  Estimated NZ resident population with Statistics NZ projections (consistent with the 

Population based funding formula) 

Key contributory measures 

 Primary mental health – relieving mental distress in communities 

 School based health and wellbeing initiatives 

 Sexuality – sexual health practises and collaborative clinical pathway for the transgender community 

 Alcohol and drug addiction education and support 
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SYSTEM LEVEL MEASURE:  ACCESS TO AND UTILISATION OF YOUTH APPROPRIATE HEALTH 
SERVICES – DOMAIN:  MENTAL HEALTH AND WELLBEING 

Indicator:  Intentional self-harm hospitalisation rate per 10,000 population aged 10 – 24 years 

Goal: Reduced incidence of intentional self-harm hospitalisations by young people in our district 
 Increased access to health and social services that support young people to stay safe and experience 

improved sense of wellbeing 
Target: The rate of intentional self-harm hospitalisations by young people is reduced to ≤49.8 per 10,000 

population by the end of June 2019 

Baseline data analysis 

Intentional self-harm hospitalisations – MidCentral 
DHB of Domicile and National rates (3 years to March 
2018)

 
Data source:  Ministry of Health – Youth self harm hospitalisations 
by DHB of Domicile, March 2018 
(Note: The number for Pacific people in MidCentral’s district are 
included in the Total population figures)  

5 Year Age Bands: Ages 10 – 24 Years MidCentral DHB 
of Domicile 

 

Population 

Number of 
Intentional Self 

Harm 
Hospitalisations  

Actual Age-specific 
 Self Harm Hospitalisation Rates 

(per 10,000 population) 

Age 
Group 

Year to 
Mar 2018 

Year to Mar 
2018 

Year to 
Mar 2016 

Year to 
Mar 2017 

Year to 
Mar 2018 

10 to 14 11,245 17 10.9 18.0 15.1 

15 to 19 12,380 115 84.6 91.8 92.9 

20 to 24 13,505 60 41.2 41.7 44.4 

10 to 24 37,130 192 47.0 51.7 51.7 

Data source:  Ministry of Health – National Minimum Data Set 
(NMDS); Estimated NZ resident population with Statistics NZ 
projections, World Health Organisation Standard population 

(Number of hospitalisations is a count of hospital admission events, 
not a count of individuals). 

Summary: 

MidCentral (people living at an address linked to MidCentral district as the DHB of domicile) has higher age-standardised 
rates of intentional self-harm hospitalisations per 10,000 population than the national age-standardised rate (51.4 per 
10,000 MidCentral population compared to 45.6 nationally for this last 12 month period). 

Over the 12 months ending March 2018, there were 208 hospitalisations for self-harm (intentional and undetermined) for 
young people aged 10 – 24 years, of which 192 (92.3%) were coded as ‘intentional’.  Sixty percent of the total intentional 
self-harm hospitalisations were by young people aged 15 – 19 years and just over 30 percent by those aged 20 – 24 years.  
Females account for around three quarters of the total intentional self-harm hospitalisations for MidCentral residents as 
well as across New Zealand.   Non-Māori and non-Pacific young people (‘Other’) aged 10 – 24 years accounted for 66.1% of 
the total intentional self-harm hospitalisations in this age group over this period.  The number and rate for Māori increased 
markedly over this last 12 months compared to the previous two years.  Young people identified as living in deprivation 
quintile 5 areas continue to show the highest number and rate of self-harm hospitalisations, followed by those living in 
quintile 2 areas of the district.  Between 01 April 2017 and 31 March 2018, 153 individuals accounted for the 192 
hospitalisations across this age group; eighteen individuals had repeat intentional self-harm hospitalisations, most of which 
(75.4%) were ED short stay events and almost all (93%) were related to poisonings or toxic effects of drugs and other 
substances. 

The SLM Steering Group for Young People will oversee implementation of improvement activities to reduce the incidence of 
intentional self-harm by working together across sectors and in partnership with young people and their family/whanau. 

Our improvement activities to reduce self-harm hospitalisations by young people are based on the following principles: 

Young people thrive in education Young people have social capital  Young people value their health 

0 10 20 30 40 50 60

MidCentral Maori

National Māori

MidCentral Other

National Other

MidCentral Total

National Total

per 10,000 population

Age standardised rate per 10,000 population 
aged 10 - 24 years

Year to March 2018 Year to March 2017

Year to March 2016
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SYSTEM LEVEL MEASURE:  ACCESS TO AND UTILISATION OF YOUTH APPROPRIATE HEALTH 
SERVICES – DOMAIN:  MENTAL HEALTH AND WELLBEING 

Indicator:  Intentional self-harm hospitalisation rate per 10,000 population aged 10 – 24 years 

Goal: Reduced incidence of intentional self-harm hospitalisations by young people in our 
district 

 Increased access to health and social services that support young people to stay safe and 
experience improved sense of wellbeing 

Target: The rate of intentional self-harm hospitalisations by young people is reduced to ≤49.8 
per 10,000 population by the end of June 2019 

 

The following model for effective health and social services to support young people underpins the selection of contributory 
measures to effect change in reducing the number and rate of self-harm hospitalisations 

Figure 1: An overview of the key elements of an effective healthcare system to support youth 
A range of services for youth 

Selected Contributory Measures 

Objectives Target population Key focus actions Contributory measures  

Improve access to 
primary mental 
health and 
addictions services 
 
 
 
 

 

 

 

 

All young people aged 
10-24 years 

 

Young non Māori 
females 

 

Māori males aged 12-
19 years 

 

All Pasifika aged 12-19 
years 

 

Promote referrals and attendances 
to the Wellbeing Programmes 
specific to Māori and Pasifika aged 
12-19yrs eg: TOA Taiohi, PolyPower  

Complete educational networking 
seminars with district mental health 
service providers focused on issues 
for young people 

Increase consumer participation in 
planning and advocacy for youth-
specific primary mental health 
services 

Develop a plan to increase the 
capacity of the primary and 
community based youth mental 
health workforce to take effect by 
July 2019 

Increased participation in 
Wellbeing Programmes for target 
population 

Average number of 12 – 19 year 
olds accessing primary mental 
health services for brief 
intervention counselling 
sustained at ≥220 per quarter  

Increasing percentage of 0 – 19 
year old population accessing 
mental health and addiction 
services: ≥4.3% Māori / 4.6% 
Total 

Reduction in the number of youth 
requiring secondary care or crisis 
responses 
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Support health and 
wellness in schools 

 

Intermediate and 
Secondary school 

(teachers, counsellors, 
students) 

Socialise models of care that 
facilitate wellbeing (e.g. WAIORA) to 
secondary schools in the district 

Build capability in secondary schools 
for youth mental health risk 
assessment 

Participate in and support delivery of 
Youth Leadership Programmes such 
as CACTUS, Lead Strong and Tane 
Ora Alliance Taiohi 

Three seminars delivered to 
identified secondary schools over 
the academic year 

Percentage of SBHS interventions 
at eligible facilities # that were for 
mental health concerns  

(# decile 1 – 3 secondary schools, 
teen parent units and alternate 
education) 

Improve access to 
appropriate services 
for transgender 
youth 

Promote safe sexual 
health practises 

Transgender 
community 

 

 
All young people up to 
age 24 years 

Complete development and socialise 
implementation of the collaborative 
clinical pathway for the transgender 
community  

Maintain access to youth friendly 
sexual health clinics 

Utilisation of the pathway 

 

Youth specific sexual health 
service continues to be provided 
in PN and Horowhenua:  ≥1800 
young people seen on average 
per quarter  

Minimise the 
potential for harm 
resulting from 
alcohol and illicit 
drug use 

General population 

 

Deliver public health messaging / 
campaigns to increase local solutions 
on youth addictions in collaboration 
with Health Promotion Agency 

Increased local solutions for 
youth addictions 
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3.5 Acute hospital bed days per capita 

Using health resources effectively 

Outcome:  Improved management of demand for acute care 
 

Overview of Measure 

Rationale 

Acute hospital bed days per capita is a measure of the use of acute services in secondary care that could be improved by 
effective management in primary care, transition between the community and hospital settings, discharge planning, 
community support services and good communication between healthcare providers. This includes access to diagnostics 
services. The measure will be used to manage the demand for acute inpatient services on the health system. The intent of 
the measure is to reflect integration between community, primary, and secondary care and it supports the strategic goal of 
maximising the use of health resources for planned care rather than acute care.  

The measure aligns with the New Zealand Health Strategy's five themes, in particular - value and high performance. 

This measure can be used to manage the demand for acute inpatient services on the health system. The intent of the 
measure is to reflect integration between community, primary, and secondary care and it supports the strategic goal of 
maximising the use of health resources for planned care rather than acute care. 

The measure is supported by a suite of locally selected contributory measures to strengthen the ability to detect and 
understand factors that drive acute demand. This combination of measures avoids the risk of a single high level measure 
which gives no indication of where improvements could be made. It also creates opportunities for inter-provider 
communication, and promotes data transparency and knowledge sharing. 

Measure 

Number of bed days for acute hospital stays per 1000 population domiciled within a DHB per year (age standardised) 

Inclusions / exclusions:  Estimated NZ resident population with Statistics NZ projections (consistent with the Population 
based funding formula), World Health Organisation population, or, NZ indigenous population.  Primary Health Organisation 
Patient Registers 

Data extracted quarterly with a rolling 12-month data period, from the National Minimum Data Set (Weighted Inlier 
Equivalent Separations Version 14, WIESNZ14). 

The measure is the rate calculated by dividing acute hospital bed days by the number of people in the resident population.  
Acute hospital bed days are calculated by adding up the length of stays in days for patients presented to a NZ hospital 
acutely that are publicly funded.  A stay is counted if the first event in that stay is classified as an acute inpatient event. 

Refer also to the Non-Financial Monitoring Framework and Performance Measures 

Key contributory measures 

 Reduced acute admissions for heart disease, respiratory conditions and diabetes 

 Reduced average lengths of stay for acute inpatient events 

 Reduced acute readmissions to hospital within 28 days of previous discharge 

(Also see ambulatory sensitive hospitalisations – 0-4 year old population) 
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SYSTEM LEVEL MEASURE:  STANDARDISED ACUTE BED DAYS PER 1,000 POPULATION (ALL AGES) 

Goal: Reduce and maintain actual acute bed day utilisation rate to ≤410 per 1,000 by 30 June 2020 
Target: ≤438 actual acute bed days per 1,000; approximately equivalent to 77,636 total bed days (a 

reduction as a DHB of Domicile of 4,550 acute bed days over 15 months from end March 2018 
to end June 2019) 

 

Baseline data analysis 

Acute hospital bed days per 1,000 population* (age 
standardised and actual rates over three years to March 2018) 
– MidCentral DHB of Domicile 

 
* Population = 2013 Census Usually Resident Population – DHB of domicile 
For year to March 2018:  175,205 
 

 

MidCentral DHB of Domicile – Age-specific acute bed 
days per capita rates – March 2018 

 
 

DHB of Service Actual Acute Bed Days per capita rates, 
for 12 months to end March: 

 MidCentral National 

2016 460.3  440.1 
2017 456.1  420.9 
2018 454.8  414.0 

Over the 12 months to end of March 2018, MidCentral 
had 21,809 acute stays utilising 79,692 bed days as a DHB 
of Service.  Of the 20 DHBs, MidCentral’s actual acute bed 
day utilisation rate per 1,000 population was 3rd highest 
for this latest period (range 223.9 – 484.8).  
The standardised rate of 396.7 for this period was closer 
to the national rate (391.4) per 1,000 population. 

Summary:   

The MidCentral age-standardised acute bed day rate per capita has been steadily reducing, but both the standardised and 
actual rates remain higher than the national average rates.  The resident population’s acute bed day utilisation rates are 
highest among those aged 65 years and older, accounting for around 58 percent of the total 82,186 acute bed days over the 
12 month period ending March 2018.  The majority of these acute events were for conditions that are not uncommon in 
older people, for example stroke and other cerebrovascular diseases, respiratory infections, hip and femur procedures 
including hip replacements, heart failure and shock and chronic obstructive airways disease.   

There were 3,834 acute stays by MidCentral’s Māori population (all ages), utilising 13% (n.10,987) of the total acute bed 
days; their standardised acute bed day utilisation rates are considerably lower than the national rates for Māori (428.7 per 
1,000 population compared to 557.4 nationally over this latest 12 month period). 

About eight percent of the acute bed days are provided to MidCentral residents by other DHBs – particularly for specialist 
tertiary level interventions.   Acute services provided to residents living outside of MidCentral’s district account for about six 
percent of the total acute admissions to MidCentral’s hospital services.  The key strategies to reduce acute bed days are 
focused on containing acute admissions, reducing the hospital average lengths of stay and strengthening primary and 
community based services to minimise acute exacerbations of long term conditions.   
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Acute Bed 

Days

Year

Year to Mar 

2018

Year to 

Mar 2018

Year to Mar 

2018

Year to 

Mar 2016

Year to 

Mar 2017

Year to 

Mar 2018

00 to 04 11,025 2,110 5,567 484 559 505

05 to 09 12,050 453 649 82 58 54

10 to 14 11,280 441 893 95 74 79

15 to 19 12,360 898 1,342 146 150 109

20 to 24 13,100 1,298 1,955 169 151 149

25 to 29 11,480 1,320 2,455 204 191 214

30 to 34 9,735 1,115 2,306 203 227 237

35 to 39 9,075 823 1,840 209 211 203

40 to 44 9,495 812 2,121 195 172 223

45 to 49 10,855 977 2,526 216 260 233

50 to 54 11,185 1,084 4,010 327 312 359

55 to 59 11,765 1,261 4,173 421 407 355

60 to 64 10,240 1,360 5,009 471 549 489

65 to 69 9,535 1,476 6,755 798 722 708

70 to 74 7,910 1,784 7,906 1,196 1,120 999

75 to 79 6,110 1,676 9,375 1,893 1,591 1,534

80 to 84 4,090 1,529 8,458 3,062 2,688 2,068

85+ 3,915 2,010 14,846 4,342 3,789 3,792

Total 175,205 22,427 82,186 456 433 410

Actual Acute Bed Days

per 1,000 Popn
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SYSTEM LEVEL MEASURE:  STANDARDISED ACUTE BED DAYS PER 1,000 POPULATION (ALL AGES) 

Goal: Reduce and maintain actual acute bed day utilisation rate to ≤410 per 1,000 by 30 June 2020 
Target: ≤438 actual acute bed days per 1,000; approximately equivalent to 77,636 total bed days (a 

reduction as a DHB of Domicile of 4,550 acute bed days over 15 months from end March 2018 
to end June 2019) 

 

Selected Contributory Measures 

Objectives Target 
population 

Key focus actions Contributory measures 

Reduce acute 
admissions 

 

(Also see ASH 
actions for 0 – 4 
year olds) 

 

Adult Māori – 
Congestive heart 
failure and chronic 
respiratory 
conditions 
(COPD/asthma)  

Older adults 

 

Extend the primary health care 
programme to include the 
identification and management 
(action plans) of patients with 
congestive heart failure (CHF) 
focusing on Māori and other high 
needs enrolled population 

Increase the number of Māori and 
other high needs enrolled patients 
who have targeted action plans for 
management of COPD and asthma 

Implement continuing education and 
professional development 
programme with general practice 
teams for assessment and treatment 
of Diabetes, CHF, COPD and asthma 

Increase enrolment of older people 
in the community falls and fracture 
prevention and the in-home strength 
and balance programmes 

Reduction in ambulatory sensitive 
hospitalisation rate for Congestive Heart 
Failure for people aged 45 – 64 years  

Reduction in number of acute admissions 
for Māori with COPD and asthma (aged 45 
– 64 years) 

Reduction in equity gap in ambulatory 
sensitive hospitalisation rate for specified 
cardiovascular and respiratory ASH 
conditions for Māori aged 45-64 years 

Target increase in use of POAC packages 
toward 1,000 per 100,000 enrolled 
population 

Increasing number of people aged 65+ 
years participating as new starts to the 
strength and balance programme 

Reduce average 
length of stay 
(ALOS) for acute 
admissions  

All  

Older people 

General Medicine 
and Emergency 
Department 

Aligned to the Business 
Improvement Programme for 
2018/19: 

Redesign General Medical roster 

Reconfigure Medical Assessment 
and Planning Unit (MAPU) process 

Refine Emergency Department 
model of care 

Implement internal and inter-
specialty professional standards to 
support timely, safe and quality 
patient centred care  

Establish earlier on the day of 
discharge process 

Establish screening process for 
patients to prevent deconditioning 
in older people with frailty 

Reduction in standardised acute inpatient 
ALOS to ≤2.45 days by 30 June 2019 

Reduction in General Medicine ALOS 
(raw) as DHB of Service reduced to 3.2 by 
end June 2019 

Reduction in General Medicine beds 
occupied  

Shorter stays in the Emergency 
Department for more people presenting 
increases to ≥95% of total presentations 

 

Reduce acute 
readmissions 

Cohort of patients 
with COPD and CHF 

Older people 

Connect recently discharged patients 
with COPD and/or CHF with funded 
community-based LTC programmes 

Reduction in ED presentations and acute 
admissions for identified cohort of COPD 
and CHF patients by 30 June 2019 

Reduction in acute readmissions within 
28 days of previous discharge (DHB of 
Service) 
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3.6 Patients experience of care 

Ensuring person-centred care 

Outcome: Improved quality, patient safety and effectiveness of care 
 

Overview of Measure 

Rationale 

How people experience health care is a key element of system performance that can be influenced by all parts of the 
system and the people who provide the care. Improved patient experience of care will reflect better integration of heath 
care at the service level, better access to information and more timely access to care.  

The purpose of these measures is to ensure patients in New Zealand are receiving quality, effective and integrated health 
services. Evidence suggests that if patients experience good care, they are more engaged with the health system and 
therefore likely to have better health outcomes. 

Patient experience is a vital but complex area. Growing evidence tells us that patient experience is a good indicator of the 
quality of health services. Better experience, stronger partnerships with consumers, and patient and family-centred care 
have been linked to improved health, clinical, financial, service and satisfaction outcomes. In the primary health care 
setting, patient e-portals are secure online sites provided by General Practices where people can access their health 
information and interact with their general practice. Using a patient e-portal, people can better manage their own health 
care. 

Measure 

This measure captures patient experience in two settings:  

 Hospital inpatient surveys (currently undertaken quarterly since 2014)  

 Primary care survey (introduced in a phased approach from July 2017)  

The hospital inpatient experience survey provides scores across four domains which cover key aspects of a patient’s 
experience when interacting with health care services:  
• Communication  • Partnership   • Coordination   • Physical and Emotional needs 

The primary care patient experience survey is expected to be adopted by all practices as part of the PHO Services 
Agreement.  It is dependent on utilisation of the National Enrolment Scheme by general practices to enable the national 
primary care survey tool to be administered – expected to be from July 2017 (subject to the National Enrolment Scheme).  
There is also a focus on increasing the capability in general practices to support patients accessing their health information 
through the patient e-portals – a key contributory measure.  

Key contributory measures 

 Improving patients’ experience of care in hospital  

 Improving patients’ experience in primary care settings  

 Increasing access to patient e-portal 

 Improving cultural responsiveness 
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SYSTEM LEVEL MEASURE:  PATIENTS EXPERIENCE OF CARE 

Goal: Patients encountering our services experience safe, effective, quality patient centred care 

Targets:  Adult (aged 15+ years) inpatient experience survey: Average score in communication and 
coordination of care dimensions of the inpatient experience survey is improved to ≥8.4 

 Increase uptake by General Practice Teams participating in the primary care experience 
survey (from February 2018 PES base of 53% n.17) 

 

Baseline data analysis 

MidCentral DHB weighted average scores out of 10 for the four 
dimensions of the adult inpatient experience survey 

 

New Zealand weighted average and range of 
scores out of 10 (February 2018 survey): 
 
Communication  8.2 (7.8 – 9.1) 
Coordination  8.2 (7.7 – 9.0) 
Partnership  8.4 (8.0 – 9.2) 
Physical and emotional 8.5 (7.9 – 9.5) 
needs 

 

 

Summary: 

Hospital-based:  The results of the national adult inpatient experience survey conducted for MidCentral have shown an 
overall improvement over the 2017/18 year. MidCentral scores are generally about the same as the New Zealand weighted 
average scores for each dimension of the survey.  The response rate for MidCentral DHB has consistently been the highest 
of all DHBs each quarter since the survey began (an average of 39% compared to 25% nationally over the last four surveys). 
There are specific question areas in two different survey domains – communications and coordination of care – that 
warrant further attention to improve overall scores and inpatient experiences.  In particular around better explaining the 
patient’s health condition to improve their understanding, discussing side effects of medications, and managing their 
condition post discharge.  

Primary care:  The national primary care patient experience survey tool was initiated in the MidCentral district in the 
2017/18 year.  The uptake by General Practice Teams (GPTs) was dependent on the roll out the National Enrolment Service; 
by February 2018, 53% of the 32 practices were participating in the primary care patient experience survey.  As part of the 
PHO Services Agreement, all general practices are expected to adopt the patient experience survey; it is anticipated that the 
remaining general practices will have the facility to do so in the 2018/19 year. Some Integrated Family Health Centres/GPTs 
also have their own patient feedback mechanisms as well as part of their Cornerstone accreditation, which helps to inform 
them of potential improvements that can be implemented in their practice.  

One of the focus areas during the 2017/18 year was to promote and increase the uptake of general practice patients 
registering to access the patient portal “Manage My Health”.  This is seen as an important contribution to improving the 
patient’s experience of primary health care by enabling easier access to their GPTs for viewing their own health information, 
obtaining information, treatment advice, referrals and prescriptions if required.   By the end of March 2018, 12 of the 32 
practices were actively registering their enrolled patient while six were in the set-up phase.  Five practices are unable to 
offer the patient portal because of their current technology environment.  

  

Q1
2016

Q2
2016

Q3
2016

Q4
2016

Q1
2017

Q2
2017

Q3
2017

Q4
2017

Q1
2018

Communication 8.1 8.4 8.2 8.6 8.4 8.1 8.1 8.4 8.4

Coordination 8.1 8.3 8.2 8.4 8.2 8.2 8.2 8.5 8.5

Partnership 8.5 8.6 8.3 8.6 8.6 8.4 8.2 8.7 8.6

Needs 8.5 8.5 8.6 8.7 8.6 8.6 8.5 8.7 8.9

7.6

7.8

8.0

8.2

8.4

8.6

8.8

9.0

A
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co
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SYSTEM LEVEL MEASURE:  PATIENTS EXPERIENCE OF CARE 

Goal: Patients encountering our services experience safe, effective, quality patient centred care 

Targets:  Adult (aged 15+ years) inpatient experience survey: Average score in communication and 
coordination of care dimensions of the inpatient experience survey is improved to ≥8.4 

 Increase uptake by General Practice Teams participating in the primary care experience 
survey (from February 2018 PES base of 53% n.17) 

 

Selected Contributory Measures 

Objectives Target population Key focus actions  Contributory measures 

Improve patients’ 
experience in hospital  

Adult inpatients 

 

Implement real time feedback 
system with consumers, and provide 
direct feedback to staff resulting 
from consumer feedback  

Support staff to participate in the 
ACP train the trainers programme 
and communications skills training 
delivered by HQSC 
Promote and extend uptake of the 
‘Disability Awareness On-line’ e-
learning tool to staff 

Average score in communication 
and coordination of care 
dimensions of the inpatient 
experience survey is improved 
and sustained at ≥8.4 

Percentage of DHB employed 
staff who have completed 
training course by 30 June 2019 

Improve patients’ 
experience in primary 
care settings 

PHO enrolled 
population (adults) 

Targeted campaign of practices not 
yet engaged with the Primary Health 
Care patient experience survey 

≥90% of practices participating in 
the PES by 30 June 2019 

Incremental increase in district-
wide survey candidates each 
quarter  

Increase uptake and 
utilisation of patient 
e-portal  

PHO enrolled 
population 

Increase uptake of practices offering 
e-portal 

Utilise Primary Health Care clinical 
champions to promote uptake of the 
e-portal to general practices  

Deliver community-focused e-portal 
promotional campaign with 
established network of partners  

At least 25 (≥75%) General 
Practices/IFHCs are offering 
access to e-portal by 30 June 
2019 

Improve cultural 
responsiveness 

MidCentral DHB staff  Deliver cultural responsiveness 
training and develop a sustainable 
peer-led approach to cultural 
competency across the DHB (Pae Ora 
team and People & Culture) 

8 cultural responsiveness training 
sessions completed over the year 

Opportunities for peer cultural 
supervision are identified and 
acted on to support staff practice 
reflection on cultural competence 

Target local 
communications / 
access to information 

 Promote health 
entitlements/enrolment benefits and 
services to the community via 
established network of partners (incl. 
local council and social sector) 

Promote range of channels for 
communication with the community 
including websites, e-portal, texting 
and email   

Coordinated communications 
strategy between DHB and 
Central PHO to deliver consistent 
messaging across multiple fora, 
consistent with locality-based 
health and wellness plans 

 

http://www.google.co.nz/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjOwqju1aPOAhWLHZQKHV4aDpUQjRwIBw&url=http://www.whltrust.org/page/member_central&bvm=bv.128617741,d.dGo&psig=AFQjCNGM5l9imjwsZzYKJaO1u9c6G11fkg&ust=1470259531940756
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Alliance Leadership Team Agreement 
 
MidCentral DHB and Central PHO have worked in partnership to develop our System Level Measures 
Improvement Plan utilising our current Alliance infrastructure.  An Alliance Leadership Team (ALT) was 
established in 2010 to govern the Better, Sooner, More Convenient Business Case.  In 2013 the 
membership of the ALT was extended to include all of the Central PHO trustees and the scope of activity 
was extended to include: 

 PHO funded Long Term Condition services 

 Integration of specialist community health services with Integrated Family Health Centres, general practice 

teams and other primary health care providers 

 Support for primary health care by specialist services 

 Achieving health and intersectoral integration for: 

o Child and youth 

o Health of older people 

o Mental health 

 Whānau Ora 

 Rural health services 

 Primary health care workforce development 

 Health Care Development  

 Information and communication technology 

 Joined up quality improvement approach  

 Community radiology, pharmacies and laboratories 

 Collaborative Clinical Pathways 

 Clinical Networks 

A sector-wide management team – the Alliance Management Team – has been in place since 2010 to 
support the integration agenda.  The table below describes the functions of Central PHO, Alliance 
Leadership Team and the Alliance Management Team.  
 

Entity  Function  

Central PHO Board:  14 Trustees – 
General Practitioners, Nurses, 
Community, Māori/Iwi, MidCentral 
DHB specialists 

Provides governance over DHB funded clinical services for first 
contact health services and long term conditions, Child & Youth, 
Health of Older People, Mental Health and Addictions, Acute/After 
Hours, and, Māori and Pacific Health, which support a primary 
health care driven system to deliver quality care closer to home 

Alliance Leadership Team (ALT):  
Central PHO Board Trustees with an 
additional eight members -  

Clinical Board Chair, General Manager 
- Strategy, Planning & Performance, 
IFHC Leaders, Whānau Ora Collective 
Leaders,  MidCentral DHB Specialists 

ALT is an extension of the Central PHO Board and provides a way 
of broadening the mandate of the organisation and also extending 
participation in joint decision making.  The parties work together 
to transform health services in the district with the emphasis on 
achieving integrated care, quality health services and improved 
health outcomes within available resources 

Alliance Management Team (AMT):  
18 members 

Primary, MidCentral DHB Specialists, 
Strategy, Planning & Performance 
Portfolio Managers,  IFHC & Whānau 
Ora Managers 

AMT is a sector-wide management team which supports the goals 
of Central PHO by providing management leadership, driving 
service improvement and whole of system thinking. 
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The Alliance Leadership Team delegated the development of the System Level Measures Improvement Plan 
(and local Improvement Plan) to a subgroup of the Alliance Management Team with additional expertise 
drawn from the DHB.  This third SLM Improvement Plan was presented to the Central PHO Board /ALT and 
the DHB Executive Leadership Team and is aligned to the DHB’s and Central PHO’s Annual Plan actions.  
 
 
 
 
      
 
 
 
 
Dr Bruce Stewart Craig Johnston 
Chair, Central PHO Board Chair, Alliance Leadership General Manager, Strategy 
Planning and Performance MidCentral District Health Board 
 
 

 
 
(Reference:  MidCentral District Alliance Agreement between MidCentral District Health Board and Central 
Primary Health Organisation Limited, Agreement Number: MDHB-1071) 
 
 
 

 

This System Level Measures Improvement Plan for the 2018/19 year has been endorsed on 
behalf of the Central Alliance Leadership Team by: 
 
 
 
 

    
 
Dr Bruce Stewart Chiquita Hansen Craig Johnston 
Chair  Chief Executive General Manager 
Central PHO Board Central PHO Strategy, Planning and Performance 
 MidCentral District Health Board 

 

02 July 2018 

 

Dated:  22 June 2018 


