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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. Alliances, which are comprised of DHB’s and their Primary Health partners are expected to lead the development and implementation of System Level 
Measures plans.  

Southern DHB is committed to honouring the relationship between Māori and the crown under Te Tiriti o Waitangi and will engage and co-design programmes and initiatives 
with whānau, hapu and iwi and Māori communities. Southern DHB is moving to better respond to ōritetanga (Māori equity) with a greater focus on understanding the health 
needs of Māori communities.  Improvements in Māori health outcomes will come from better community and primary care services, provided in a way that is appropriately 
designed and more accessible for Māori communities.   Southern DHB Māori health priorities have been identified for 2020/21 and include the following: 

• Mental Health and Addictions 
• Cancer 
• Long Term Conditions (Respiratory Child & Youth; Diabetes; Cardiovascular Disease – cardiac and stroke) 
• Access to diagnostic testing 
• Oral Health (reduction of caries) 
• Navigators across the continuum of care 

In order to achieve ōritetanga and improved health outcome for other populations, Alliance South has developed the System Level Measures Improvement Plan, which includes 
a range of meaningful local clinically led quality improvement initiatives, which are underpinned by Contributory measures. Successful delivery of the plan requires DHB’s, PHOs 
and other key agencies to work together to identify initiatives that 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 2020-21 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” 
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The areas within the 2019-20 SLM plan where we have achieved our milestones and are progressing well will be continued through into 2020-21, however they will not be the 
focus of the 2020-21 year.  

Alliance South are committed to improving the health of the people in Otago and Southland. The System Level Measures, their Contributory Measures and the Activities 
outlined in this plan are central to delivering this.  

 

Signatories: 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Chris Fleming Andrew Swanson-Dobbs Stuart Heal 
CEO Southern DHB CEO WellSouth PHN Chair of Alliance South 
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System Level Measures – Review 
The 2019-20 year has seen a number of achievements for the SLM programme. The SDHB has built on previous years with an increase in capability to deliver the SLM actions 
within key Domains. In particular, a new group focused on the Youth Mental Health domain of Self Harm Presentation to ED has been formed and are working through a system 
level review of this measure. This work will continue into 2020-21. Along with building capability, a number of the SLM milestones have been met or have demonstrated 
improvement towards their milestone. There are also a number of measures that have not been achieved, most evident in our inability to improve Māori health outcomes.   

This 2020-21 SLM plan has two main areas of strategic focus; 
1. Ōritetanga, and a reset of the health system to address health inequities for whānau, hapu, iwi and Māori communities. 
2. Continuing with the existing actions through into 2020-21 where the SLM measures are tracking well. This will allow time to embed the work that was started in the 

previous year where it can be demonstrated the contributory measure is trending towards continued improvement. 
 

Achievements: 
A number of measures were either achieved in the last year, or we made 
improvement towards their milestone for the 2019-20 year.  

These include: 
ASH 0-4 
• All conditions: improved towards the milestone 
• Total upper Asthma & ENT: achieved the milestone 
• Dental conditions total: achieved the milestone 

 
Acute Hospital Bed Days 
• Trending towards the 2024 target of fewer than 373 per 1,000 population 

 
Patient Experience of Care 
• Did a Staff member tell you about medication side effects: achieved the 

milestone 
 

Youth Self Harm 
• Female and Age stratified measures: achieved the milestone.  

 
Babies living in smoke free homes 
• achieved the milestone 

 

Challenges: 
Conversely, a number of measures did not meet the expected milestone and 
demonstrate that there remains a significant equity gap in our system. These 
include: 
ASH 0-4 

• Māori Asthma and upper ENT: equity gap improved through the period 
however ōritetanga persist 

• Māori Dental conditions: equity gap worsened through the period 
 

ASH 45-64 
• Māori all outcomes: equity gap worsened through the period 

Amenable Mortality 
• Māori having a cervical smear in the past 3 years: not achieved 

Youth Self Harm 
• Māori milestone: not achieved 
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System Level Measures – Overview 
 

System Level 
Measures: 

1 2 3 4 5 6 

Ambulatory Sensitive 
Hospitalisations 

Acute Hospital 
Bed Days per 

Capita 

Patient Experience 
of Care  

Amenable 
Mortality 

Youth System 
Level Measure 

Proportion of babies 
who live in a smoke-

free household at 
six weeks 

    Domain- Communication   Domain-Mental 
Health & Wellbeing   

Contributory 
Measures: 
(ongoing) 

1.1 Hospital admissions for children 0-
4 years with a primary diagnosis of 
asthma or upper/ENT respiratory 
infection 

2.1 Inpatient Average 
Length of Stay (ALOS) for 
acute admissions 

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

4.1 Primary Health 
Organisation (PHO) enrolled 
women aged 25 to 69 years 
who have received a cervical 
smear in the past 3 years 

5.1 Hospitalisations due 
to self-harm 

6.1 Percentage or number of 
infants who are exclusively or 
fully breastfed at six weeks 
from Lead Maternity Carer 
(LMC) care 

  
1.2 Hospital admissions for children 
with a primary diagnosis of dental 
conditions 

2.2 Acute readmissions to 
hospital   4.2 Faster Cancer Treatment   

6.2 Pregnant women who 
identify as smokers upon 
registration                           

    
2.3 Ambulatory sensitive 
hospitalisations rate for 45-
64 year olds. 

      

6.3 Pregnant women 
registered with a Lead 
Maternity Carer within first 
trimester of pregnancy                           

Contributory 
Measures: (Equity 
Focus for 2020-21) 

ASH 0-4 Asthma & Upper ENT. Māori  ASH 45-64 All conditions. 
Māori    

4.1 Primary Health 
Organisation (PHO) enrolled 
Māori women aged 25 to 69 
years who have received a 
cervical smear in the past 3 
years 

5.1 Hospitalisations due 
to self-harm Māori   

  ASH 0-4 Dental. Māori            
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1.0   Ambulatory Sensitive Hospitalisations (ASH): 0-4 year old children “Keeping children out of hospital” 
Where are we now?  Ambulatory Sensitive Hospitalisations Summary 
SDHB rates for Māori 0-4 year olds in Southern DHB has improved over the past 24 months, however there is still evidence of ongoing ōritetanga. The most prevalent clinical conditions that 
contribute to this ASH rate include respiratory conditions (infections and asthma), gastroenteritis, dental conditions and cellulitis.  In response to ōritetanga that is apparent in our base line 
data, our Kaupapa Māori Health Services within primary, community and secondary care will have a targeted approach to improve this measure, starting with a focus on the highest rate; Upper 
and ENT respiratory infection and Asthma.  
Measure description:  
Non-standardised Rate per 100,000 as per non-financial quarterly measure  
Baseline Data  
Five year trend ASH 0-4 to March 2020  

 
 Hospital admissions 
for children aged up 
to four years- all 
conditions 

  12 months to 
March 2016 

12 months to 
March 2017 

12 months to 
March 2018 

12 months to 
March 2019 

12 months to 
March 2020 

Maori 6,108 5,460 6,257 7,569 6,685 
Total 5,580 5,536 5,866 5,965 5,496 

 

  
Note that the reporting period for this measure has changed from the year ending September to the year ending December 
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Where do we want to be? 
Long term improvement milestone:  To reduce and maintain ASH rate to fewer than 4,100 people per 100,000 population aged 0-4 years by 30 June 2022 
Improvement Milestone for 2020/21: Māori rate <6,350 per 100,000 
Rationale:   Aiming for a 5% annual reduction, with a view to achieving a 25% reduction.  

How will we get there?  
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.  

1.1 Hospital admissions for children 0-4 years with a primary diagnosis of asthma or upper/ENT respiratory infection  

Measure description:  Non-standardised rate per 100,000 as per non-financial quarterly measure – system integration 1 
2020/21 Improvement Milestone: Māori children <1,600 (asthma) 
2020/21 Improvement Milestone: Maori children <1,497(Upper and ENT) 
Baseline Data:                 Activities that will enable us to achieve the Improvement Milestone 

 Hospital admissions 
for children aged up 
to four years with a 
primary diagnosis of 
Asthma 

  12 months to 
March 2016 

12 months to 
March 2017 

12 months to 
March 2018 

12 months to 
March 2019 

12 months to 
March 2020 

Maori 1,591 1,031 1,093 1,961 1,685 

Total 1,143 840 781 1,140 1,133 

 

 
 

o The Māori Health Directorate will undertake an audit and provide quarterly 
monitoring reports to the Southern DHB Māori Health Directorate for ASH 0-4 
admissions to paediatrics, improving our understanding of the health needs of 
these children and their whānau. The results of this audit will demonstrate the 
volumes and needs of Māori ASH presentations through the year. This will in 
turn support the planning for the implementation of the Southern Harti Hauora 
Assessment programme. This is a key enabler that will support the Southern 
Harti Hauora Assessment programme and ensure that referrals to key 
stakeholders in the programme are appropriate.  

 

o Improved system linkages and service delivery of health services, with an 
emphasis on Kaupapa Māori health services across the health system.  This 
better informs whānau of choices in care to ensure that the care and support 
that is needed. Referral to key stakeholders in the Southern Harti Hauora 
Assessment programme will ensure those identified needs are met. The 
outcome being a reduction of re-admissions for these children and their 
whānau. (EOA). This will be actioned through the Southern Harti Hauora 
Assessment programme and establishment of Māori health Navigators. 
Monitoring will be through the volumes of Māori that are referred to a service 
as a result of navigator access. 
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Hospital admissions 
for children aged up 
to four years with a 
primary diagnosis of 

Upper and ENT 
respiratory infection 

  12 months to 
March 2016 

12 months to 
March 2017 

12 months to 
March 2018 

12 months to 
March 2019 

12 months to 
March 2020 

Maori 1,534  1,671  1,831  1,713  1,576  
Total 1,666  1,728  1,841  1,587  1,454  

 

 

o Complete relevant Health Pathways that identify linkages to relevant services. 
Measure utilisation and provide educate to increase use.  

 

o Implementation of the Southern Harti Hauora Assessment programme for 
Maori ASH 0-4 that supports whanau self-management, referrals and 
engagement of health and wellbeing services e.g. kaupapa Māori health 
provider enrolment, general practice enrolments, enrolment with oral health 
services, stop smoking services, cosy homes, car seat rentals, safe sleep, and 
health screening programmes. Southland (Q1)  (EoA) 
 

o To develop a Respiratory Nurse Educator Role 0.2 focus within Child Health. 

 

o WellSouth will work towards building a shared understanding for the need for 
change in the model of primary care access in Invercargill, particularly after 
hours. The key deliverable is to establish a sustainable and accessible after 
hour’s service in Invercargill. 

 
o Implement Ki Haumaru te Kaika pilots. A Cosy Homes Initiative in Dunedin and 

Invercargill that is modelled on the Ministry of Health’s Healthy Homes 
programme in operation in selected North Island District Health Boards.  
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1.2 Hospital admissions for children 0-4 years with a primary diagnosis of dental conditions  

Measure description:  Standardised rate per 100,000 as per non-financial quarterly measure – system integration 1 
2020/21 Improvement Milestone: Maori children <1,213 

Baseline Data: Activities that will enable us to achieve the Improvement Milestone 

 
Hospital admissions for 
children aged up to 
four years with a 
primary diagnosis of 
Dental conditions 

Ethnic 
Group 

12 months to 
March 2016 

12 months to 
March 2017 

12 months to 
March 2018 

12 months to 
March 2019 

12 months to 
March 2020 

Maori 1,165  947  1,230 1,188  1,277  
Total 873  785  1,005  1,003  855  

 

 

o Promote oral health services through health promotion teams for preschool 
children to increase oral health examinations provided to children under two 
years, commencing at age six months Q1-Q4 

 

 

o Increase engagement of the dental service with kaupapa Māori health 
services and WellChild providers and preschools to achieve a reduction in 
dental caries. This will be delivered through the Southern Harti Hauora 
Assessment programme. Actioned by Māori health Navigators. 

 

o Prioritise Māori and Pacific children into the dental service with a targeted 
enrolment pathway. (EOA) 

 
 

o Implementation of the Southern Harti Hauora Assessment programme for 
Maori ASH 0-4 that supports whanau self-management, referrals and 
engagement of health and wellbeing services e.g. kaupapa Māori health 
service enrolment, general practice enrolments, enrolment with oral health 
services, stop smoking services, cosy homes, car seat rentals, safe sleep, and 
health screening programmes. Southland (Q1)  (EoA)  
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2.0   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 day’s rate for Total population has reduced steadily since 2013. Our Māori and Pacific population generally has a higher bed days however the trend 
demonstrated in the data is improvement for both groups. 
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. 
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 day’s 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 

 

Actual Acute Bed Days per Capita Rates 

 
Estimated 

Popn Acute Stays 
Acute Bed 

Days 
Standardised Acute Bed Days 

per 1,000 Popn 

DHB of Domicile 
Year to Dec 

2019 
Year to Dec 

2019 
Year to Dec 

2019 
Year to Dec 

2017 
Year to 

Dec 2018 
Year to Dec 

2019 

Southern 339,180 38,359 130,928 383.8 352.0 349.7 
National 4,917,220 621,889 2,067,733 426.2 410.9 398.6 

 
Ethnic Group Comparison- Standardised Acute Bed Days  

 Estimated Popn Acute Stays Acute Bed Days 

Standardised Acute 
Bed Days 

per 1,000 Popn     

Year Year to Dec 2019 
Year to Dec 
2019 

Year to Dec 
2019 Year to Dec 2017 

Year to Dec 
2018 

Year to Dec 
2019 

Maori 35,980 4,068 10,529 432 418 402 
Pacific 7,570 1,060 2,594 614 499 474 
Other 295,630 33,231 117,805 379 343 341 
Total 339,180 38,359 130,928 384 352 350 
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Where do we want to be? 
Long term improvement milestone:  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. 

Improvement Milestone for 2020-21: 331 Standardised Acute Hospital Bed Days per 1000 Capita. 381 standardised bed days for Maori per 1000 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?  
Over the 2020-21 year the SDHB along with WellSouth PHO will develop joint capability within our health system to use the SLM framework. Along with better coordination and building of 
capacity and capability, new initiatives will be prioritised for implementation that meets the health and wellbeing needs of the population.  Key to reducing our ALOS is better management  
 
To reduce acute admission for Māori, improved and timely coordination of care between secondary, primary and community is needed to better support Māori in health care choices, self-
determination and management of health needs to stay well at home.  
 
Activities that will enable us to achieve the Improvement Milestones 

o The Māori Health Directorate will form a Clinical Māori Strategy Group to focus on the Acute Bed Days SLM.  
o Programme initiatives will focus on ōritetanga to improve Māori health outcomes. 
o Kaupapa Māori Health Services (secondary, primary and community based), the WellSouth Outreach Nursing Service and the Southern DHB Home Team will work to ensure a 

seamless pathway of patient/whānau care to minimize and reduce admissions. 
 

2.1 Inpatient Average Length of Stay (ALOS) for acute admissions  

Measure description:   Non-Financial Quarterly Reporting – Ownership measure  
2020/21 Improvement Milestone: Stay below the MOH target (2.35) 
Baseline Data               Activities that will enable us to achieve the Improvement Milestone 
2020/21 Improvement Milestone: Stay below the MOH target (2.35) 
 

DHB Stays Bed Day 
Equivalents 

Unstandardised 
Average Length of Stay 

Standardised 
Average Length of 

Stay 

Southern    36,061  91,761  2.54 2.38 
     

 

o Continue roll out the Home Team initiative, supporting early discharge and 
avoided admission with an integrated inter-professional team in Dunedin 
and Invercargill.  

 
o Kaupapa Māori Health Services (secondary, primary and community based 

providers), WellSouth Outreach Nursing Service and the Home Team, will 
assist in the coordination of care for Māori who present to the hospital with 
the aim of minimizing and reducing admissions. Focus will be on the 
following conditions; (EOA) 

 ED presentations 
 DNA (Unable to attend) 
 Maternity 
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2.2 Acute readmissions to hospital 

Measure description:    Non-Financial Quarterly Reporting – Ownership measure 8 
2020/21 Improvement Milestone:  <12.0% 
Baseline Data               Activities that will enable us to achieve the Improvement 

Milestone:   
 

 

 
Year to Sep 2017 Year to Sep 2018 Year to Sep 2019 

DHB of 
Service 

Readmission 
Rate 

Standardised 
Readmission 

Rate 

Readmission 
Rate 

Standardised 
Readmission 

Rate 

Stay 
Discharges 

Readmission 
Rate 

Standardised 
Readmission 

Rate 

National 11.80% 12.20% 12.00% 12.10% 951,766 12.30% 12.20% 

Southern 12.20% 12.20% 11.90% 12.00% 55,961 12.00% 12.10% 

 
 
 
 

o Continue the rollout 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.  
 

o Clinical pharmacists to focus on polypharmacy and 
targeted conditions to reduce medicines related re-
admissions.  

 
o POAC (Primary Option for Acute Care). Further scale the 

use of these services in primary care to prevent hospital 
admission.  

 
o Development of a Māori data policy that enables 

sharing of data and communication between primary, 
secondary and our Kaupapa Māori Health providers in 
following up Māori acute readmission.     

 
o Kaupapa Māori Health Services (hospital and 

community providers) will be involved with discharge 
planning that supports the patient/whānau to stay well 
at home.  A preventative approach to minimize 
readmissions will be the key focus. This will be 
delivered by Māori Health Navigators engaging with 
patients/whānau during their discharge planning 
process and ensuring that all appropriate referrals are 
undertaken to support the patient/whānau to stay well 
at home.  EOA) 
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2.3 Ambulatory sensitive hospitalisations rate for 45-64 year olds (per 100,000) 

Measure description:  Standardised rate per 100,000 as per non-financial quarterly measure – system integration  
2020/21 Improvement Milestone: Maori Adults <4867 

 

Baseline data: Activities that will enable us to achieve the Improvement Milestone 
Five year trend ASH 45-64 to March 2020 

Ambulatory 
sensitive 

hospitalisations 
rate for 45-64 
year olds (per 

100,000) 

  12 months to 
March 2016 

12 months to 
March 2017 

12 months to 
March 2018 

12 months to 
March 2019 

12 months to 
March 2020 

Maori 4,249  3,848  4,909  4,746  4,976  

Total 2,837  3,002  3,006  2,914  2,952  

 
 

 

o Formation of a Māori Health Clinical Group by the Māori Health Directorate 
to review and advise on clinical activity that impacts on admissions and 
readmissions. This group will provide clinical governance for the Māori 
Health directorate.  

 
o Kaupapa Māori Health Services (secondary, primary and community based 

providers) and the Home Team, will assist in the coordination of care for 
Māori who present to the hospital with the aim of minimizing and reducing 
admissions. Focus will be on the following conditions; (EOA) 

 ED presentations 
 DNA (Unable to attend) 
 Maternity 
 Respiratory/COPD 
 Cardiovascular Disease 
 Stroke 
 Diabetes 

 
o Implementation of the Hauora Wellness Checks for Māori populations (aged 

50 years+) using the WellSouth Call Centre with a specific focus on tikanga, 
manaakitanga and whanaungatanga. The aim is to minimize and reduce 
admissions to hospital by: 
- Enrolment to General Practice/Designated Practice, for those 

unenrolled.    
- Re-engaging Māori with their General Practice for self-management of 

care and access to screening programmes.   
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3.0   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 the New Zealand average. 

The primary care patient experience survey has been taken up by all but 9 General Practices in Southern DHB. Those who have not engaged with this survey undertake their own survey of 
patient experience. 
Measure description 

As per HQSC – patient experience reporting/ Communication Domain 

Baseline Data   
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Where do we want to be? 
Long term improvement milestone:  Consistently scoring at least 9/10 for each domain in the adult inpatient experience survey by 30 June 2022 

Improvement Milestone for 2020/21: As for 3.1 below 
Rationale:   The SDHB will focus on its worst performing measure and implement actions to improve this measure. Currently this sits within the communication domain relating 
to medication advice provided to patients going home.  

How will we get there?  
Focus for improvement will be on the lowest scoring areas in the previous year, aligning to government planning priorities. For 2020/21 SDHB and WellSouth PHO will focus on improving the 
lowest performing scores in the communication domain.  

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

Measure description: As per HQSC patient experience reporting.  
 
2020/21 Improvement Milestone: To improve SDHB > 5.3  To improve WellSouth PHO > 5.5 

Baseline Data Activities that will enable us to achieve the Improvement Milestone 
Southern DHB 
 

 
 
 
WellSouth PHO 

Here are some questions about 
your medications prescribed or 
recommended by a doctor, nurse 
or pharmacist (outside hospital). 
Were you told what to do if you 
experienced a side effect? 

National Southern 

5.5 5.5 

 

 
o Continue to develop a coordinated approach to using the University of Otago polypharmacy 

clinic for SDHB patients.  
 

o Support medication management within the SDHB Home Team patients using WellSouth 
Clinical Pharmacists. WellSouth Clinical Pharmacists will work closely with the SDHB Home 
Team to support staff and patients with medication education and advice. This patient cohort 
represents high needs LTC patients who are discharged from hospital but require additional 
support at home. Actions will be to provide medications advice on an as required basis to 
Home Team staff and their patients, and for clinical pharmacist’s services to be able to be 
referred to by the Home Team as appropriate.   

 
o Southern DHB staff to prioritize and engage with Kaupapa Māori Health services (hospital and 

community) who are already identified as working with the patient/whānau to support health 
literacy and medication management. This will be delivered by the Maori health navigators 
coordinating access between the patient and providers. 
 

o Roll out the new LTC - CLIC service in partnership with WellSouth PHO and practices that are 
currently a part of the Health Care Home programme of work, delivered through a community 
pharmacy/general practice pilot. This will ensure that high risk stratified LTC patients in the 
community receive effective medicines support and have pharmacy involved in their MDT 
routinely. This will pilot will go live during 2020. 
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4.0   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.  

Disparities between Māori and non- Māori amendable mortality rates persist, with Māori rates 46% higher than non- Māori. 
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 

Southern age standardised rates – Top 
amenable mortality deaths, 0-74 year 

olds, 2016 
Coronary disease 86 
COPD 56 
Suicide 40 
Cerebrovascular diseases 33 
Female breast cancer 24 

 

 

 

  
Māori Pacific non-Māori, non-

Pacific 
Total 

DHB of domicile Deaths Rate Deaths Rate Deaths Rate Deaths Rate 
Southern 192 158.9 32 138.7 1729 86.1 1953 91 
Total New Zealand 5972 197.4 2291 75.1 19181 75.1 27444 92.6 

 

 

Where do we want to be? 
Long term improvement milestone:  Reduce and maintain amenable mortality rates to fewer than 46 people per 100,000 population by 30th June 2022, with equity of outcome 
for Māori. 
Improvement Milestone for 2020-21: 5% reduction in the Southern Maori rate to 150.9 per 100,000. 
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?  
Activities that will enable us to achieve the goals 

o Formation of a Māori Health Clinical Group to provide advice, review current data and activities to address Māori health equity for amenable mortality outcomes.    
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o A list of actions, milestones and key accountabilities will be presented to ALT for inclusion in the 2020-21 SLM Implementation plan. With an equity focus (EOA) Focus will initially 
be on improving uptake of cervical screening for Māori women. 

4.1 Primary Health Organisation (PHO) enrolled women aged 25 to 69 years who have received a cervical smear in the past 3 years  

Measure description: Measured on Rolling three year basis, information provided by National Screening Unit 
2020/21 Improvement Milestone: Maori Enrolled Women >80% 
Baseline Data                Activities that will enable us to achieve the Improvement Milestone 

  2017/18 2018/19 2019/20 

  Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 

Target 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 

Southern 78% 78% 78% 77% 78% 78% 78% 75% 75% 75% 75% 
  

Maori 64% 63% 66% 68% 69% 69% 70% 69% 69% 69% 69% 
  

 

o Cervical Screening Events will be held in Dunedin and Invercargill 6 weekly with a focus 
on priority populations. 
 

o Cervical Screening Events will be held bi-annual with a focus on rural areas of North 
Otago and Central Otago. 

 

o A pilot project will occur in partnership with the Mornington Health Centre linking with 
the Interpreter Service to engage with women across all health determinants.  (EOA) 

 

o Māori Health Directorate to support the building of relationships and health literacy 
between Southern DHB Sexual Health Services and Kaupapa Māori Health Services that 
will increase the uptake of sexual health services for Māori populations, in particular to 
reduce DNA’s (unable to attend appointments).” This will be delivered by Māori health 
navigators coordinating access between the patient and providers when patients are in 
secondary care. The Māori Health Directorate will support this activity by contacting 
Sexual Health Services and Kaupapa Māori Health Services directly on an ongoing basis 
to problem solve and connect these services in open dialogue.  

 

o The Service to engage with women across all health determinants through direct contact 
with Key Stakeholders in the wider community.  (EOA) 
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4.2 Faster Cancer treatment  

Measure description:  Patients who receive their first cancer treatment within 62 days of being referred with a high suspicion of cancer and are seen within two weeks to receive their first 
cancer treatment 
2020/21 Improvement Milestone: 95% 
Baseline Data                        Activities that will enable us to achieve the Improvement Milestone 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

o Formation of the Māori Health Clinical Group to monitor and provide advice for 
Faster Cancer Treatment with the Cancer Coordination team during 2020. 
 

o Review resources for the Māori cancer Kaiarahi navigation services based in the 
community across the district and provide support to connect with Kaupapa Māori 
Health Services (hospital, primary and community).  (EOA) this will be actioned by the 
below additional resource. 
 

o Appointment of a Māori Cancer Clinical Nurse Specialist based at Dunedin Hospital to 
provide support for Māori whānau who receive cancer services.  
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5.0   Youth System Level Measure “Youth are healthy, safe and supported” 
Where are we now?  Youth System Level Measure Summary 
We have selected the Domain “Mental Health and Wellbeing”. 

Measure description 
Measure description: Intentional self-harm hospitalisations (including short-stay hospital admissions through Emergency Department) for <25 year olds  
 

Baseline Data 

Numerator Total number self-harm hospitalisations (10-24)  
Denominator  Youth Domicile Population (10-24) Source: MoH provides annually 

 
 

  

Populati
on 

Number 
of Self 
Harm 

Hospitali
sations - 

Total 

Actual 
Self 

Harm 
Hospitali

sation 
Rate (per 

10,000 
popn) 

Age Standardised 

Self-Harm Hospitalisation Rate  

(per 10,000 population) 

Ethnicity 
Year to 

Sep 
2019 

Year to 
Sep 

2019 

Year to 
Sep 2019 

Year to Sep 
2017 

Year to Sep 
2018 

Year to Sep 
2019 

Maori 5,665 21 37.1 28.8 33.3 40.7 

Pacific 1,175 4 34 18.5 25.3 36.4 

Other 28,150 84 29.8 25.7 25.6 28.8 

Total 34,990 109 31.2 25.8 27 30.4 

 

 

 
 

 

 

 

 
 

 
  

 

40.7

36.4

28.8

30.4

0 20 40 60

Maori

Pacific

Other

Total

Year to Sep 2017
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Where do we want to be? 
Long term improvement milestone:  DHB has primed our Network Leadership Group to be aware of the potential impact of the implementation of the Mental Health Inquiry 
recommendations 
Improvement Milestone for 2020/21:  To reduce the rates for Maori < 40.7 
 
Rationale:    
Intentional self-harm typically expresses an attempt at emotional regulation in the face of trauma or distress.  It is typically triggered because of relationship difficulties,   trauma, bullying, 
alcohol or drug misuse, adjustment and stigma for sexuality or gender issues, or similar stressors.   
Alignment to annual plan will offer a better fit with resource allocation and potentially engage other sectors to contribute to this outcome, for example, through community engagement and 
activity in activity in violence prevention programmes in Waitaki and other Districts.   
The data interrogation will enable a better understand of the principal cause of self-harm across the district and allow for more focussed interventions, for example, if alcohol and drugs are the 
main contributory to self-harming in most areas, then programmes that focus on AOD awareness and harm reduction should be more successful in reducing self-harm numbers at ED.  

How will we get there?  
Through the identified activities that contribute to self-harm reduction – based on a more detailed understanding of the contributory factors to self-harm presentations at ED.  
Data interrogation and alignment to get full picture, alongside deeper understanding of the cause of self-harm to help inform appropriate interventions for reduction. 

5.1 Hospitalisations due to self-harm  

Measure description: Intentional self-harm hospitalizations (including short-stay hospital admissions through Emergency Department) for <25 year olds  

Baseline data - Southern DHB Activities that will enable us to achieve the Improvement Milestone 
 

 
 
 

  

Populati
on 

Number 
of Self 
Harm 

Hospitalis
ations - 

Total 

Actual 
Self Harm 
Hospitalis
ation Rate 

(per 
10,000 
popn) 

Age Standardised 

Self-Harm Hospitalisation Rate  

(per 10,000 population) 

Ethnicity Year to 
Sep 2019 

Year to 
Sep 2019 

Year to 
Sep 2019 Year to Sep 2017 Year to Sep 

2018 Year to Sep 2019 

Maori 5,665 21 37.1 28.8 33.3 40.7 

Pacific 1,175 4 34 18.5 25.3 36.4 

Other 28,150 84 29.8 25.7 25.6 28.8 

Total 34,990 109 31.2 25.8 27 30.4 

o Alliance Network Leadership Group (NLG) will use the SLM framework to inform 
actions for reducing mental distress in young people across the district in 2020 to 
2021.  The framework will be used to guide oversight of the operation and 
implementation of the actions below during 2020-21 

 
o Implement plan aimed at reducing Youth Self Harm in accordance with the Ko 

Awatea/Health Quality and Safety Commission Co-design in Care Case study  
• Complete Health Practitioner and Consumer Learnings projects Q1 
• Analyse data and organise into themes Q2 
• Develop and implement and action plan Q3 
• Complete process evaluation of implementation Q4 

 
o Supporting Parents, Health Children project activities 

Complete implementation of the Supporting Families, Healthy Children project, 
subsequent to gap analysis, followed by implementation plan roll out.  This work looks 
at extending the service, subject to MoH funding, and further engages with CMHTs, 
including training for single session family therapy. 
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o Resilience programme for youth (public health) 
SDHB Public Health Service to monitor implementation of the Kapehu Youth Resilience 
Project 
 

o Mental Health Inquiry activities 
Plan, with alignment to the government’s timeline for implementation of the Inquiry 
recommendations and the government guidance 
Create workgroups in each locality group to identify priorities from Inquiry report 
recommendations that are relevant to local communities and 
Identify how these priorities can be implemented collaborative by all local community 
partners to achieve outcomes 
 

 
 

Baseline Data – WellSouth PHO Activities that will enable us to achieve the Improvement Milestone 

Where are we now 
WellSouth will focus on improving access to primary care through 2020-21. The rationale is 
that improving the ability for our young people to access primary care in a timely way will 
reduce the incidence of, and need to present to ED for self-harm. 

Improvement Milestone for 2020/21: Access on the same day > 14% for Maori Women aged 
15-24. Patient portals offered by GPs > 60% and patient use > 15% 

Access to usual GP 

  
Total 
Population 

Maori 
Women Aged 
15-24 NZ Total 

Over a week 6% 5% 12% 
Within a week 50% 59% 48% 
Next working day 27% 23% 24% 
Same day 16% 14% 16% 

Use of Patient portals 

WellSouth PHO  Registered % total 
Patients using Portals 35135 11.40% 

Practices with Portals 43 55% 
 

WellSouth and Southern DHB are addressing issues of access in primary care; 

o There are two Health Improvement Practitioners (HIPs) and Health Coaches integrated 
with two General Practices in Southern currently, with another 8 FTE of each of these 
roles to be integrated over the next 12 months.  These roles will work closely with 
kaupapa Māori health services, the General Practice staff to provide wellbeing support 
to patients in a responsive, goal orientated, solution focused wellbeing approach.   

 
 
 
 
 

 

6% 5% 12%
50% 59% 48%

27% 23% 24%
16% 14% 16%

0%

50%

100%

Total Population Maori Women Aged
15-24

NZ Total

In the last 12 months, when you ring to make an 
appointment how quickly do you usually get to see your 

current GP?

Over a week Within a week Next working day Same day
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6.0   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 aims to reduce the rate of infant exposure to cigarette smoke by focussing attention beyond maternal smoking to the home and family/whânau environment. The measure aligns with the first core 
contact which is when the handover from maternity to Well Child Tamariki Ora (WCTO) providers and general practitioners occur. 
 
Previous research has shown that Mâori women aged between 18 and 24 years stand out as a group of particular concern, with 42.7% of this group reporting regular (daily) smoking, compared with 8.6% of non-
Mâori women of the same age. Young Māori women who are regular smokers are three times more likely to live in a household where there are other smokers compared with those who do not smoke. Therefore 
focus needs to be on reducing equity gaps for Mâori. 
 
This measure promotes the roles which collectively, infant and child service providers play in the infant’s life and the many opportunities for smoking interventions to occur. The patient benefit in this measure is a 
smokefree outcome for the baby's home and therefore no exposure of baby to cigarette smoke. This includes benefit for whoever is smoking in the house becoming an ex-smoker. 
 
The Ministry has been working with the WCTO providers to improve the quality and accuracy of this data.  Changes being implemented to improve the quality and accuracy of data will take some time. 
This data is provided for implementation of the System Level Measures programme and therefore should only be used for quality improvement purposes. 
 
Measure description 
Numerator 
Number of new babies, up to 56 days of age, with ‘No’ recorded for their WCTO contact question: ‘Is there anyone living in the house who is a tobacco smoker?’ (source: WCTO data set) 
 
Denominator 
Number of registered births by DHB of domicile (source: Ministry of Health NHI register) 
 
 
Baseline Data – 2018 

 

  Num Denom 
Rate of  

Smokefree Homes 

Year Jan 19 - Jun 19 Jan 19 - Jun 19 Jan 19 - Jun 19 July – Dec 19 
Maori 115 252 45.6% 46% 
Pacific Peoples 39 81 48.1% 55% 
Others 888 1,381 64.3% 71% 
Total 1,042 1,714 60.8% 66% 
New Zealand 16,945 30,648 55.3% 59% 

 
 
 
 

  

Where do we want to be? 
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Long term improvement milestone:  95% of babies live in a smoke-free household at six weeks 
Improvement Milestone for 2020/21:  Increase the total percentage of Māori households being smoke free to 60% with a long term goal of 70% by 2024 
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. 
 
Activities: 
Increase the percentage of households having the smoking status checked and accurately recorded to 80%. In the 2020/21 year Southern DHB will continue to work with the four locally 
contracted WellChild Tamariki Ora providers and the MoH to improve data collection via the Ara Whānui reporting database. (Delete 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 quality and accessibility to live data to support the focus of 
collaborative district wide smokefree activities for pregnant women and whanau. 
 
 
 

 

  
 

How will we get there?  
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 smoke free homes and environments. The focus to achieve this will be on activity to impact on breastfeeding rates. It is likely that a new mother who is continuing 
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with breastfeeding their child is more likely to remain smoke free. We will also look at a number of activities to increase the number of children at four years of age who are living in a smoke 
free home. 

6.1 Percentage or number of infants who are exclusively or fully breastfed at six weeks from Lead Maternity Carer (LMC) care 

Numerator: Babies born during the reporting period with a breastfeeding status at LMC discharge of ‘Exclusive’ or ‘Full’ recorded in the National Maternity Collection (MAT)  
Denominator: Babies born during the reporting period with a breastfeeding status at LMC discharge of ‘Exclusive’, ‘Full’, ‘Partial’ or ‘Artificial’ recorded in the National Maternity Collection 
(MAT) 
2020/21 improvement milestone: 80% for both Maori and Non-Maori 
Baseline Data: Infants who are exclusively or fully breastfed at six weeks          Activities that will enable us to achieve the Improvement Milestone 
 

Infants who are exclusively or fully breastfed at six weeks 

Maori 71% 
Other 73% 

 

 
 
 
 
 
 
 
 

o Confirm gaps in breast feeding support services 
 

o Work with WellSouth to increase access to the Southern District peer support 
programme, with a  focus on Maori and Pacific women 

 
o Work with Maori and Pacific communities to support training of appropriate women 

to deliver the breast feeding peer support programme to these communities. (EOA) 
  

o Assess the Community Breast Feeding Support Service pilot to understand the 
challenges Māori, Pacific, refugee, high dep women experience in establishing and 
maintaining breast feeding  (EOA) 

 
o Hold a breast feeding hui with key stakeholders upon the release of the new national 

Breast Feeding Strategy with the aim of providing alignment and a more joined up 
approach to breast feeding activities across the Southern district  
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6.2 Pregnant women who identify as smokers upon registration                           

Measure description: Percentage or number of pregnant women who identify as smokers upon registration with a DHB employed midwife or Lead Maternity Carer who are offered brief advice 
and support to stop smoking 
Numerator: Number of pregnant women who identify as smokers upon registration with a DHB employed midwife or Lead Maternity Carer who are offered brief advice and support to stop 
smoking  
Denominator: Number of pregnant women who identify as smokers upon registration with a DHB employed midwife or Lead Maternity Carer 
2020/21 Improvement Milestone: (National target 90%) 

Baseline Data Activities that will enable us to achieve the Improvement Milestone 

Percentage of women identified as smokers at first registration. 

Overall Smokers % Women giving Birth 

Total 7411 13.1 56607 

Southern 477 14 3419 
 

 

Nationally, Maori women have a smoking rate of 34.5% on first contact with an LMC 

 

Percentage of women identified as smokers two weeks after birth. 

Overall Smokers % 

Total 5680 10.5 
Southern 378 11.5 

 

 

 

o Streamline the process for referral from LMC’s to the Southern Stop Smoking 
Service and incentive programme, then progress to setting a quit date.   
 

o Provide education to the WCTO and Lead Maternity Carer workforce regarding the 
new measure and ensure questions and data recording is consistent. 
 

o Programme of education to General Practices around the first contact being an 
appropriate time to refer into the smoking cessation service. 
 

o Prioritize pregnant Māori wahine and whānau for referral to the Southern district 
Stop Smoking Provider.  This will be the focus of all referral sourced into the Stop 
Smoking Service, incentivised by the stop smoking incentive programme. The aim 
is to ensure engagement in the Smoke free Pregnancy Incentive programme and 
wahine are supported to stop smoking and continue to be Smoke free after baby is 
born. The service will report on referral numbers, enrolments and successful quits 
for pregnant Māori wahine and whānau. 
 

o Assess and make recommendations on the post-natal extension to Southern Stop 
Smoking Incentive Scheme (SSS Incentive Scheme) for pregnant women after it 
has been in place for six months (EOA).  Post-natal extension to take place Q1.  
Assessment will be completed and recommendations made in Q3. 
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6.3 Pregnant women registered with a Lead Maternity Carer within first trimester of pregnancy                           

Measure description: Pregnant women registered with a LMC within the first trimester of pregnancy 
Numerator: Total number of women who register with an LMC in the first trimester of pregnancy.  
Denominator: Total number of women who register with an LMC 
2020/21 Improvement Milestone: >77% registration for Maori 

Baseline Data Activities that will enable us to achieve the Improvement Milestone 
 

Registration with an LMC in the first trimester of pregnancy 
Rate (%) of women giving birth (all ethnic groups), residing in the Southern DHB area, 2009–

2016 
  2009 2010 2011 2012 2013 2014 2015 2016 2017 
All 
births 57.6 59.8 62.8 64 65.4 67.8 70 71.9 72.3 

Southern 62.9 65.9 70.6 73.4 76.3 75.8 77 77.9 78.1 
Maori 54.2 52.7 61.6 65.5 70.1 70.4 72 70.7   

 

 

 

o Increased booking in first trimester project:   
 
Background: Although more than 78% of all pregnant women in our District book 
with a midwife in the first trimester of pregnancy, young Maori and Pasifika 
women are more likely to miss out on care in the first trimester.  Young and Maori 
women are more likely to use tobacco while pregnant.  Missing care in the first 
trimester is a missed opportunity to make health behaviour changes at an early 
point in the pregnancy to decrease risk of harm such as preterm birth, intrauterine 
growth restriction, and SUDI. 
   

o We will work with Māori midwives and kaupapa Māori health services and 
Pasifika community agencies to develop written and video resources targeting 
young Maori and Pasifika women and their families to reinforce the message to 
get care with a midwife as soon as they are pregnant. 
 

o Once developed, the written and video resources will be distributed in culturally 
appropriate venues to reach the target audience, as well as available online and 
on social media. 

 
 

Pregnancy and Parenting  
o Plunket to work with the Pacific Trust Otago on incorporating pacific culturally 

appropriate content into the pregnancy and parenting training sessions held at 
the Trust premises Q3.  The intention is to increase the number of Pacific women 
and their whanau attending pregnancy and parenting sessions in Dunedin by Q4 
(EOA) 
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