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1 Introduction & Background 
System Level Measures (SLMs) are high level aspirational goals for the health system that align with the five strategic themes in the New Zealand Health Strategy and other 
national strategic priorities, such as Health Targets.  They are focussed on improving health outcomes for vulnerable populations including children and youth. System Level 
Measures have evolved from the primary care focused Integrated Performance Incentive Framework (IPIF), which aimed to shift health performance measurement away from 
outputs to outcomes.  

District Health Boards (DHBs), Primary Health Organisations (PHOs) and District Alliances are expected to drive the development and implementation of a System Level 
Measures. In order to achieve this, Southern DHB, WellSouth Primary Health Network and Alliance South have developed the System Level Measures Improvement Plan, which 
includes a range of meaningful Contributory measures, which in turn are underpinned by local clinically led quality improvement initiatives. Planning for and reporting of 
System Level Measures therefore requires DHB’s, PHOs and Alliances to work with providers across the spectrum of care to determine how they will improve the well-being of 
their local population. 

System Level Measures have nationally consistent definitions and performance must be reported to the Ministry of Health. Contributory measures have nationally consistent 
definitions and data sets, but are selected locally and do not need to be reported to the Ministry of Health. District Alliances may agree to use a local indicator based on local 
data. This is considered a local continuous quality improvement activity and will not be used for benchmarking performance.  

This System Level Measures Improvement Plan for 2018/19 therefore sets out agreed milestones for each of the following SLMs: 

• Ambulatory sensitive hospitalisations per 100,000 for 0-4 years olds   “Keeping Children Out of Hospital” 
• Acute hospital bed day utilisation per capita      “Using Health Resources Effectively” 
• Patient Experience of Care        “Person Centred Care” 
• Amenable Mortality         “Prevention and Early Detection” 
• Youth Measure         “Youth are Healthy, Safe and Supported” 
• Proportion of babies who live in a smoke-free household at six weeks post-natal “A Healthy Start” 

The Southern District has determined all Contributory Measures, end of year Goals, and Activities through a review of each System Level Measure. The Chair of the Alliance 
South Leadership Team has been appointed in recent months and the full Alliance Leadership Team, which will monitor and oversee the delivery of our plan, is now in place. 
Each contributory measure and action related to that measure will be reviewed again as a starting point in 2018-19.  To ensure that the SLM process is meaningful and well 
integrated across Primary, Secondary and Tertiary care, planning within the Southern District health system will focus primarily on two measures, 0-4 ASH and Babies living in 
smoke free households.   

In selecting SLM’s and Contributory Measures, Actions and end of year Goals, the review process has looked to ensure that each measure is Meaningful (aligns to the SLM and 
is contextual to local need), Measurable (data is available and of sufficient quality) and Representative (representative of the range of local needs). SLM’s will also need to be 
aligned to the Primary and Community Care Strategy and with Government Planning Priority’s for Improving Quality of Asthma. 

Alliance South, Southern DHB and WellSouth are committed to the improving the health of the people in Otago and Southland. The System Level Measures, their Contributory 
Measures and the Activities are central to delivering this.  
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2 System Level Measures – Overview 
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2.1 Ambulatory Sensitive Hospitalisations (ASH): 0-4 year old children      “Keeping children out of hospital” 
Where are we now?  Ambulatory Sensitive Hospitalisations Summary 
Ambulatory sensitive hospitalisation (ASH) rates for 0-4 year olds in Southern DHB have been gradually decreasing since 2013, with a total and Māori rate below the national average. Southern 
DHB has the 5th lowest ASH rates for total population and 6th lowest ASH rates for Māori in New Zealand.  
The most prevalent clinical conditions that contribute to Southern DHB’s ASH rate include respiratory conditions (infections and asthma), gastroenteritis and dental conditions.  Eight of 
Southern DHB’s top ten ASH presentations are below the national average, with the exception of upper and ENT respiratory infections and gastro-oesophageal reflux disease (GORD). 
Measure description:  
Standardised Rate per 100,000 as per non-financial quarterly measure  
Baseline Data  
Five year trend to December 2017  

 
Note that the reporting period for this measure has changed from the year ending September to the year ending December 

 Key Contributing Conditions 
Top Ash Conditions for 12 months to December 

2017 
ASH rate per 100,000 

Other Maori Total National 
Upper and ENT respiratory infections 1822 1699 1798 1577 
Dental conditions 948 1123 982 890 
Gastroenteritis/dehydration 955 712 907 1067 
Asthma 567 1041 660 1192 
Lower respiratory infections 280 384 301 404 
Cellulitis 267 219 258 472 
Constipation 274 27 225 139 
Pneumonia 174 137 166 580 
Dermatitis and eczema 147 164 150 139 
GORD 160 82 145 63 

 

Where do we want to be? 
Long term goal:  To reduce and maintain ASH rate to fewer than 4,100 people per 100,000 population aged 0-4 years by 30 June 2022 
Target for 2018/19: <5,370 per 100,000 
Rationale:   Aiming for a 5% annual reduction, with a view to achieving a 25% reduction.  
How will we get there? (Contributory Measures) 
Over the next five years, Southern DHB and WellSouth PHN will work progressively to achieving the long term goal through the development and implementation of key actions to reduce 
hospital admissions for children, putting strategies in place to better manage children with a primary diagnosis of asthma or upper/ENT infection in the community,  and ensuring more pre-
school children are enrolled in publicly funded child oral health services. 
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2.1.1             Hospital admissions for children 0-5 years with a primary diagnosis of asthma or upper/ENT respiratory infection  

Measure description:  Standardised rate per 100,000 as per non-financial quarterly measure – system integration 1 

Baseline Data: Activities that will enable us to achieve the goal 
 Hospital admissions for children aged up 
to five years with a primary diagnosis of 
Asthma or Upper and ENT respiratory 
infections 

12 months to 
December 

2013 

12 months to 
December 

2014 

12 months to 
December 

2015 

12 months to 
December 

2016 

12 months to 
December 

2017 

2673 2783 2728 2674 2458 

2018/19 goal: <2,335 

 

o Develop a robust strategy to better understand and identify the 
drivers of asthma admissions in Maori children, and then develop an 
action plan to address these once known (Children’s Health) 

o Review the current Health Pathway for asthma and update as 
required. (Health pathways clinical lead in conjunction with 
Children’s Health) 

o Ensure that the project focussing on appropriate utilisation of 
Invercargill ED have a clear focus on childhood asthma and 
respiratory conditions as a  distinct subset of presentations 
(WellSouth PHN) 
 

2.1.2           Pre-school children enrolled in publicly funded child oral health services  
Measure description:   Data sourced from Well Child Tamariki Ora quality improvement framework 

Baseline Data Activities that will enable us to achieve the goal 

Eligible children enrolled in school and 
community oral health services 

2013 2014 2015 2016 2017 

89% 82% 80% 81% 79% 

2018/19 goal: 90% 

 

o Develop a robust strategy to better understand and identify the 
drivers of non-enrolment in Maori children, and then develop an 
action plan to address these once known (Community Oral Health) 

o Establish a data matching platform to identify 0-4 year olds not 
enrolled in oral health services. For those not enrolled, contact will 
be made with families to encourage enrolment (Community Oral 
Health) 

o Support increase usage for LMC/Midwives around new processes to 
ensure timely handovers to WCTO providers within 28 days 
(Medical, Women’s and Children’s Health) 
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2.2 Acute Hospital Bed Days per Capita          “Using Health Resources Effectively” 
Where are we now?  Acute Hospital Bed Days per Capita Summary  
Southern DHB’s acute hospital bed days rate for Total population has reduced steadily since 2013. Our Māori population generally has a higher bed days rate and has lifted in the 2017 year. 
Acute hospital bed days rates are highly correlated with age, with the exception of 0-4 years olds, and Southern DHB historically performs better than the national average showing sustained 
reduction in rates in the older age groups however this is not the case in 2017. 
The most prevalent clinical conditions that contribute to Southern DHB’s Acute Hospital Bed Days per Capita rate are stroke and other cerebrovascular disorders, hip and femur fractures and 
respiratory infections/inflammations. The rate for these three conditions has reduced since 2014 with a lift for some in 2017.  
Measure description 
The measure is the rate calculated by dividing acute hospital bed days by the number of people in the New Zealand (NZ) resident population. The acute bed days per capita rates are presented 
using the number of bed days for acute hospital stays per 1000 population domiciled within a District Health Board (DHB) with age standardisation. 
The measure is calculated quarterly with a rolling 12-month data period. 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. 
The acute bed days per capita measure can be age standardised at domicile DHB level. 
Baseline Data – 5 year trend to September 2017 [graph and table have been updated] 

 

 

 

 

 

 
 
 
 

Acute Bed Days per 1,000 Population 
 Year to 

September 
2013 

Year to 
September 

2014 

Year to 
September 

2015 

Year to 
September 

2016 

Year to 
September 

2017 
Southern  N/A 395 368.3 349.2 346.1 

Maori N/A 394.9 431.9 358.1 395.3 
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Key contributing clinical conditions 
 

 

 

  

Where do we want to be? 
Long term goal:  Reduce and maintain Acute Hospital Bed Days per Capita rate to fewer than 300 days per 1,000 population by 30 June 2024, with equity of outcome for Māori. 

Target for 2018/19: Less than 347 Acute Hospital Bed Days per Capita 

Rationale:   Southern DHB has modelled a 15% decrease in forecast discharges and 16% decrease in forecast ALOS over 7-10 years for general medicine as part of changes to 
   models of care through a new hospital rebuild.  

How will we get there? (Contributory Measures) 
Over the next five years, Southern DHB and WellSouth PHN will work progressively to achieving the long term goal through the development and implementation of key actions to steadily 
reduce inpatient average length of stay, acute re-admissions rates. Southern DHB and WellSouth PHO will continue to explore all options to ensure that we achieve equity of outcome for all 
priority groups. 
Consideration will be given to: 

• Factors that have resulted in an increase in acute bed days for Maori in 2016-17 period. 
• While ALOS is below national levels, the SDHB acute readmission rate is higher. 
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2.2.1             Inpatient Average Length of Stay (ALOS) for acute admissions [graph updated] 
Measure description:   Non-Financial Quarterly Reporting – Ownership measure  

Baseline Data Activities that will enable us to achieve the goal 
2018/19 goal: Stay below the MOH target (2.35) 

 
 

o Continue roll out of Enhanced Recovery After Surgery (Surgical) 
o Work toward a single AT&R service across two sites (Strategy, Primary & Community) 
o MDT (medical, nursing, allied) in-reach model for patients who would achieve better 

outcomes with AT&R input (Strategy, Primary & Community) 
o Purchase of continuing care, transition, hospital and rest home beds in community as 

needed (Medical) 

2.2.2                  Acute readmissions to hospital 
Measure description:    Non-Financial Quarterly Reporting – Ownership measure 8 

Baseline Data Activities that will enable us to achieve the goal 

 Acute readmissions to hospital 
 Year to 

Sept 15 
Year to 
Sept 16 

Year to 
Sept 17 

National 12.1% 12.0% 12.0% 
 Southern 12.0% 11.7% 12.1% 

2018/19 goal: * MOH currently reviewing definition of this measure and setting target 

 
 

o Introduction of CLIC (client lead integrated care) and acute care planning programmes 
to improve management of Long Term Conditions, aligned to the Primary and 
Community Care Strategy and development of HCH’s (WellSouth PHN) 

o Clinical pharmacists to focus on polypharmacy and targeted conditions (WellSouth 
PHN) 

o MDT (medical, nursing, allied) in-reach model for patients who would achieve better 
outcomes with AT&R input (Strategy, Primary & Community)  

o Project to ensure that all patients have a finalised accurate discharge summary on 
discharge (Medical) 

o Development of condition specific rehabilitation programs (Cardiac and Pulmonary) as 
part of the implementation of the Acute Demand Management Service programme 
(Alliance) 

o Falls Prevention and Fracture Liaison service providing education on falls-
prevention and notifying general practices when patients present with a fragility 
fracture  (WellSouth PHN) 
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2.3 Patient Experience of Care             “Person Centred Care” 
Where are we now?  Patient Experience Summary 
The results of the adult inpatient experience survey with scores typically in line with or above the New Zealand average. 

The primary care patient experience survey has been taken up by all but 9 General Practices in Southern DHB as part of practice accreditation activity. However, the results of these surveys 
are currently unknown as related data is linked to the roll out of the National Enrollment Service (NES).   
Measure description 

As per HQSC – patient experience reporting 

Baseline Data [GRAPH UPDATED] Activities that will enable us to achieve the goal 

 

 

Primary Care Patient Experience Survey 

 

Data for the Primary Care Patient Experience Survey is not currently available 
as it is still being established.  

Contingent on rollout of National Enrolment Service (NES) as modules for each 
of the Primary Care Management Systems (PMS) are developed and 
diseminated by the Ministry of Health. 
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Where do we want to be? 
Long term goal:  Consistently scoring at least 9/10 for each domain in the adult inpatient experience survey by 30 June 2022 

Target for 2018/19: A survey return rate of 30% (130) per quarter that provides a consistent score of 8.6 or more on all four key domains of the adult inpatient experience survey. 
Rationale:   Whilst currently better than the national average, Southern DHB’s low sample size means there is significant variation in each of the domains. Our goal is to        
smooth this variation firstly through larger sampling and secondly, and more importantly, by delivering better care.  

How will we get there? (Contributory Measures) 
Over the next five years, Southern DHB will work to increase the use and uptake of the inpatient experience of care survey. Focus for improvement will be on the lowest scoring areas in the 
previous year, aligning to government planning priorities. 
 
2.3.1                           Hospitalised patients completing an adult in-patient survey 
Measure description: As per HQSC patient experience reporting.  
Baseline Data [GRAPH UPDATED] Activities that will enable us to achieve the goal 
2018/19 goal: Response rate of 30%, aiming to receive 130 completed surveys per quarter.   
Rationale: Recommendation from HQSC to achieve 95% confidence intervals 
 

 
 
 

o Ensure that 400 contacts per quarter are made available to the 
Survey Provider (Quality & Safety)  

o Improve accuracy of cell phone and email addresses of all 
patients admitted for care (Quality & Safety) 

o Identify actions to increase the return rate with the Survey 
Provider (Quality & Safety) 
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2.4 Amenable Mortality            “Prevention and Early Detection” 
Where are we now?  Amenable Mortality Summary  
Total amenable mortality rates have been declining in Southern DHB. The data is still presented by the Ministry of Health individually for Otago and Southland rather than a single Southern DHB 
view, and it is not possible to combine the data without a clear numerator and denominator. It is noted that Southland has a slightly higher amenable mortality rate than Otago.  

Importantly, our amenable mortality for Māori is significantly worse than for others, and so our strategies this year will be targeted so as to improve rates for this critical group.  
Coronary disease is the single largest cause of amenable mortality, followed by COPD, suicide, cerebrovascular disease and female breast cancer. 
Measure description 
Age standardised rate per 100,000, calculated by MOH using estimated resident population at June 2016. 
Baseline Data – 5 year trend to June 2016 [graph and tables updated] 

 

 

  2009 2010 2011 2012 2013 2014 2015 

Southern 102.9 99.0 93.3 99.4 81.9 92.2 96.9 

Total New Zealand  107.8 103.7 99.1 97.5 92.8 91.6 90.8 
 

 

Southern - Amenable mortality deaths, 
0-74 year olds, 2011-2015 

Coronary disease 501 
COPD 231 
Suicide 191 
Cerebrovascular diseases 177 
Female breast cancer 151 

  
Māori Pacific non-Māori, non-Pacific Total 

DHB of domicile Deaths Rate Deaths Rate Deaths Rate Deaths Rate 
Southern 175 151.5 34 159.7 1765 89.1 1974 93.4 
Total New Zealand 5891 201.7 2298 189.9 19312 77.3 27501 94.8 

 

Where do we want to be? 
Long term goal:  Reduce and maintain amenable mortality rates to fewer than 75 people per 100,000 population by 30th June 2022, with equity of outcome for Māori. 
Target for 2018/19: For the 2018/19 year we will aim to reduce amenable mortality to a rate of 0.83, as a stepping stone to our 2022 target of 0.75. 
Rationale:   Saving Lives Amenable Mortality in New Zealand, 1996-2006, states that “…a one-third reduction from the current level of amenable mortality represents a feasible 
target.” 

How will we get there? (Contributory Measures) 
We will focus on identifying reasons for the significant disparity between Maori and Non-Maori and develop targeted strategies as a result to close the gap.  
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2.4.1                                           Primary Health Organisation (PHO) enrolled women aged 25 to 69 years who have received a cervical smear in the past 3 years [updated graph and table] 
Measure description: Measured on Rolling three year basis, information provided by National Screening Unit 
Baseline Data Activities that will enable us to achieve the goals 

Primary Health Organisation (PHO) enrolled women aged 
25 to 69 years who have received a cervical smear in the 
past three years 

13/14 14/15 15/16 16/17 

79.4% 78.8% 78.7% 78.4% 

2018/19 goal: >80% 

 

o Develop a robust strategy to better understand and identify the drivers 
amenable mortality for Maori, and then develop an action plan to address 
these once known  

o Undertake a cervical screening data matching process between different 
services to ensure that all eligible women are tracked through the system 
(WellSouth PHN) 

o Priority population women receive fully funded smear visits (WellSouth PHN) 
o Increase screening rates for priority populations by employing a Kaiawhina and  

screening coordinator, as well as the development of peer support networks 
(Screening Services) 

2.4.3                                     Faster Cancer treatment [updated graph] 
Measure description:  Patients who receive their first cancer treatment within 62 days of being referred with a high suspicion of cancer and a need to be seen within two weeks to receive their first cancer treatment 

Baseline Data Activities that will enable us to achieve the goals 
2018/19 goal: 90% 

 

o Understand the drivers as to why Māori cancer patients are more likely than non-
Māori to first access cancer services via ED presentation, 62-day FCT and Inpatient 
diagnosis routes rather than via primary care, and then develop a targeted action 
plan to address this.  

o Targeted use of CLIC and acute care planning programmes in primary care to 
improve identification of cancer and management of Long Term Conditions, in 
alignment with the Primary and Community Care Strategy (WellSouth PHN) 
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2.5 Youth System Level Measure          “Youth are healthy, safe and supported” 
Where are we now?  Youth System Level Measure Summary 
We have selected the Domain “Sexual and Reproductive Health” because of the availability of data with which to prioritise contributory measures and actions. 

Outcome: “Young people manage their sexual and reproductive health safely and receive youth friendly care” 

Chlamydia is the most commonly reported STI in New Zealand. It is most commonly diagnosed in females 15-19 years and in males 20-24 years. There is significant variation in rates and testing 
between males and females and between Māori, Pacific and non-Māori. Number of chlamydia infections can be considered a proxy for the burden of a range of sexually transmitted 
infectionsthrough failure to use condoms or access treatment.  
Measure description 
Chlamydia Testing Coverage for 15-24 year olds - % of age group tested in one year  
Numerator Number of youth who are domiciled in the DHB district who have been tested for chlamydia in the last 12 months  Denominator  Number of youth who are domiciled in the DHB district (15-24)      Source: MoH provides annually 

Baseline Data – 3 year trend to 2015 

 

 
 
 

Positive tests for Chlamydia have risen significantly since 2013 in the 15-19yo cohort in Southern. 
Males have proportionally higher positive rates than females. The true rate is also masked by the 
modestly low testing coverage rate in females and severely low testing coverage rates in males. 

Age group Males – Positive tests Females – Positive tests 
Number Rate Number Rate 

15-19 134 17% 498 11% 

20-24 252 13% 558 8% 

 
Activities: 

o Look to obtain more recent data from Southern Community Laboratories using the COAG 
and/or ESR and see if it can be broken down by age group, geography and general practice 
(Strategy, Primary & Community, WellSouth PHN) 

o Southern District Sexual Health Group to continue its work in the following domains: 
• Health promotion 
• Self-management 
• Community services 
• Specialist health services 
• Improving quality of data, particularly from a district-wide perspective 
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Where do we want to be? 
Long term goal:  30% of 15-24 year olds are tested. Young men to account for 50% of all tests done. Positive rates to decline to <10%.  
Target for 2018/19:  Increase coverage for males to 10% 
Rationale:   International modelling suggests that testing coverage needs to be between 30-40% to begin to reduce prevalence of infection.  

How will we get there? (Contributory Measures) 
Over the next five years, we will look to significantly increase access and uptake to sexual health public health promotion and screening services for youth 
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2.6 Proportion of babies who live in a smoke-free household at six weeks        “A healthy start” 
Where are we now?  Proportion of babies who live in a smoke-free household at six weeks 
This measure is important because it aims to reduce the rate of infant exposure to cigarette smoke by focussing attention beyond maternal smoking to the home and family/whānau environment 
and will encourage an integrated approach between maternity, community and primary care. The term smokefree household is one where no person ordinarily resident in the household, is a current 
smoker (regardless of whether they smoke outside or in the garage or car etc.) 
Measure description 
Numerator: Number of new babies with No recorded for ‘Is there anyone in the house who is a tobacco smoker?’ for their WCTO first 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) 
 

Baseline Data – 5 year trend to June 2016 

1. Proportion of babies who live in a smoke-free 
household at six weeks: 91.8% 

2. Percentage of households with smoking status 
checked and recorded: 24% 

Activities: 
o In the 2018/19 year Southern DHB will work with the four locally contracted WellChild Tamariki Ora providers to improve 

data collection systems so there is a mandatory question on Smokefree status that is asked at the WCTO core 1 visit and 
that the answer is consistently recorded.  The focus is on improving the consistency, and therefore quality, of the data for 
this measure. 

Where do we want to be? 
Long term goal:  95% of babies live in a smoke-free household at six weeks 
Target for 2018/19:  Increase the percentage of households having the smoking status checked and accurately recorded to 80% 
Rationale:   A reasonable number of households are required to have smoking status recorded to provide meaningful results on the number of babies impacted by smoking.  

How will we get there? (Contributory Measures) 
Over the next five years, Southern DHB will look to ensure that all children have a healthy start to life. This will be achieved by ensuring babies are engaged with Well Child Tamariki Ora providers and 
are living in smokefree homes and environments.  
2.6.1                       Babies whose families/whanau referred from their Lead Maternity Carer to a Well Child Tamariki Ora provider                     
Measure description: Well Child Tamariki Ora (WCTO) Quality Improvement Framework (Quality Indicator 2) 
Baseline Data Activities that will enable us to achieve the goals 
2018/19 goal: 95% o Increase utilisation of Oranga Pepi New-born Enrolment form (first presented 

to women in the 3rd trimester) by LMCs in order to ensure women and whanau 
are aware of the five new-born services babies are entitled to.  This will 
increase health literacy of pregnant women and support more timely 
enrolment in services such as WellChild Tamariki Ora, immunisation, general 
practice, oral health and hearing screening. (EoA)  (Strategy, Primary & 
Community) 

o New-born enrolment form is completed by new mother prior to leaving the 
birthing facility to ensure more timely decision making on which WCTO service 
to enrol in and which GP baby is to be registered with.  This will increase the 
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number of babies who are enrolled with a GP practice by 6 weeks, and increase 
the number of babies who have received their first core contact with their 
WCTO provider on-time. (EoA)  (Strategy, Primary & Community) 

 
 
 

2.6.2                   Four year old children living in a smokefree home                           
Measure description: Percentage or number of four year old children living in a smokefree home – Well Child Tamariki Ora (WCTO) Quality Improvement Framework (Quality Indicator 20) 
Baseline Data Activities that will enable us to achieve the goals 
2018/19 goal: 99% (Total & Māori) 

 

o Develop strategies to better understand why Maori woman are currently not 
accepting referrals for smoking cessation services once they are identified during 
pregnancy. (EoA) (Strategy, Primary & Community) 

o Continue the Quality in Early Pregnancy Project to improve screening and offering 
of stop smoking services to pregnant women in early pregnancy (EoA) (Strategy, 
Primary & Community) 

o Promote the use of Stop Smoking Incentivised Programmes for pregnant women. 
(EoA) (Strategy, Primary & Community) 

o Introduce Stop Smoking Incentivised Programmes for families of children admitted 
to hospital with a primary diagnosis of asthma / respiratory infection. (EoA) 
(Strategy, Primary & Community) 
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Chris Fleming Ian Macara Dr Carol Atmore 
CEO Southern DHB CEO WellSouth PHN Chair of Alliance South 
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