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Background  

Systems Level Measures (SLMs) provide a way of looking at how components of the health 

care system work together to improve health care for all people.  This can include care provided 

in the community, for example by GPs, midwives, and well child providers, through to outpatient 

and inpatient services. 

The Ministry of Health hopes that this planning will be a way for everyone in Lakes District 

Health Board (Lakes DHB) to work together to make health care better for whānau.  There is a 

particular 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 care. 

There are six SLMs that ensure an equity focus on a wide range of improvement activities. 

 

Ambulatory Sensitive Hospitalisation (ASH) rates 100,000 for 0-4 year olds.  

Improving preventive and community care for young tamariki so they can avoid the 

types of illnesses that need treatment in hospital. 

 

Acute hospital bed days per capita.  Improving preventive and community care 

for adults so they can avoid the types of illnesses that need treatment in hospital. 

 

Patient experience of care. This concerns improving people’s experience of 

health care in the community and in hospital by asking them about this and 

responding to their feedback. 

 Amenable Mortality.  Focusing on preventing and better treating illnesses that can 

result in people dying too young. 

 

Babies who live in a smoke-free household at six weeks postnatal.  Giving 

tamariki the best start to life through reducing exposure to tobacco smoke in 

pregnancy and infancy. 

 

Youth access to and utilisation of youth appropriate health services.  Creating 

services that meet the needs of teenagers and young adults. 
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There is a strong focus on improving equity.  This means looking for where care differs between 

different population groups and improving this.  For example, care may differ depending on your 

ethnic group, where you live in the Lakes DHB region, your age or gender, or who your health 

care provider is.  These differences can occur for a number of reasons, so it is important to 

understand and act on them. 

The Lakes DHB SLM Plan describes a range of improvement milestones and contributory 

measures that provide local accountability on quality improvement activities.  

The Socio-Demographic Environment in Lakes DHB 

The Lakes DHB population environment can be best summarised as one characterised by (1) 

lower growth, (2) higher social deprivation and, (3) higher proportion of Māori.  The socio-

economic and ageing challenges for our communities can mask overall health indicators and 

hide what might be happening within subgroups.  Our overall desire to improve equity will mean 

we may chose foci for improvement that is less able to be seen in the consolidated system 

measures. Our improvement milestones have a significant focus on improving equity and 

outcomes for Māori. 

Principles supporting development of SLMs for 2020/2021 

Early agreement with both Team Rotorua Alliance and Midland Health Network Alliance 

partners, and Community Public Health Advisory Committee (CPHAC) outlined the desired 

approach to developing the SLM measures. 

 

They are: 

• Maintain an equity focus 

• Be mindful of social determinants (beyond health) 

• Consider Whānau Ora philosophy so we can see activity in terms of Māori health 

• Use the SLMs as a key measure of success in Alliances 

• Have SLMs as an opportunity to focus areas as a lever for change 

• Make sure they are visible and track progress e.g. use info graphics/dashboards linking 

data and priorities 

• Allow inclusion of innovation and wider agency activity 

• SLMs need to join up bits of the health system and show contribution of all the parts, not 

just General Practice e.g. immunisations as outreach, National Immunisation Register 

(NIR), General Practice, pharmacy etc 

• Choose a small but important to Lakes DHB set of improvement activities  

• Build from the health needs assessment to have regular conversations  

• Managing the impact of COVID-19 on our population 
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Development of this plan 

Due to the current pandemic situation in New Zealand, it was decided that fewer, more 

meaningful, improvement activities that are more meaningful was desirable.  In doing so, we will 

work collaboratively to improve the health systems ability to respond to challenges, and overall 

addressing inequity and health outcomes for our population.  The SLMs will be used as a focus 

for collaboration and allow us to see what the contribution of our individual components are to 

the overall improvement we are aiming to achieve.  The final contributory measures are 

intended to be used as markers to assure us that we are making the desired differences we 

wish to see.  We have deliberately chosen tight population sub sets and measures to allow us to 

monitor progress and shift direction should improvements not occur or we see unintended 

consequences of our activity. 

A dashboard with balancing metrics will support our joint monitoring of progress against our set 

of measures.  They will also form the core nucleus of indicators that we as a whole system will 

focus on both as a collective and individually.  They will over time allow us to prioritise and 

minimise the breadth of pulls on the collective resources and allow us to develop working 

approaches that are agile and responsive to the most pressing needs within our community. 

It is important that whilst we focus on the metrics, the way we deliver on these is kept front of 

mind.  When we develop our dashboards and review our overall progress we will need to see 

that we have delivered on the agreed principles listed earlier.  Additionally it is important that we 

consider within each project/initiative that they: 

- reduce health inequities 

- facilitate better integration 

- are whānau centric 

- abide by principles of social justice 

- avoid further fragmentation (especially if new services added) 

- include system mapping (+/- feedback loops) 

- are clearly communicated 

- that ‘grey space’ thinking is enabled 

- enhance primary care linkages 

- involve co-design 

- develop primary care capacity  

- consider workforce planning 

- expect information sharing/transparency 

- build trust within the system both for health service users and providers 

- understand we are all in this together 

 

The following pages provide detail of our approach to each of the SLMs.  We provide a range of 

different actions for each SLM, but our focused actions for 2020/21 are bolded. 
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AMBULATORY SENSITIVE HOSPITALISATIONS (ASH) 
RATES FOR  0-4 YEAR OLDS 

What is our vision? 

Māori children 0-4 years and their whānau in the Lakes DHB 

region live in a healthy home and are engaged with health and 

community services that optimise health and wellbeing. 

What do we currently know? 

Ambulatory Sensitive Hospitalisations (ASH) are mostly acute 

admissions that are considered potentially reducible through 

prophylactic or therapeutic interventions deliverable in a 

primary care setting. 

ASH rates are also determined by other factors, such as hospital emergency departments, 

admission policies and practices, capacity for emergency department management, health 

literacy and overall social determinants of health in the community. 

It is imperative of the DHB, Midlands Health Network Charitable Trust (MHN), Rotorua Area 

Primary Health Services (RAPHS), Te Arawa Whānau Ora, and Tuwharetoa Health to reduce 

disparity between Māori and other ethnicities. 

The imperative to act  

• ASH data reflects health inequities present in the Lakes DHB region; 

• given these data patterns there is a need to concentrate on and improve Māori health 
outcomes (and not just the outcomes of ‘high need’ populations) as a key focus in the 
Lakes DHB region 

• many families/whānau experience sub-standard housing, poor air quality, exposure to 
smoking, poverty and poor nutrition related to multiple neighbourhood deprivation. 

Figure 1: Non-standardised ASH Rate 0-4 age group to end December 2019 
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What will  we focus on?  

Our system level focus for this measure, is to reduce the disparity for 0-4 year old ASH rates, 

with a emphasis on accelerating Māori health gains and population health improvement overall. 

Our specific aim is to reduce the rate of all ASH conditions for Māori 0-4 year olds from 

December 2019 by 10% by June 2021.  Over represented in almost every ASH condition are 

children who are Māori, children who live in areas of high deprivation and children who live in 

Rotorua. The following diseases (in order of prevalence) account for most of the prevalence of 

ASH in this group: Asthma, URTI/ENT, dental, gastric disorders, cellulitis pneumonia, lower 

respiratory tract infection, constipation, GORD and dermatitis/eczema. There are only two 

conditions where the rate for Māori is less than non-Māori (Constipation and Gastric disorders). 

Interventions to reduce ASH rates are less about the diagnosis and more about access to early 

and adequate treatment in community settings including primary health care. It has been 

estimated that up to 30 percent of childhood hospitalisations can be avoided through early 

access to primary health care and outpatient services (Ministry of Health 1999). 

Respiratory illness in the Lakes DHB population is significantly contributed to by the social 

determinants of Māori health.  Prevention interventions where every child has an equal 

opportunity for good health, quality of life, success and wellbeing, regardless of their ethnicity.  

ASH asthma serves as a proxy for access to health care for which early interventions are known 

to reduce or prevent severity and associated complications.  Of note, the Māori rate is 33% 

higher than the total rate and 109% higher than Non-Māori rate. 

Dental caries is identified by the New Zealand Ministry of Health as the countries most prevalent 

preventable disease. In small children cariogenic bacteria in the mouth can lead to pain, 

difficulty eating, speaking, sleeping, concentrating, smiling, mental and physical wellbeing and 

chronic infection. Inequities in oral health are well documented for children living in areas of high 

deprivation and Māori are known to carry a significantly greater burden of disease.  The Māori 

rate of overdue scheduled examinations is 94% higher than Non-Māori rate.  Early childhood 

caries are a predictor of poor long term oral health, systemic disease and subsequent 

permanent tooth loss. 

The contributory measure chosen and focus for 2019-20 is new born enrolment (NBE). The 

target is 90% of all new-borns are enrolled in General Practice at 3 months. The data provided 

at 6 weeks and 3 months show an ongoing issue with inequity. 

At the end of quarter 3 2019-20 the following coverage was reported:   

Six weeks Māori NBE is 67.7%. Non-Māori is 96.5%.  This shows an equity gap of nearly 

30% between Māori and Non-Māori. 

3 months Māori NBE is 85.8%. Non-Māori is 98.6%.  This shows an equity gap of 13% 

between Māori and Non-Māori. 
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What will be do and how? How will we measure it? 

Increase the eligible number of Maori 
babies enrolled in health services by  

•         focusing system design to earlier 
(pre-birth) enrolment opportunities 
and processes  

•         ensuring that enrolment forms and 
processes are completed for all 
children born in Lakes DHB 

•       introducing opt-out enrolment 
processes where appropriate.  

This will mean that there is a process for 

documentation following pregnant women 

from the birthing unit and filling out triple 

enrolment at birth that will lead to full 

enrolment for those eligible with General 

Practice.  

Māori newborn enrolment rate at 6 weeks.  

Our goal is to raise these to >90%, from a 

baseline of 67.7% in Quarter 3 2019/20. 

 

Proportion of new born  babies in Lakes DHB 

for whom a full enrolment form for general 

practice, WCTO, NIR and oral health services 

is completed at birth 

 

Increase the proportion of children, aged 1-

13, who have had a recent application of 

fluoride varnish by implementing a school-

based fluoride varnish programme. 

Proportion of children aged 1-13 who have a 

recent application (at least once within the last 

year) of fluoride varnish. Our goal is to have 

80% coverage. 
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ACUTE HOSPITAL BED DAYS PER CAPITA 

What is our vision? 

Through earlier intervention and prevention we will reduce the 

impact of acute hospital stays and system pressure resulting 

from this. 

We will reduce inequity in acute condition-outcomes. 

All (eligible) residents will be enrolled with a General 

Practitioner and proactively participate in long term conditions 

management programs (where appropriate) and have a long 

term condition management plan agreed between primary and 

secondary care.  This will include a staged intervention strategy 

to deal with deterioration in condition and an agreed strategy to aim to restore the health status 

quo.  This strategy will be agreed with the patient and whanau.  This will also apply to palliative 

patients who will require a strategy to deal with deterioration with an understanding that hospital 

admission should not be a first line response. 

What do we currently know? 

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 (from the point of arrival into the health 

system), community support services and good communication between healthcare providers.  

This includes access to diagnostics services, which is equivalent between primary and 

secondary care and does not result in the patient having to make a decision about the cost of 

investigations. 

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 well with the New Zealand Health Strategy's five themes, in particular - 

value and high performance. 
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Figure 2: Standardised Acute Bed Days per 1,000 population (Census 2013 Usual Resident 

Population) for the year to December 2019 

 

The imperative to act  

Data around acute hospital bed days exposes differences between Māori and ‘other’ in terms of 

the use of acute hospital services.  The questions this information raises include: 

• What factors, in terms of primary care arrangements and secondary care arrangements 
(and arrangements elsewhere) can be identified that have associated mechanisms which 
can be triggered to reduce acute admissions for Māori? 

• Do structures and processes in the community sector optimally support the capacity to 
influence such a reduction? 

• What is the common vision around health care configuration and delivery in the Lakes 
DHB region that supports a focus on reducing health disparity? 

• What is the likelihood that efforts to reduce acute bed days could exacerbate health 
inequalities between Māori and others? 

• Why does Lakes DHB have high rates of acute bed days when compared against the 
majority of other DHBs? 

• Hospital admission policies and processes which influence acute hospital bed day 
measures.  
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What will  we focus on? 

Our system level focus for this measure is to reduce acute hospital admissions (in bed 

days) for Māori in Lakes DHB population from 555 per 1,000 population by 5% by 30 June 

2021. 

This will include: 

1. A closing of the inequity gap for the 

measure “number of bed days for acute 

hospital stays per 1,000 population 

domiciled within Lakes DHB per year 

(standardised)”, using shared data to gain 

an understanding of the reasons for this gap 

and data informed decision making to 

address issues. 

2. Māori residing in the Lakes DHB region will 

access care earlier reducing the complexity 

and severity of health conditions. 

3. All (eligible) residents will be enrolled with a 

General Practitioner and proactively 

participate in long term conditions 

management programmes (where 

appropriate). 

4. Reduce the proportion of patients 

discharged from ED with status of “unknown 

GP” 

5. Continue to grow our data sharing project 

that aims to gain greater understanding of 

our high rates of acute bed days. 

6. Reviewing the access to cardiac 

medications for Maori prescribed in Primary 

Care for secondary prevention 

7. Monitoring and addressing increases in 

telehealth, in both primary and secondary 

care, to ensure there is improved care and 

reduce risk of avoidable admissions. 

 

Our focus over the last four years has been on 

reducing the proportion of people without a named 

GP (see boxed text). We have made some 

valuable progress in this area and will continue 

with this work. However our focus for this year will 

be on (1) reducing the frequency of inappropriate 

The GP Unknown Project  

The aim of this project is to integrate PatientWise 
with NES to provide a national system, which has the 
potential to allow managed solutions and transition of 
healthcare anywhere in New Zealand. Lakes DHB 
has identified that a high number of patients could be 
at risk of having poor outcomes by not having a 
continuum of care when they leave secondary care 
services, due to having a “GP Unknown” status or 
having the wrong GP in the Lakes DHB Patient 
Management System (PMS).  

The GP unknown project has four workstreams, 
workstream one has been signed off and with the 
technical team to complete, workstream two is 
underway and workstream three and four will be 
completed by June 2021. 

The key objectives of this project are: 

• All discharges from ED (initially) will be delivered 
to the correct General Practitioner, consistent 
with most up-to-date details from the patient 
enrolment register validated by the MoH 

• All discharges from ED are securely transferred 
to the correct General Practitioner in a format that 
allows seamless integration with the patient 
record within the practice PMS 

• Where a patient doesn’t have an identified 
General Practice, RAPHS will link them to one 
and support their enrolment 

• Rotorua Hospital will be provided with an error 
report with the correct patient and GP details 
identified for updating within hospital information 
systems 

For Taupō, where a patient doesn’t have an identified 
General Practice, Pinnacle will link them to one and 
support their enrolment: 

• Taupō hospital will be provided with an error 
report with the correct patient and GP details 
identified for updating within hospital information 
systems 

Pinnacle will concurrently automate the collection of 

data from discharge summaries to populate patient 

registers and joint analytics initiatives 
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ED visits and (2) developing a shared care plan with a named GP for our homeless population. 

Frequent ED Users 

The key objectives of this project are: 

1. Monitor frequent ED attendance and identify the themes associated with inappropriate ED 
visits; 

2. Establish a multidisciplinary team comprising of members from PHOs, Whānau Ora, Te 
Akatea and ED that will meet bi-monthly to ensure that people who have inappropriate ED 
visits have a care plan in place; 
 

Homeless People 
The key objectives of this project are: 

1. Identify our homeless population via our shared agency COVID-19 response; 
2. Develop care plan with a named GP (or GP practice); 
3. Link into the mechanism for sharing this care plan between primary care, secondary 

care and whānau ora 
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What will be do and how? How will we measure it? 

Identify frequent Emergency Department 

(ED) attendees and identify the themes 

associated with inappropriate ED 

attendance. By 

• creating a working definition of 

‘inappropriate visit’ with support of 

joint clinical governance 

• Advance information sharing by 

supporting technical connections to 

enable the sharing of ED 

presentation data with PHOs, and 

from this analyse the data to identify 

frequent fliers and those without a 

GP 

From identified frequent fliers, determine 
those where ED attendance is 
‘inappropriate’ as part of a bi-monthly MDT 
meeting 
 

Proportion of frequent ED users (6 visits in 6 
months) for whom the majority of ED visits are 
inappropriate, for review every quarter. 

 

Proportion of Māori attending ED that do not have 
a GP. Our goal is to reduce this proportion to ≤ 5%. 

 

We will establish a multidisciplinary team 

comprising of members from PHOs, 

Whānau Ora, Te Akatea and ED that will 

meet bi-monthly to develop care plans for 

people who have inappropriate ED visits. 

The proportion of frequent ED users that have 

a care plan in place. Our goals are that at least 

25% of all frequent ED users and 50% of all 

Māori frequent ED users have a care plan in 

place. 

Identify our homeless population via our 

shared agency COVID-19 response and 

ascertain if each are registered with a GP. 

Where a person does not have a GP, they 

will be enrolled. 

Proportion of our identified homeless 

population with a named GP, or GP Practice. 

Our goal is to increase this to at least 90% by 

30 June 2021. 

Develop a care plan for each homeless 

person with a named GP, or GP practice. A 

DHB lead project team will be formed to 

engage with our homeless population, with 

relevant stakeholders, and undertake 

individual needs assessment. 

Proportion of our identified homeless 

population with a care plan in place. Our goal 

is that at least 90% of our identified homeless 

population has a care plan in place. 
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PATIENT EXPERIENCE OF CARE 

What is our vision? 

Better together care is achieving ‘better’ more equitable health 

outcomes for the Lakes population and for Māori. Survey 

results will be regularly reviewed and used to develop quality 

improvement activities.  

What do we currently know? 

Patient Experience can be defined as ‘…the quality of care 

from the perspective of patients/health services users’. Patient 

experience measures are routinely collected in hospitals and 

primary care.  Surveying patients/users enables the system to 

better understand what is important to patients/whanau and all services users in terms of 

received healthcare service. 

As it currently stands, the regular distribution of the national survey has been disrupted.  Despite 

this, we will continue to work on our lowest scoring questions, with a focus on primary care.  

This will then be updated as the survey is re-distributed. 

In primary care, the most recent data show that Lakes DHB is significantly lower than the 

national average overall score for physical and emotional needs (8.1/10), but not significantly 

different for coordination (8.4/10), communication (8.4/10) and partnership (7.4/10) domains. 

The lowest scoring questions, as reported in November 2019, for lakes DHB were: 

a) Were you told what to do if you experienced side effects? (57%) 

b) Did the specialist doctor ask what is important to you? (51%) 

c) After a treatment or care plan was made were you contacted to see how things were 
going? (39%) 

The imperative to act  

Looking at this from the patient’s perspective indicates that the patient’s experience of the care 

they receive is vital.  How a patient experiences their care has been shown to have a significant 

impact on the outcomes of the care they receive.  The Lakes DHB Health System is interested 

in ensuring there is a culturally responsive system for Māori to meet their care expectations.  

This means better understanding what our Māori patients expect from their care informed and 

guided by a better understanding of the impact Māori culture has on their care outcomes. 

What will  we focus on? 

Our system level focus for this measure is to improve our performance in “were you told 

what to do if you experienced side effects?”, in the primary care survey by 10% by 30 

June 2021. The rationale for focusing on this question is that it includes all health professionals, 

including pharmacists who will be leading this area of work. In addition, we plan to look at where 
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improvements in systems and processes are required.  We aim to move towards a client-

focused and whanau-centric organisation that is there to serve the community. 

 

What will be do and how? How will we measure it? 

Clinical pharmacists within PHOs will work 

with prescribers and pharmacists to 

promote education resources and patient 

information material to support discussing 

common side effects of medications with 

patients by developing a brief education 

programme to roll out to healthcare 

professionals that helps them better 

understand the importance of discussing 

common side effects of medications with 

their patients, including the use of written 

and electronic patients’ materials. 

Monitor responses to the Primary Care and 
Inpatient Patient Experience Questionnaire 
question - Were you told what to do if you 
experienced side effects? 
 

 

Develop an audit and feedback mechanism 

by tracking our performance in the lowest 

scoring questions, including the equity gap 

between Māori and non-Māori once the 

survey portal is available. This information 

will be shared with primary care on a 

quarterly basis, once the survey is 

released, with the intent that this will have 

a role in improving performance. 

Positive responses to the following three 

questions in Primary Care Patient Experience 

Questionnaire 

A. Were you told what to do if you 
experienced side effects? 

B. Did the specialist doctor ask what is 
important to you? 

C. After a treatment or care plan was 
made were you contacted to see how 
things were going?  

Our goal is to improve our performance in 

positive responses in each of these questions 

by 5 percentage points by June 2021. 
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AMENABLE MORTALITY RATES 

What is our vision? 

People who reside in Lakes DHB region will have equity of 

access to interventions that minimise risk of disease 

progression 

What do we currently know? 

Lakes DHB Amenable Mortality Rate is the number of deaths of 

those aged 0-74 years per 100,000 in this age cohort domiciled 

in Lakes DHB region who have died from a condition for which 

there is a known successful intervention.1 

Long-term conditions comprise the major health burden for New Zealand now and into the 

foreseeable future.  This group of conditions is the leading cause of morbidity in New Zealand, 

and disproportionately affects Māori and Pacific peoples and people who experience mental 

illness and addiction.  As the population ages and lifestyles change these conditions are likely to 

increase significantly.  Diabetes is important as a major and increasing cause of disability and 

premature death and is a good indicator of the responsiveness of the health system to the 

people in most need. 

The imperative to act  

In Lakes DHB, there is currently serious disparity between the results of Māori and other 

ethnicities.  The “super category” is ischaemic heart disease, with IHD, stroke, lung cancer, 

suicide and diabetes being other categories with significant disparity for Māori. 

Reasons for the existence of major ethnic differences in amenable mortality rates also involve 

variables that lie outside the purely clinical. 

Figure 3: Amenable mortality rate (number of deaths in those aged 0-74 years per 100,000 

age standardized to WHO world standard population) for 2011-2015 

 

                                                
1 https://nsfl.health.govt.nz/dhb-planning-package/system-level-measures-framework/data-support-system-level-

measures/amenable 



Page 15 

What will  we focus on? 

Our system level focus for this measure is to lower the amenable mortality rate for Māori by 

25% over 5 years. 

 

What will be do and how? How will we measure it? 

Improving Māori participation in the bowel 

screening programme by: 

• including our local Bowel 

Screening Coordinator in 

appropriate SLM working groups 

• promoting the programme at every 

opportunity 

• promoting the use the practice 

management system bowel 

screening prompt in primary care 

• working with iwi to look for 

opportunities to increase Māori 

participation in the bowel 

screening programme 

 

Participation in the bowel screening programme. 

Our goal is to achieve a 10 percentage point 

reduction in the equity gap for Māori in bowel 

screening. 

 

Improving management of CVD and 

diabetes for Māori by: 

• Building on the iwi/Māori led 

initiatives in our response to 

COVID-19, which showed how we 

could best reach Māori whānau, to 

investigate how we could better 

deliver a heart health programme. 

This programme would include 

both primary prevention (e.g. 

undertaking CVD risk assessment 

and addressing major risk factors 

for heart health) and secondary 

prevention by better managing 

those with underlying CVD and 

Proportion of patients with CVD2 or diabetes3 

who have a recent BMI, recorded in their clinical 

record4 

• N (%) of patients with CVD or diabetes 

that have a weight recorded in the last 

year 

• N (%) of patients with CVD or diabetes 

that have a BMI ≥ 25 kg/m2 

• N (%)of patients with CVD or diabetes 

that have a BMI ≥ 30 kg/m2 

Our goal is to increase the proportion of patients 

with CVD or diabetes who have a recent BMI 

recorded in their clinical record to at least 90% 

                                                
2 All patients with previous CVD (angina, myocardial infarction, stroke, transient ischaemic attack, percutaneous conoronary 
intervention, coronary artery bypass graft, atrial fibrillation, heart failure) or familial hypercholesterolaemia. 
3 Diagnosed with type 1 diabetes, type 2 diabetes or type unknown. 
4 Measurement and documentation is a prerequisite of further intervention for a healthy weight  
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diabetes; 

• Maintaining and promoting access 

to primary care for management of 

CVD and diabetes via promotion 

on Lakes DHB social media; 

• Working with primary care to 

ensure that people with CVD or 

diabetes have a recent BMI 

recorded in their medical record, 

and promoting conversations 

around healthy weight; 

Proportion of Māori, with diabetes, with a 

HbA1C > 64 mmol/mol 

Proportion of Māori with CVD who are 

prescribed and dispensed triple therapy. We 

aim to quantify the gap between prescribing and 

dispensing (in addition to prescribing) so that 

percentage of Māori with CVD who are 

prescribed and dispensed triple therapy reaches 

at least 70% in both activities.  

Improving support to quit for Māori who 

smoke 

• Reinvigorating the offer of support 

to quit for Māori who smoke by 

primary and secondary care staff, 

including how to refer to the local 

stop smoking service. A new 

initiative is being undertaken by 

Manaaki ora that will test the use of 

koha (in the form of a poi) that will 

be provided to young Māori women 

who smoke with advice on how to 

join a support group; 

• Testing new approaches to making 

an offer of support to quit; 

• Strengthening connections with 

stop smoking services by 

developing a simple referral tool 

for hospital clinicians to use to 

refer people. 

Proportion of current smokers, enrolled in a 

PHO, who are: 

• Offered support to quit smoking by their 

primary care team. Our goal is to 

increase this to at least 90% (as defined 

by the ‘Better help for smokers to quit’ 

target5) 

• Prescribed a stop smoking medicine. 

Our goal is to increase this by at least 10 

percentage points 

Proportion of current smokers, admitted to 

hospital, who are offered support to quit 

smoking. Our goal is to increase this to at least 

95%. 

 

                                                
5 90% of PHO enrolled patients who smoke have been offered help to quit smoking by a health care practitioner in the last 15 
months 
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BABIES LIVING IN SMOKE-FREE HOMES 

What is our vision? 

• Social determinants of health for Māori are improved 

• Health outcome for Māori and other vulnerable groups 

matches the best that can be achieved 

• Reduction in preterm birth, low birth weight, SUDI, ASH 

admissions for respiratory conditions 

• Reduction in smoking related illness in adults 

• Smokefree Aotearoa 

What do we currently know? 

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, as is exposure to second-hand cigarette smoke in the environment in which 

an infant lives.  This measure will focus attention beyond just maternal smoking to the home and 

family/whānau environment and will encourage an integrated approach between maternity, 

community and primary care. 

This measure is simply defined as the percentage of babies at six weeks domiciled in the Lakes 

DHB region who live in smoke free households. 

 
Figure 4: Percentage of children (up to 56 days of age), domiciled in Lakes DHB, 
who are living in smokefree households for the six months Jan-June 2019 
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What will we focus on?  

We aim to increase the proportion of Māori children living in smokefree homes, at 6-weeks post-

natal, by 10 percentage points by 30 June 2021.  To do this will involve the following: 

• Identify pregnant women as early as possible, by working with Whānau Ora who already 

work with many young women and whānau, so that they can 

o Be registered with a Lead Maternity Carer (LMC) 

o Have needs assessed and addressed in a holistic and whānau-centric manner early 

in pregnancy 

o Maximise opportunities for pregnant women, mothers and whānau to receive support 

to stop smoking. 

• Reduce smoking amongst young Māori women and their whānau to decrease inequities in 

Māori health outcomes, increase whānau well-being and relieve the high burden and 

costs of smoking for multi-stressed families and communities and the health system. 

• Improve the coordination and integration of infant and child and youth health services so 

that the services delivered to mother and baby (both during and post-pregnancy) are 

consistent and seamless. 

What will be do and how? How will we measure it? 

Develop a multi-agency approach, including 

input from Whanau Ora, NGOs (e.g. Manaaki 

Ora Stop Smoking Service) to support wāhine 

Māori register with an LMC in the first trimester 

of pregnancy. 

Proportion of pregnant women registered with a 

Lead Maternity Carer within the first trimester. Our 

goal is to increase this by 10 percentage points.  

 

Provide training to primary healthcare 

professionals and provide regular feedback on 

performance to increase the proportion of 

Māori, enrolled in with a PHO, who are received 

an offer of support to quit (including referral to 

the local stop smoking service and provision of 

a smoking cessation medication) 

Proportion of Māori, aged < 30 years of age, 

current smokers, enrolled in a PHO, who: 

• Are offered support to quit smoking by their 

primary care team. Our goal is to increase 

this to at least 90% (as defined by the 

‘Better help for smokers to quit’ target6) 

• Prescribed a stop smoking medicine by at 

least 10 percentage points 

Proportion of all referrals to the local stop smoking 

service who are Māori, aged < 30 years of age. Our 

goal is to increase the proportion by at least 10 

percentage points. 

 

                                                
6 90% of PHO enrolled patients who smoke have been offered help to quit smoking by a health care practitioner in the last 15 
months 
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YOUTH ACCESS TO AND UTILISATION OF YOUTH 
APPROPRIATE HEALTH SERVICES 

What is our vision? 

Youth in the Lakes DHB region will have access to the right 

health services that are easily accessible and youth friendly. 

There will be a reduction in youth suicide and self harm in 

the Lakes DHB region. 

We aim to improve uptake of the Measles, Mumps and 

Rubella Immunisations for youth.  

What do we currently know? 

Young people (10-24 years of age) are valuable to our 

community with important contributions to make now and in the future. As agencies and 

providers of health care we’re entrusted with supporting the wellbeing of our young 

people. 

In the light of the latest data, early and equitable access to appropriate health services 

for young people has the much needed potential to reduce health disparity by improving 

opportunities for young people to begin a life path that is more likely to be fulfilling 

across the board.  Moreover, early engagement with the health care system, particularly 

for Māori, creates a population better informed about the nature of health care provision 

and thus knowing better how to access appropriate care in later years for themselves 

when disease conditions become more prevalent.  Also given that the median age for 

Maori is only 24 years compared with 40 years for non-Māori; it is clear that a strong 

focus on youth health is critical for this population simply in terms of the comparative 

demography let alone the clear differences in social deprivation and the health 

consequences of this. 

Transition periods for young people create additional stress and risk of increased 

vulnerability.  The Government has indicated a desire for more accessible school health 

services.  Ensuring a health system provides easy access and systems to share 

appropriate and relevant health information for young people is critical.  A life long 

connection with General Practice can be enhanced by easy transitions from high school 

to adult health services. 

Mental health services have been the subject of much media coverage including the 

focus of a Government inquiry.  This suggests that there is dissatisfaction across the 

board with the state of impact of current arrangements. 
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Figure 5: Age standardized self harm hospitalisations (for ages 10-24) per 10,000 

for the years 2017-2019 

 

What will we focus on? 

We aim to achieve a 10% reduction in the rate of hospital admissions for self 

harm for Māori by 30 June 2020. We are taking a new approach to delivering better 

health and wellbeing services for young people by working collaboratively with two 

communities of learning (Kāhui Ako) to develop and implement a new model of care for 

school-based health services.  The two Kāhui Ako that will participate in this project, 

have identified challenges regarding child and youth wellbeing and the relationship with 

learning - children need to be well to learn. It is intended that this project will provide 

support to schools through knowledge to manage health presentations and behavioural 

issues, by up-skilling the workforce and creating efficient and effective pathways for 

referrals and feedback through a collaborative approach and where practically possible 

by making use of the Kāhui Ako mechanisms. 

We are also trying to accomplish seamless system of health care access for young 

people residing within Lakes DHB.  Improved communication between schools, mental 

health, YOSS and General Practice services and a reduced youth suicide rate for the 

Lakes DHB region.  A thorough assessment of local arrangements that cater for youth is 

needed; in particular looking at the extent to mental health service configuration aligns 

with best practice. 
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What will be do and how? How will we measure it? 

Reduce the number of self harm 

hospitalisations from Māori youth by 

increasing the options for access to 

appropriate health services 

Number of Self Harm Hospitalisations for 

Māori. 

 

Work with two local Communities of 

Learning (Kāhui Ako) to ensure there is 

early engagement and prevention across 

the life course and robust pathways for 

children/tamariki that have been identified 

with challenges that threaten their 

wellbeing.  This will be through three 

developments: 

• Wellbeing in Schools Project with a 

psychologist (up skilling teachers in 

fundamentals of behaviour) to 

continue FY20/21 with a planned 

evaluation. 

• Partnership with Leading Lights 

Canterbury portal for a 1 year trial 

(May 2020 implemented).  Adapt a 

localised pathway pdf an interim 

tool leveraging Healthpoint until the 

portal can be adapted to Leading 

Lights Lakes. 

• Further build on the Wellbeing in 

Schools Project with development of 

a new model of care that would have 

a focus on children/tamariki based 

on the needs of the Communities of 

Learning 

 

Number of visits to the leading lights website 

from people in the Lakes region 

 

Evaluation survey for the Wellbeing in Schools 

Project, measuring the  of impact on 

supporting upskilling of teachers to better 

understand behaviour and support them to 

manage children with behaviour problems in a 

more effective manner 
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