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Executive Summary 

This document outlines how improvements will be made across the System Level Measures (SLM) in 2020/21 and applied across the 

Bay of Plenty region. It summarises how improvement will be measured for each SLM and identifies high-level activities that will be 

fundamental to this improvement. This plan has been collaboratively developed by the Bay of Plenty District Health Board and its 

three Primary Health Organisation partners. 

System Level Measures provide a way of looking at how different parts of the health care system work together to improve health 

outcomes for all people.  This can include care provided in the community, for example by General Practice, midwives and School 

Based Health Services, as well as hospital-based services. 

By working together in this way, we hope to improve the overall health and the experience of health care better for whānau.  

There is a focus on children, youth, and people with high health needs and ensuring that all patients get the best care at the right 

time and right place for them, including preventative and pro-active care. 

There are six SLMs that ensure an equity focus on a wide range of improvement activities. The Ministry of Health worked closely with 

the health sector to co-develop the System Level Measures, which are: 

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

• Ambulatory Sensitive Hospitalisation (ASH) rates for 0–4 year olds (keeping children out of hospital) 

• amenable mortality rates (prevention and early detection) 

• Youth access to and utilisation of youth appropriate health services (youth are healthy, safe and supported).  

• Patient experience of care (person-centred care)  

• Babies living in smoke-free homes (a healthy start) 

Links with our Strategies 

This System Level Measures Plan is underpinned by the direction for health for the Bay of Plenty as set out in our strategic 

documents, Te Toi Ahorangi (TTA) and The Bay of Plenty Strategic Health Services Plan 2017-27 (SHSP). The Bay of Plenty District 

Health Board and the Māori Health Rūnanga (our eighteen iwi governance representatives of Te Moana ā Toi), affirmed our Te Tiriti 

o Waitangi partnership by advancing a brave new Māori Health strategy  - Te Toi Ahorangi - that aims to transform our health 

system and realise our collective aspirations for Toi Ora. Te Toi Ahorangi aims to provide a strategic framework that describes our 
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unified vision, voice and intention to successfully influence health and wellbeing outcomes for tangata whenua and all people 

living in Te Moana ā Toi, from preconception throughout the life course. To view the full strategy see here.   

The SHSP sets the scene for what we need to focus on to support our communities to be healthy and thriving. It guides us to provide 

health services which better support people to stay well and manage their own health with a focus on prevention and services 

closer to home, and high quality hospital care when needed. To view the full plan see here. Further information can also be found 

in the BOPDHB 20/21 annual plan within the statement of intent. 

 

https://www.bopdhb.govt.nz/media/62797/te-rautaki-a-toi-ora-2030-english-web.pdf
https://www.bopdhb.govt.nz/media/60567/bop-strategic-health-services-plan.pdf
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Primary Health Organisations 

The BOPDHB region has three PHOs with a direct head agreement, being Western Bay of Plenty PHOs (197,300 enrolled service 

users), Eastern Bay PHA (28,770 enrolled service users) and a kaupapa service, Nga Mataapuna Oranga (10,660 enrolled service 

users).  The DHB has also approved geographic location service areas with Waikato DHB and Lakes DHB respectively for a GP 

practice in Waihi Beach and the GP practice in Murupara. The PHOs are represented by one PHO CEO on the DHB Executive 

leadership Team.   

Governance - Bay of Plenty Health Alliance (BOPALT)  

BOPALT is the region’s health alliance, with membership of Primary Health Organisations (PHO) CEOs and clinical directors, DHB CE, 

General Manager Planning and Funding, Chief Operating Officer, Director DHB Allied Health and representatives from Community 

Pharmacy, St John and Home Based Support Services.   The Alliance has an independent chair and is supported by two 

secretariats, one from the DHB and one from our PHOs.  The SLM plan is governed and monitored by the alliance. 

SLM Implementation and reporting structure  

Successful implementation of the SLM Plan Improvement Plan is dependent on collaboration across primary and secondary care, 

good clinical engagement, supported by a programme management approach.  Some working groups are ‘virtual’ so as not to 

duplicate existing efforts in Acute Flow and Integrated Care programmes. Working group membership combines primary and 

secondary clinical expertise with PHO and DHB Planning and Funding representatives.  DHB Innovation + Improvement Programme 

Managers and Performance Analysts provide programme co-ordination and quality improvement support to working groups and 

undertake quarterly reporting responsibilities through Annual Plan IDP reporting. We plan to review the SLM programme structure 

from Quarter 2, 2020 to identify any gaps and ensure there are sufficient resources to support the programme such as project 

management expertise, analyst resource and clinical leadership across primary and secondary care to achieve the desired results. 

 

Toi Oranga Ake - Integrated Care 

Toi Oranga Ake represents our growing range of Integrated Healthcare developments. This SLM Plan aims to build on the core 

tenets of our integrated care initiatives that the DHB and PHOs are investing in together. A number of these initiatives are 

referenced in the Annual Plan and our 3 year Planned Care plan.  We are seeking to ensure they are linked and mutually 
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enhancing, rather than separate initiatives which might add new silos and boundaries and thereby impede our intention of 

seamless care. The Whakatane Model of Practice – Mahia to Mahi, Community Care Co-ordination and Keeping me Well 

initiatives link closely with the established Healthcare Home model and the developing Tuapapa approach, all focussed on 

supporting wellness at home and providing care and support in communities through the care of GPs and community based 

services wherever possible.  

Toi Oranga Mokopuna – Child Well-being 

Toi Oranga Mokopuna – Child Wellbeing represents one of our strategic priorities with a vision that the Bay of Plenty is the best 

place for children to grow up and have the best start in life. Similar to Toi Oranga Ake – Integrated Care, this SLM Plan aims to build 

on the programme of initiatives aimed at improving child well-being. Our goals is to ensure that actions outlined in the SLM Plan 

aimed at improving ASH rates for Maori children aged 0-4 and Babies Living in Smoke-Free households are seen as part of a 

comprehensive programme to improve child well-being. Linked initiatives referenced in the 2020/21 Annual Plan include a 

continued focus on improving childhood immunisations rates, Well-Child Tamariki Ora improvement programmes, an innovation 

project to integrate Child Development Services to improve access to specialist assessment services and the development of a 

child hub model with potential co-location of DHB delivered child health services to reduce fragmentation and improve co-

ordination. 

Impact of Covid-19 

The current pandemic situation means we will need to remain vigilant.  This means we plan to focus our efforts on fewer actions for 

this years’ SLM Plan, ensure that our actions are linked with strategic efforts, and that we do fewer things well. 

Shared data and Digital Information System Enablers 

BOPALT recognises that smartly applied health technologies and information systems are pivotal enablers in our transition to a ‘one 

system’ patient directed world. The Bay of Plenty Information Systems Group (BOPIS) established by BOPALT, provides information 

system governance, advice and support for Alliance projects focused on whole of system information sharing. As part of their 

mandate, BOPIS supports and enables delivery of the SLM programme by ensuring systems are in place to share patient 

information safely, to assist clinical decision-making and make healthcare more co-ordinated and integrated. 

 

The membership of BOPIS Group comprises the Chief Information Officers of the DHB and the PHOs, the DHB Chief Medical 

Information Officer, Clinical Director of Quality and Patient Safety, Maori Health Gains and Development, Primary care and 
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Pharmacy Clinical Representatives, Business Intelligence and Performance Analysts. The Group has been working together since 

2015. 

 

An example of one-system thinking and using data wisely to enhance patient care is the use of Risk Stratification Data. A data 

sharing arrangement facilitated through BOPIS resulted in the development of a BOP-wide Risk Stratification Tool.  This data set, 

comprising data from General Practice, the PHOs and the DHB enables us to identify people who are most at risk of hospitalisation 

in the next 6 months. Having this data visible, combined with local knowledge and navigation, enables General Practices and 

community teams to identify people most in need and proactively support whanau in the community to avoid or reduce 

unnecessary admissions to hospital. The Risk Stratification data supports many of the Integrated Care and SLM improvement 

activities. 

 

Cross Sector Health intelligence 

In 2020-21 BOPALT aims to further enhance its health intelligence capabilities through the appointment of a Cross Sector Digital 

Architect.  This shared role which commenced on 1 July 2020 will enable us to build the architecture for improved data sharing 

capability between the PHOs, the DHB, Toi Te Ora Public Health, Pathlab and other community services which will strengthen our 

efforts towards a more joined up system. 

 

Developing a Contributory Measures Data Set 

Data for the SLMs is generally at a very high level and insufficiently granular to demonstrate whether changes being made at a 

local level are resulting in the desired improvement. The SLM milestones are contributed to by a suite of measures at a local level.  

During 2020-21 we will develop a dashboard of contributory measures for each of the SLM milestone activities to provide working 

groups with more relevant and timely data for rapid evaluation of improvement efforts.  
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System Level Measures Action Plan – Overview 
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SLM Action Plans 

Acute Hospital Bed Days – Using health resources effectively 
 

Where to act 
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Māori 45-64 

year olds are 

more likely to 

present with 

an ASH 

condition and 

the rate is 

growing faster 

than for the 

total 

population 
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The main 

reasons for 

preventable 

hospitalisation

s for Maori are; 

Angina 

and chest 

pain, cellulitis 

respiratory 

conditions 

 
Why do we 

need to act? 

Acute admissions to hospital indicate increased risk of poor health outcomes, both as a result of the underlying 

condition(s) and from adverse events in hospital settings. Some of these admissions can be moderated by 

population health initiatives such as early health care intervention and effective primary and community care and 

co-ordination with social services as described in Toi Oranga Ake – Integrated Care. The Acute Hospital bed days 

measure is also about using healthcare resources wisely. BOP has higher rates of acute hospitalisation than the NZ 

rate. (BOP Health and Service Profile 2016). 

  

Our data tells us that: 

 

Māori 45-64 year olds have a higher rate of ASH admissions than non-Māori and that 

cardiovascular conditions, respiratory conditions and cellulitis are the main cause. 
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What are we 

aiming to 

achieve? 

 

We aim to reduce acute bed day rates by: 

 

• Proactively identifying patients at risk of admission to hospital in localities with a high Maori population such as Te 

Puke and Kawerau; 

 

• Address chronic conditions through a self-management and early intervention approach in primary care; 

 

• Enabling efficient and effective flow through the hospital with supported transfer of care as soon as possible;  

 

• Provide access to early advice and alternative options for patients who are acutely unwell to be treated in a 

primary and/or community setting 

  

 

Actions we 

are taking 

 

1. Implement proactive management of patients with COPD in General Practice. Commence a test of change 

for a new in-reach model from general practice to Tauranga hospital by December 2020.   

 

2. Continue to develop Mahia te Mahi – the Whakatane Model of Practice in the Eastern Bay of Plenty in 

collaboration with EBPHA. Mahia te Mahi seeks to deliver on the goals of Te Toi Ahorangi including elevating 

waiora and reducing acute demand through integrated healthcare. We will develop a sustainable workforce 

by ‘growing our own’ including partnerships with education providers and supporting more Nurse Practitioner 

training in 2020. Whakatane Hospital is seeking endorsement to become a rural generalist hospital by June 

2021.  

 

3. Extend the ‘Keeping Me Well’ Enablement test which commenced in Te Puke in February 2020 into the Eastern 

BOP from October 2020 focused on highest risk patients using risk stratification data and local knowledge. 

Commence the Keeping me Well transitional care test from September 2020 enabling reduction in length of 

stay for patients in target groups. (Cross reference to Annual Plan 2020/21) 

 

4. Expand initiative with St John and the DHB Emergency Department to the Eastern BOP from December 2020. 

(The initiative funds transfers to GP for eligible presentations who without the service would have been 

admitted).  
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5. Expand the clinical pharmacist contract to the Eastern BOP to support medication review for Maori and 

persons aged 65 years and above following acute admission and/or if identified through the risk stratification 

data as being high risk of admission. 

 

6. Identify options to implement Acute Demand pathways in the Eastern BOP for the following: 

a. Reduce Cellulitis related bed days; 

b. Transfers via St John to General Practice for eligible people who present to ED, who otherwise would 

have been admitted to hospital  

 - Links to E3 Flow Programme, Whakatane Hospital 

 

 

How will we 

know we’ve 

made an 

improvement  

Contributory Measures 

 

• Length of stay for Māori 45-64 years with COPD  

• Readmission rates for Māori 45-64 years  

• Maori ASH Rate 45-64 years 

• Admissions to hospital for specified patient groups participating in the Keeping Me Well enablement tests  

• Medication reviews in EBOP for high risk patients 

 

 

 

System Level 

Measure 

Milestone 

Overall SLM Milestone improvement: 

 

5% improvement on forecast growth in Māori Acute Hospital Bed Day rate by 30 June 2021. 

2% improvement in the overall Acute Hospital Bed Days rate for people aged 65 years and older by June 2021 
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Amendable Mortality – Prevention and Early Detection 

 
Where to act 
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Coronary 

disease, Diabetes 

& COPD show 

highest rates for 

Māori 

 

 

Smoking is a 

major risk factor 

for CVD and 

COPD 
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Why do we 

need to act? 

Amenable mortality is defined as ‘premature deaths (deaths under age 75) that could potentially be 

avoided, given effective and timely healthcare. That is, early deaths from causes (diseases or injuries) for 

which effective health care interventions exist and are accessible to New Zealanders in need.’ (Defining 

Amenable Mortality – Ministry of Health NZ, 2016) 

 

Our data tells us that: 

 

• Standardised rates of amenable mortality are more than double for Māori compared  

to non-Māori in BOPDHB, and that coronary disease, diabetes, suicide and COPD are the main reasons 

for this. 

• Female breast cancer rates are higher for Maori wahine compared to non-Maori in BOPDHB. 

 

What are we 

aiming to 

achieve? 

 

We aim to reduce standardised amenable mortality rates for Māori by: 

 

• Reducing smoking rates – a contributor to most of our amenable mortality conditions.  

• Improving access to current screening programmes (breast and cervical) to support prevention and 

early detection for Maori wahine as well as engagement with primary care. 

• Introducing HPV self-swab testing for Maori wahine 

• Improve equity for people with diabetes and cardio-vascular disease. 

 

 

Actions we are 

taking 

1. Continue our work with general practice and screening services to improve cervical and breast 

screening rates for Māori and priority women. Identify successful initiatives and implement these across 

the wider BOPDHB region including bringing back the mobile Screening unit to rural and remote areas. 

 

2. Introduce a primary HPV DNA testing, via self-collected swab, pilot initiative by 30 June 2020. The focus 

of the pilot will be on priority groups that are under screened or never screened. 

 

3. Improve equity in diabetes management and CVD Risk Assessment and Management. Improvements 
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will be led by the Long-Term Conditions Service Level Alliance Team and are set out in the 2020/21 

Annual Plan Section 2.3.7. Actions include: 

 

• professional development for General Practice to support evidence-based care for people with 

diabetes;  

• Specialist Diabetes nurse review for people with diabetes admitted to hospital 

• patients assessed as high risk (>15%) for CVD have their blood pressure and lipid lowering 

management annually reviewed; and 

• healthy lifestyle courses for people in high risk groups. 

 

4. Implement actions set out in the BOPDHB Smokefree Strategy 2020-2025.  The three key objectives of 

tobacco control activities are to reduce smoking initiation, increase quitting, and reduce exposure to 

second-hand smoke. 

Aims of the Smokefree strategy are to focus our resources and services towards those groups with the 

highest rates and numbers of smokers, with a special focus and priority on reducing smoking in Maori 

and Pacifica, women during pregnancy and people experiencing Mental Illness. 

 

5. Strengthen identification of target Maori populations for seasonal influenza vaccination through 

innovative service models including mobile outreach initiatives, underpinned by enhanced data 

analysis. 

 

6. Implement a pilot of a mobile outreach Community Nurse / Kaiawhina service within two WBOPPHO 

practice clusters, focusing on Long term Condition Management for vulnerable populations. 

 

 

How will we 

know we’ve 

made an 

improvement  

Contributory Measures  

 

• HPV self-screening rates for priority women who are under-screened or never screened for cervical 

cancer  

• Breast screening rates for Māori wahine. 

• Cervical screening rates for Māori wahine. 

• PHO enrolled Māori who have had a Cardiovascular Disease (CVD) risk recorded within the last five 

years 
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• Smoking rates in priority populations 

• CVD Risk Assessment rates for high risk populations 

• Rate of inpatients with diabetes checked by Diabetes Nurse Specialist  

• Influenza vaccination rates for Māori  

 

SLM Milestone We will achieve a 10% reduction in standardised amenable mortality rates for Māori by 30 June 2023. 

 

 

Ambulatory Sensitive Hospital Admissions (ASH) Ages 0-4 – Keeping Children out of 

hospital 
Where to act 

 
BOP Māori 

have 

a higher rate 

of ASH (0-4) 

admissions 

than BOP 

non-Māori and 

is higher than 

the national 

rate. 
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The main 

conditions 

where there 

are disparities 

between 

Māori and 

non-Māori 

are: 

Respiratory, 

dental and 

skin conditions 

 
Why do we 

need to act? 

Children aged 0 – 4 year are vulnerable to higher risk of poor health outcomes and are reliant on caregivers to 

access services (e.g. because of cost, health, literacy, transport). Adverse health events during childhood and 

youth can be related to poor health and social outcomes later in life. Timely interventions can reduce risk of 

lasting harm and premature mortality. (BOP Health and Service Profile 2016).   
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Our data tells us that: 

 

BOP Māori have a higher rate of ASH admissions than BOP non-Māori and that skin, respiratory and dental 

conditions are the main areas of disparity. 

 

What are we 

aiming to 

achieve? 

 

We aim to eliminate the equity gap and reduce overall rate for ASH (0-4 years) conditions by  

 

• enrolling children early into primary and dental care and improving access to treatment; and 

• preventing or reducing hospital admissions for children most at risk of being admitted to hospital for 

respiratory condition due to un-healthy housing 

 

 

Actions we 

are taking 

 

Oral Health 

1. Utilise data to inform and identify the key localities of inequity. Work closely with the relevant schools, 

providers and other key partners in particularly Māori Health Gains to develop interventions, aiming to 

narrow and remove equity gap in oral health check attendance. Spread learnings of effective 

interventions to other localities. (See Annual Plan 2020/21 Section 2.3.3) 

 

2. Māori Health Gains and Development will facilitate a test of change to trial use of Kaiawhina roles within 

Community Dental Services, to improve Whanau engagement for children who Fail to Attend  

 

 

Respiratory 

1. Implement proactive follow-up for children aged 0-4 who are admitted or are frequent attenders to the 

Emergency Department; 

2. Increase referrals to the Healthy Housing Initiative by expanding the eligible Indicator Conditions (ICD 

codes) to upper respiratory tract infections and skin infections and improve referral pathways for children 

who are admitted to hospital with respiratory conditions.    

 

How will we 

know we’ve 

made an 

improvement  

Contributory Measures 

 

• Treatment interventions for Maori children aged 0-4 enrolled with the Community Oral Health service; 

• Failed to Attend rate for Oral Health appointments for Maori Children aged 0-4; 
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• Percentage of children who present to ED 0-4 or are frequent attenders with respiratory issues who are 

followed up by their General Practice team; 

• Referrals rates to the Healthy Housing Initiative for children with respiratory conditions admitted to hospital  

 

System Level 

Measure 

Milestone 

Overall SLM Milestone change 

 

We will reduce the childhood ASH rates for Māori by 5% by the 30 June 2021. 
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Youth Health – Youth are healthy, safe and supported 

 
 

Where to act 
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Aged 

standardised 

self harm 

hospitalisations 

are greater for 

Maori and 

Pacifica 

compared to 

the total 

population 
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Access to 

primary mental 

by young Maori 

in the Bay of 

Plenty has 

improved since 

2017 

 
 

 

Why do we 

need to act? 

 

Youth have their own specific health needs as they transition to adulthood. Most youth in New Zealand 

successfully transition to adulthood, but some do not. This is mainly due to a complex interplay of individual, 

family and community stressors and circumstances, or ‘risk factors’. Evidence shows that youth cope with illness 

with advice from friends and whānau, as opposed to engaging with health services or a registered health 

practitioner; attending 

a health clinic is often viewed as a last resort instead of a reasonable first choice. (Health 

Quality Measures NZ website).  

 

Our data shows that: 

• Chlamydia incidence is 649/100 000 nationally vs BOP 658/100 000. 

• 61% of chlamydia cases are in the 15-24 year age group, with cases more than twice as likely to be 

female than male. 

• Māori youth and Pacifica have higher rates of self-harm hospitalisations than other ethnicities and this is 

increasing. 
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• Māori youth have accessed more primary mental health services since 2017; 

 

What are we 

aiming to 

achieve? 

 

We have 2 aims for youth health: 

• Increase awareness, education, early identification and treatment for sexual health conditions. There will 

be specific focus this year on school-based health services and the identification of the most effective 

engagement methods for the youth population; and 

• to improve the knowledge and skill of those working with vulnerable youth to identify mental health and 

addiction issues early and refer to appropriate services; 

 

Actions we are 

taking 

 

1. Map youth services in Bay of Plenty, what they do, the access routes and common links between various 

services utilising Health Point as our on-line provider directory to improve knowledge of services 

available. 

 

2. Continue our pilot to improve accessibility to chlamydia testing and resources in school based and 

isolated or rural areas to improve access to the quick test kit pathway. 

 

 

3. Evaluate success of Te Reo speaking youth health worker that works specifically with secondary school 

kids with tips and tricks to maintain better mental wellbeing and health to inform further improvements. 

 

4. Building on the successful evaluation of the MH101workshops delivered in 19/20, provide additional 

workforce training mental health package for those working with youth, including those in the voluntary 

sector, which is evidence based and culturally appropriate. This is funding dependent. 

 

 

Note: There is a significant transformation programme underway in mental health services following 

funding release, including primary care mental health funding.  Much of the further planning and 

decision making around MH101 will be dependent on the priorities set in the improvement work initiated 

as part of the new funding.   

 

How will we 

know we’ve 

Contributory Measures 

• Number of Chlamydia tests undertaken via “Quick Check” self-testing. 
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made an 

improvement  

• Number of Māori youth seen in primary care mental health services. 

• Number of people who work with vulnerable youth in the health and social sector trained in Mental 

health 101 and 

• the mapping distribution of all youth services is completed and to the BOP stakeholders. 

 

System Level 

Measure 

Milestone 

Overall SLM Milestone changes 

 

• 5% increase in chlamydia testing coverage for 15 – 24 year olds by 30 June 2021  

• 5% reduction in Age Standardised youth self-harm hospitalisation rates for Māori by 30 June 2021 
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Patient Experience of Care – Patient, family and whanau-centred care 

 
Where to act 
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Our data shows 

communication 

and co-

ordination are 

the lowest 

scoring 

domains in the 

In-Patient 

experience 

survey in 2020.  

 
 

 

Why do we 

need to act? 

Patient experience is a vital but complex area. Growing evidence suggests 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 outcomes across health, clinical, financial, service and 

satisfaction domains. (Health Quality Measures NZ website). New national inpatient and primary care surveys 

provided by IPSOS are about to be rolled out commencing in August 2020.  This impacts on our ability to 

monitor change from last year to this year, however there is generally very little variance from year to year in 

BOPDHB In-patient survey results – comparison of domain scores 2014-2020 – all 

respondents 
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our results, or results nationally. IPSOS promises a more targeted and therefore better response rate from our 

prioritised populations and this will be of interest to note and to compare with historic data. 

 

Our data shows that: 

At a provider level, the greatest opportunities to improve are in communication and co-ordination. The 

questions with the most room for improvement over the last 12 months of the survey are: 

 

1. Were you given conflicting information by different staff members, e.g. one staff member would tell you 

one thing and then another would tell you something different? 

2. Did a member of staff tell you about medication side effects to watch for when you went home? 

3. Did the hospital staff include your family/whanau or someone close to you in discussions about your 

care? 

4. Do you feel you received enough information from the hospital on how to manage your condition after 

your discharge? 

  

What are we 

aiming to 

achieve? 

 

We aim to increase scores in the lowest scoring questions in the in-patient and primary care surveys by 

improving opportunities for improved communication and co-ordination by enabling patients to engage in 

decisions about their care through: 

• improving our practice of shared care planning and co-design with patients and whanau and  

• improving the ability for patients to access their own health information 

Actions we are 

taking 

 

1. Evaluate the trial of the Electronic Shared Care Planning Platform, Whanau Tahi Connected Care to 

inform the next steps for a system-wide implementation of electronic shared care planning 

2. Work with General Practice to develop Shared Care Plans with a focus on people who have long term 

conditions and/or who have frequent attendances to the Emergency Department. 

3. Work with General Practice to ensure people who have Advance Care Plans developed in primary care 

have their wishes and preferences communicated with secondary care; 

4. Work with General Practice to increase the uptake of patient portals for Maori patients; 

5. Improve participation rates for Māori in both the primary care and inpatient survey through improved 

recording of email addresses and mobile phone number records. 

6. Work with the Bay of Plenty Consumer Council to develop an action plan to address the lowest scoring 

questions on the in-patient experience survey. 
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How will we 

know we’ve 

made an 

improvement  

Contributory Measures 

• Number of Advance Care Plans completed and uploaded to hospital patient records with BoPDHB  

• Percentage of Maori enrolled with a PHO who can access their patient portal 

• Percentage of enrolled Maori who are actively using their patient portal 

• Percentage of enrolled Maori in the target population who have a shared care plan 

 

 

System Level 

Measure 

Milestone 

Overall SLM Milestone change 

 

We will increase our score by 5% in the lowest scoring questions in both the inpatient and the primary care 

surveys by 30 June 2021 for both Māori and non-Māori. 
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Babies Living in Smoke Free Homes – A healthy start 

 
Where to act 

 

 

Māori infants 

are almost 4x 

more likely 

to reside in a 

household 

with a smoker 

present than 

for non-Māori 

 

 
 

 

Why do we 

need to act? 

 

This measure is focused on the total reduction of infant exposure to cigarette smoke. The measure shifts attention 

beyond maternal smoking to also encompass the home and family/ whānau environment, which requires an 

integrated approach between lead maternity carers, Well Child Tamariki Ora (WCTO) providers and primary 
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care. The measure targets the collective environment an infant will be exposed to during pregnancy and in the 

early stages following birth, including the home environment where they are raised. 

 

Our data shows that: 

 

• Over 30% of Māori infants in the BOPDHB region live in households where they are exposed to smoking. 

• Māori infants are almost three times more likely to live in a household where they are exposed to smoking 

than non-Māori infants. 

 

What are we 

aiming to 

achieve? 

 

We aim to reduce the number of Māori children exposed to smoking in their home 

environment by targeting Stop Smoking services (Hāpainga) to Hapu Mama. We will also 

work with Well Child Tamariki Ora providers to improve data capture for the question used to measure 

performance against this SLM. 

Actions we 

are taking 

The stop-smoking initiatives in the BOP Smoke Free Action Plan 2020-2025 and associated annual planning 

initiatives aim to improve the proportion of Māori babies living in smoke free homes. 

 

The three key objectives of tobacco control activities are to reduce smoking initiation, increase quitting, and 

reduce exposure to second-hand smoke. The overarching aims of the Smokefree strategy are to focus our 

resources and services towards those groups with the highest rates and numbers of smokers, with a special focus 

and priority on reducing smoking in Māori and Pacifica, women during pregnancy and people experiencing 

Mental Illness. 

 

Four actions relate to women during pregnancy /hapū māmā: 

• Stop smoking incentive programmes for pregnant women are reviewed and extended  

• Lead Maternity Carers who are Quitcard holders have access to a free supply of Nicotine Replacement 

Therapy  

• Opt-out referral pathways trialled in BOPDHB secondary maternity services  

• Pregnancy Sonographers are supported to provide brief stop smoking advice and refer to Hāpainga   

 

 

How will we 

know we’ve 

made an 

Contributory Measures 

 

• Percentage of Māori Mothers who are smokefree at two weeks post-natal  
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improvement  • Proportion of Māori ‘Unknown’ responses to the household smoking status question  

• Percentage of mothers who smoke that are enrolled with the Regional Hāpainga programme 

 

System Level 

Measure 

Milestone 

We will improve the proportion of Māori Babies Living in Smokefree Homes to 60% or more by 30 June 2021 

 


