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Introduction  
The System Level Measure (SLM) Framework is a Ministry of Health led tool for 

integration to support District Health Boards to work in collaboration with primary 

care, community and hospital. There is a focus on children, youth and vulnerable 

populations, and this work is included as part of the district’s annual planning with the 

overall improvement targets and plan set locally while sitting within the appendix of 

the Annual Plan. 

 

Signatories 
 

The 2020/2021 milestones, contributory measures and activities have been decided and 
agreed by the below parties: 

 

 

 

    

 

 

 

 

  

 

 

 

 

Kevin Snee 

Chief Executive Officer  

Waikato DHB 

 

 

Helen Parker  
Chief Executive Officer 
Pinnacle Midlands Health Network 

 
 
 
 
Simon Royal 
Chief Executive Officer  
National Hauora Coalition 
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Executive summary 
Waikato DHB, Pinnacle Midland Health Network, Hauraki PHO and National Hauora 

Coalition have jointly developed a 2020/21 System Level Measure (SLM) Improvement 

Plan. Quality improvement is at the heart of this plan with continuous improvement in 

the quality of care delivered and health outcomes experienced by our population being 

the main goal. We know we can improve health system performance through focusing 

on making the health care delivery effective, efficient and sustainable. 

The SLM framework and subsequent plan has been developed in response to the 

Health Quality and Safety Commission (HQSC) and the Ministry of Health call for 

greater recognition of the value of quality improvement and shifting resources 

accordingly to deliver on the key government priorities and to meet the goals of the NZ 

Triple Aim. 

With equity of health outcomes being at the forefront of priorities in the Waikato District, 

this improvement plan has been developed with a Māori and Pacific lens to ensure our 

priority populations are at the centre of any quality improvement activity undertaken. 

Equity gaps for Māori and Pacific exist across all SLMs providing a great opportunity 

to develop targeted milestones and activities to address these gaps. 

All SLM partners are committed to developing additional contributory measures and 

activities over the medium to longer term and acknowledge that the annual SLM plan is 

a small snapshot of activity occurring across the sector in each of the six areas. 

Purpose 
The SLM Improvement Plan will be applied across the Waikato district. It summarises how 

improvement will be measured (contributory measures) and the high-level activities that will 

drive improvement across each of the six SLM areas towards achievement of the 

milestones. 

Background 
The New Zealand Health Strategy 2016 identifies ‘value and high performance’ as a key 

theme. This theme places greater emphasis on health outcomes, equity and meaningful 

results. Under this theme, the Ministry of Health has worked with the sector to develop 

a framework and suite of SLMs that provide a system-wide view of performance and a 

platform to deliver on the Government’s priority of improving the well-being of New 

Zealanders and their families. The six SLMs are the result of a clinically led co-design 

process over several months. They evolved from an initial list of over 100 measures. 

SLM plans are developed each financial year by Waikato DHB and our health system 

partners (primary care, community care and hospital) in accordance with Ministry of 

Health expectations. Measures within the plan are outcome focused and provide for 

continuous quality improvement and system integration. The six SLMs are set 

nationally and focus on children, youth and vulnerable populations. The contributory 

measures have been chosen based on local needs, demographics and service 
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configurations and are used to measure local progress against quality improvement 

activities. 

In the past, both the Waikato DHB and PHOs have had a challenging relationship.  

Recently, the relationship between the DHB and PHOs has improved significantly.  

There is also a strong evidence of PHOs also working collaboratively.   

The current nationally set SLMs include: 

0-4 Ambulatory Sensitive 

Hospitalisation 

ASH rates in 0-4 year olds seek to reduce 

admission rates to hospital for a set of 

diseases and conditions that are 

potentially avoidable through prevention 

or management in primary care. In 

children, these conditions are mainly 

respiratory illnesses, gastroenteritis, and 

skin infections. ASH rates are higher for 

Māori and Pacific children and 

addressing this inequity would 

significantly reduce potentially avoidable 

hospitalisation rates. 

Acute bed days 
                                                               
Acute hospital bed days per capita 
measure the use of hospital resources, 
predominantly relating to adults and older 
people. Effective management of long- 
term illnesses and disease prevention in 
primary care prior to hospitalisation and the 
provision of effective care in the community 
after discharge have the potential to 
reduce hospital bed days. 

Patient experience of care 

The patient experience of care 
measurement tools in primary and 
secondary care give insight into how 
patients experience the health care 
system, and how integrated their care was. 
Patient experience is positively associated 
with adherence to recommended 
medication and treatments, engagement in 
preventive care such as screening services 
and immunisations and ability to use the 
health resources available effectively. This 
measure will provide new information about 
how people experience health care. 

Amenable mortality 

Amenable mortality is a measure of the 
effectiveness of health care-based 
prevention programmes, early detection of 
illnesses, effective management of long-
term conditions and equitable access to 
health care. It is a measure of premature 
deaths in under 75 year olds that could 
have been avoided through effective health 
interventions at an individual or population 
level. 

Babies living in smokefree households 

Babies living in smokefree homes aims to 
reduce the rate of infant exposure to 
cigarette smoke by focussing attention 
beyond maternal smoking to the home and 
family/whānau environment. The measure 
at six weeks aligns with the first core 
contact which is when the handover from 
maternity to Well Child Tamariki Ora 
providers and general practitioners occurs. 
Smoking during pregnancy and exposure 
to smoking in early childhood strongly 

Youth access to health services 

Engagement with education, employment 
and training is critical as is building healthy 
relationships and making good choices. 
The youth SLM was co-developed with 
input from a broad range of people with a 
particular interest in youth health including: 
Ministry for Social Development, Ministry of 
Education, Office of the Children’s 
Commissioner, sector groups such as Ara 
Taiohi, Youth One Stop Shops, clinicians 
from across primary and secondary care, 
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influence pregnancy and early childhood 
health outcomes. This measure promotes 
the roles which collectively, service 
providers play in the infants’ life and the 
many opportunities for smoking 
interventions to occur. It also enables the 
health sector to connect infants and their 
family/whānau with maternity and 
childhood health care such as 
immunisation. 

academia, and the Ministry of Health. The 
Ministry also worked with youth agencies 
to facilitate several youth focus groups and 
one-on-one interviews to seek feedback 
from young people on what was 
meaningful to them and what this SLM 
should look like. 

 

Development of the plan 
This plan has been developed in partnership with Hauraki PHO, National Hauora Coalition, 
and Midland Health Network.  In light of COVID-19 we are realistic about what we will be 
able to achieve in 2020-21 as resources must be re-prioritised to focus on COVID-19, 
limiting capacity within the PHOs and the DHB for the foreseeable.  The plan also takes 
into consideration the experience(s) gained from the collaborative management of COVID-
19 pandemic. During this time regular PHO lead catch-ups and weekly inter-PHO clinical 
and operational meetings took place resulting in strengthened relationships and a 
coordinated approach delivering services that best meet the needs of our population. 

 Our commitment to Māori and Pacific health gain remains and the key focus of this 

plan is eliminating health inequities. To ensure we make real progress a number of 

achievable activities that build on those from 2019-20 have been agreed.  

The joint approach to SLMs allows the development of a plan that will enable quality 

improvement across the sector and ensure we are improving health outcomes for our 

population as one cohesive team. 

Structure 
The SLM plan has oversight from the Waikato Primary and Community Healthcare Alliance 
(Membership still being finalised but currently PHOs, DHB, Pharmacy, St John) who will 
receive quarterly updates on progress against the SLM activities. A smaller working group 
supported by the Alliance will be responsible for delivery and implementation of the 2020-
21 plan. 
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SLM 1: ASH 0-4 
Aim – Reduce hospital admission rates for avoidable conditions through prevention or management in primary care. 

 

DHB 
Ethnic 
Group 

12 months 
to December 
2017 

12 months 
to 
December 
2018 

12 months to 
December 
2019 

Performance 
Against Target 

Waikato Other 7,328  8,132  7,137  12% 

Waikato Māori  9,263  12,472  10,238  18% 

Waikato Pacific 10,804  14,867  10,924  27% 

Waikato Total 8,209  10,053  8,474  16% 

National Total 6,564  7,009  6,615  6% 

 

Rationale:  

Respiratory  

Respiratory conditions have been identified as one of five key areas that can contribute to Iwi and Government Whānau Ora aspirations. New Zealand has high 
rates of asthma with symptom severity greatest among Māori and Pacific children. Individual level interventions have been shown to be effective in reducing 
avoidable hospitalisations due to asthma. 

Enrolment 

We know from NCHIP data that infants who are enrolled early in general practice are less likely to be admitted to the emergency department, or to be subject to 
an ambulatory sensitive hospital admission. Early enrolment and engagement with primary care gives opportunity for timely immunisation, support with 
breastfeeding and smoking cessation services.   It enables maternal and child health to be accessible, and supports whānau to access services when needed 
through precall and recall activities. Early enrolment has more impact on Māori whānau than others, a universal process is needed to capture all Māori infants. 
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Improvement Milestone: What is to be improved, population group, by how much?  

Annual 5% reduction in ASH rate for Māori  and 7.5% for Pacific  

Waikato Activity 
Respiratory  

Increase uptake of children’s influenza vaccination to prevent 
respiratory admissions by: 

 PHOs will provide practices with information on the children 
who are in the eligible population 

 Prioritising vaccination of eligible Māori and Pacific children 

 use practice level data and quality improvement 
interventions to improve and monitor the improvement in 
Māori child immunisation rates   

 Co-design and trial community based immunization 
interventions targeting Tokoroa, Waharoa, Hauraki, 
Taumarunui and other hard to reach rohe 

 
Support a decrease in respiratory admissions with social 
determinants by: 

 Developing a partnership between Primary Care and 
Waikato DHB to further improve and promote referrals to 
healthy housing options. Making the BPAC referral 
process and the system easier for GPs to identify eligible 
whanau, make referrals, and report on the number of 
referrals made 
 

 Promote use of the a new BPAC referral form to Kainga Ora 

 Establishing a baseline for Whare Ora/healthy housing 
referrals 

Contributory measure 
 
 

Influenza vaccination rates for 
eligible Māori children. Target 
25% 
 
 
 
 
 
 
 
 
 
 

Number of referrals to healthy 
housing.   
 

 
 

Lead Responsibility 
 
 
PHOs 
 
PHOs 
 
 
PHOs 
 
DHB & PHOs 
 
 
 
 
 
 
DHB & PHOs 
 
 
 
 
 
PHOs 
 
 
PHOs 
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 Collaborating with Kainga Ora to instigate referrals through 
the patient’s practice for immunisation and hauora checks 

 PHOs and Te Puna Oranga work together to increase 
coverage of influenza immunisation for whanau closer to 
home 

 PHOs combining their efforts to improve Outreach 
immunisation 

 Opportunistic immunisation in hospital, whare, GP clinic and 
Accident and Medical settings 

 
PHOs 
 
 
DHB & PHOs 
 
 
 
PHOs 
 
 
DHB & PHOs 
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SLM 2: Acute bed days 
Aim – Improved management of demand for acute care 

 
Standardised acute bed day rate 100,000 (at December 2019) 

Ethnic Group Year to Dec 
2019 

Māori  695/100,000 

Pacific 582/100,000 

Other 433/100,000 

Waikato DHB is an outlier nationally for Stroke, Heart Failure and Neonates for Māori Bed days per population. The higher bed days per capita rate can be linked to 
poorer determinants of health outcome scores in the Waikato region, particularly obesity and deprivation levels, both of which are significant risk factors for Stroke. 

Rationale:  

Care Management 

Reducing unplanned acute admissions can therefore be interpreted as an indication of improving quality of care, in the hospital and/or primary care, ensuring that 

people receive better health and disability services. 

Māori are overrepresented in ASH conditions. 
 
Smoking 
Respiratory illness and its complications are a key issue for acute bed day use that we expect to be impacted   by activities in smoking cessation and adult vaccination 
in particular for influenza in eligible populations. 
 
Acute Demand Management Programme 
Acute Demand is driven by a range of conditions. A strategic approach to acute demand management requires continual demand/capacity oversight and continuous 
quality improvement across our system of delivery. 
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Improvement Milestone:  

 3% reduction for Māori populations by 30 June 2021 

 3% reduction for Pacific populations by 30 June 2021 

Waikato activity  

Care management  

 
Māori patients with ASH conditions (e.g. CHF, CVD,COPD, AF/ 

Stroke and Cellulitis) receive appropriate clinical support: 

 Māori patients who are eligible for a flu vaccine are 
targeted. 

 To encourage the patients to have their influenza 
vaccinations the practices: 

o Make phone calls 
o Text 
o Opportunistically vaccinate patients when they visit 

the practice, hospital, pharmacy, and accident and 
emergency centres. 

 PHOs to provide their general practices with prioritised lists 
to recall Māori, Pacific and other vulnerable patients for flu 
vaccinations, who have not already received their flu 
vaccination. 

 Practices to continue to operate their drive-through clinics as 
per COVID-19 management 

 General practices to provide targeted outreach for specific 
population groups such as Kainga Ora/Housing NZ tenants. 

 PHOs to run ongoing communication campaigns to 
encourage patients to have their flu vaccinations. 

 PHOs are also using their other home visiting services to 
administer the flu vaccinations. 

Contributory measure 
 
 
 
 
Seasonal target of 75% of Eligible 
Māori patients adults who receive 
the flu vaccine. 
 
Number of 75+ year olds ‘Other’ with 
two or more emergency admissions. 
 
Number of 65+ year old Māori and 
pacific with two or more emergency 
admissions. 
 
 
ASH rate for Māori adults aged 45- 64 
years old. Target 2% reduction. 
 
 
 
 
 
 
 
 
 
 
 

Lead Responsibility 
 
 
 
 
DHB 
 
PHOs & DHB 
 
PHOs 
 
 
DHB & PHOs 
 
 
 
PHOs 
 
 
PHOs 
 
 
PHOs 
 
PHOs 
 
PHOs 
 
PHOs 
 



12 
 

 PHOs to use their long term conditions staff to provide a 
mobile flu vaccination service delivered to the homes of high 
risk patients 

 PHOs and general practices to work alongside Te Puna 
Oranga, local Iwi and the wider Waikato network to reach high 
needs populations, especially Māori whānau and achieve the 
90% CVDRA target. 

 All outreach, community pharmacies and mobile services to 
ensure data is uploaded to the NIR in a timely manner, thus 
ensuring there is no unnecessary follow up for patients 
already vaccinated 

 

Smoking 

PHOs and Community Pharmacy will refresh their focus on 

smoking cessation with new resources to support practices. 

 
Patient outcomes related to harm from smoking will be improved 

by: 

 Incentivised personal and group smoking cessation 

support, by Māori  for Māori  

 Regular reporting rates and referrals to cessation support 

and rates of medication therapy in primary care. 

 Use of a surveillance reporting to monitor smoking 

prevalence by ethnicity and age. 

 
The importance of smoking cessation as an intervention will be 

promoted by: 

 Continued working with cessation providers, including 

pharmacy, to strengthen relationships and enable 

access and integrated approaches to care alongside 

primary and community services to increase the 

 
 
CVDRA rate for eligible Māori  and 
Pacific population 
 
 
 
 
 
 
 
 
 
15 to 74 year old PHO enrolled 
population who have had a smoking 
status of current smoker within the last 
15 months. 
 
ASH rate for Māori adults aged 45- 64 
years old. Target 2% reduction. 
 
Number of PHO enrolled patients 
who smoke offered help to quit 
smoking by a health care 
practitioner in the last 15 months. 
 
 
 
 
ASH rate for 45-64 year old Māori 
and Pacific. 
 
 
 
 

 
 
 
PHOs & DHB 
 
 
 
PHOs & DHB 
 
 
 
 
 
 
 
PHOs & DHB 
 
 
 
PHOs 
 
PHOS 
 
 
PHO and DHB 
 
 
 
 
DHB and PHOs 
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number successful quit smoking attempts.  

Further development of smoking indicators for quality, to inform 
primary care approaches and interventions from PMS. 

 

Acute Demand Management Programme 

As a result of the review of POAC, a cross sectoral Quality 

Improvement Group has been established to reduce the impact on 

ED and hospital services by providing care closer to home through 

the general practices.  

 

Systematically review ED presentation 

 Identify specific groups of patients or conditions that could 
be managed safely in the community through general 
practices. 

 Implement Frequent ED Attendees POAC Service to better 
manage the patients in the community for all age groups 
including pediatrics 

 General Practitioners will discuss and implement with the 
relevant Senior Medical Officer (excluding Emergency 
Department) a plan for the patient to be managed in the 
community and avoid acute hospital admission. 

 

 
 
 
 
 
PHOs to report ethnicity/age 
based utilization of the POAC 
service 
 
 
 
 
 
Decrease in frequent ED 
attendees presentations by 60%  
Frequent attendees include those 
with three or more ED 
presentations in 12 months. 

 
 
 
PHOs 
 
 
DHB & PHOs 
 
 
 
PHOs 
 
 
 
 
 
DHB & PHOs 
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SLM 3: Patient experience of care 
Aim – Improved clinical outcomes for patients in primary and secondary care through improved patient safety and experience of care. 

Rationale:  

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

For Waikato, the lowest scoring question within the Primary Care Patient Experience Survey is “In the last 3 months when you contacted your GP / nurse clinic 
about something important (other than booking an appointment), did you get an answer the same day?.” Our focus on improving our response rate score will 
include increasing the volume of patients registered on the Patient Portal’s will increase transparency of health information to patients (e.g. consult notes, lab 
results, medications) and in some cases the provision of secure messaging direct with their GP.  

Medicines Knowledge 
One of the consistently low scoring questions in the patient experience survey is that patients are not being informed of the side effects of prescribed medications.  

Improvement Milestone:  

• Improve same day response in primary care to 8.5 for all patients 

• Co-develop interventions that improve patients understanding of medication use (by ethnicity) by 10% for national patient primary and hospital survey 
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Waikato activity  

Improve survey accessibility for Maori, Pacific and other high 
need populations by offering alternative ways to participate i.e. via 
text, hardcopy, patient portal app, etc. 

 

Primary Care 

Continue to promote the primary care portal to consumers. 

Promotion activities will include: 

 Face-to-face discussion during consultation  

 Email to practice patients providing information and 

guidance on signing up to the portal. 

Improvements will be made where required (easy access, less 

cost). 

 

Develop and implement an improvement plan for the three lowest 
scoring questions in the PES. 

 

Medicines Knowledge 
Currently Waikato DHB have two dedicated pharmacist roles 
working through general practices with high risk patients with 
diabetes to improve their medications understanding and 
management.  The learnings from these will be used to further 
develop and expand the service.  

 
Using PDSA cycles of improvement, test co-designed 
multidisciplinary interventions likely to improve the patients 
understanding and management of medications.   

Contributory measure 
 

Survey response rate by ethnicity 

 

 

 

 

 

Increased patient portal. Number of 

patients registered to use general 

practice portals. 

 

 
Total patients registered/Total patients 
enrolled. 
 
 
 
 
 
 
 
Report, results related to interventions 
that appear to improve patients’ 
understanding of medications and 
condition management 

Lead Responsibility 
 
 
 
 
 
 
 
 
PHOs 
 
 
 
PHOs 
 
 
 
 
 
DHB & PHOs 
 
 
 
 
 
PHOs & DHB 
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SLM 4: Amenable mortality 
Aim – Reduction in the number of avoidable deaths and reduced variation for population groups. 

Rationale:  

Coronary/CVD 

Amenable mortality in the latest figures available (2016) shows Māori inequity at its starkest. 

 
In Waikato Māori amenable mortality numbers show a preponderance towards cardiovascular diseases. Well supported practices that are connected to their 

communities and have the right systems in place have the best opportunity to identify and engage with eligible patients, particularly Māori in their communities. 

 
With Māori men being at high risk for CVD this work will specifically target this population group.  Modification of risk factors through self-management, lifestyle 

and pharmaceutical interventions has been shown to significantly reduce mortality and morbidity in people with diagnosed and undiagnosed CVD and diabetes. 

Diabetes 

Diabetes affects 6% of the enrolled population with Māori and Pacific disproportionately represented at 6% and 11% respectively. Only 42% of diabetics have their 
HbA1c levels managed adequately and Māori and Pacific are once again overrepresented in these figures. (Figures as at Q3 2018/19) Focusing on diabetes 
management through the following activities will reduce these inequities as well as overall morbidity and mortality. 

Improvement Milestone:  

• For Māori and Pacific reduce amenable mortality rates by a total of 4% and sustain by 30 June 2023  
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Waikato activity  

Coronary/CVD 

Clinical Health pathways are implemented and accessed. 

 
PHOs to provide information to their practices of which patients 

are high risk of CVD and require follow up. Opportunistic 

screening will also take place when patients present.  

 

PHOs will continue to educate general practice teams in Equally 

Well approaches to improve access for Māori men with serious 

mental health issues to CVRA. 

 
Ethnicity based reporting will be completed to monitor and 
improve any equity gap. 
 

Diabetes 

Incentivising the improvement activity at practice level around 

diabetes management through a quality plan. These plans 

will incorporate the following initial activity: 

• Upskilling of practice nurses to help manage more 

complex diabetic patients. 

• Level 7 Diabetes paper to be promoted for all nurses 

 

• Provision of prioritised lists to practices to contact patients 

who need to be targeted for better control of diabetes with 

Māori and Pacific prioritised. 

 

• Referral of Māori, Pacific and other high risk population 

groups to culturally appropriate providers for self- 

management and support i.e. Whanu Ora and mobile long 

Contributory measure 
 
Clinical Health pathways rates of 

access. 

 
 
CVRA rates Māori males 30-44+ and 

rate of those with a > 15% risk with a 

management plan. 

 
 
CVRA rates for Māori. Target 90% 
 
 
Percentage of Māori and Pacific 
people with identified CVD risk who 
are prescribed dual therapy (primary 
prevention).  Target 60% 
 
Percentage of Māori with a previous 
CVD event who are prescribed triple 
therapy. Target 60% 
 
 
 
 
Proportion of people with diabetes 

who have an HbA1c<64, by ethnicity 

(Maori, Pacific and other).  

 

 

Rate of Diabetes Annual Reviews by 

ethnicity (Maori, Pacific and other)  

 

Lead Responsibility 
 

PHOs & DHB 
 
 
PHOs 
 
 
 
PHOs 
 
 
 
PHOs 
 
 
 
PHOs 
 
 
 
PHO 
 
 
 
 
PHOs 
 
 
 
 
DHB, PHOs, Pharmacies 
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term conditions teams 

 
• Develop and implement a diabetes model of care that will 

include pharmacist, nursing, general practitioner and DHB 

specialist services to specifically work with high risk patients 

with diabetes (HbA1c >80). This model of care will be co-

designed with iwi and Pacific partners using a locality 

approach. 

 

 

 

Proportion of people with diabetes 

who have an HbA1c<64, by ethnicity 

(Maori, Pacific and other).  

 

 

 

 
 
DHB and PHOs 
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SLM 5: Babies living in smoke free homes 
Aim – Reduction in the number of maternal smoking as well as the home and whanau/family environment. 

 

Baseline as at December 2019: 

Ethnicity Numerator Denominator 
% of babies living in smoke 
free homes 

Māori  271 960 28.2% 

Non-Māori  1167 1927 60.6% 

The equity gap between Māori  and Non-Māori is 32.4%. This is a small improvement on the 34% start point indicated in the 2019/20 Plan. 

 

Rationale:  

Pregnancy 

Equity: Significant equity gap between Māori and NZ European. This measure targets Māori results to enhance equity focus for monitoring and activity. 

Utilisation and access: Low numbers accepting referrals to smoking services. Smoking during pregnancy leads to increased carbon monoxide concentration in 

the blood of both the mother and her baby, resulting in reduced oxygen and nourishment available to the baby. This increases the risk of babies being born 

with a low birth weight and increases the risk of neonatal mortality, sudden and unexpected death in infancy and long-term respiratory problems for the child. 

 

Lifespan 

Placing the spot-light on particular data sets has resulted in data quality improvement in the past and it is anticipated this will occur for these datasets as well.  

Improvement Milestone:  

• A reduction in the equity gap between Māori and non-Māori living in a smoke free household at 6 weeks from 34% to 17%. 
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Waikato activity  

Pregnancy 

Increase referrals to maternal incentives smoking cessation 
programmes by 10% for pregnant women and whānau. 

Implement the toolkit that enables the use of the Tupeka Kore 
framework in primary care (LMCs/GPs/Well Child Tamariki Ora) 

 
Hapu Mama (our District wide maternity support programme for 

pregnant Māori women) will have increased capacity for 

smoking cessation support for pregnant mums. Initial activity will 

include: 

 

• Increased focus on being smoke free during pregnancy and 

providing stop smoking support and/or referral to Once and 

for All Stop Smoking Service.  

• Introduction of programmes such as Generation2040 and 

utilisation of associated Apps 

 

• Provide incentives to stop smoking for hapū mama (“Once and 
For All” programme). 

 

 

 

Lifespan 

Contributory measure 
 
Smoking cessation referral rates for 

Māori and Pacific. Target 10% 

increase. 

 
Smoking rates of postnatal women 

and households at 6 weeks (by 

Māori, Pacific, Other and Total). 

 
Smoking cessation programme 
completion rates for Māori and Pacific 
will increase by 25%. 
 
Smoking rates of postnatal women 

and households at 6 weeks (by 

Māori, Pacific, Other and Total). 

 
Number of smoking cessation 
referrals and quit rates 
 
DHB to audit the referral and “Once 
and For All” programme completion 
rates by ethnicity (Maori, Pacific and 
other). 
 
 
 
 
 

Lead Responsibility 
 
PHOs, DHB & LMCs 
 
 
PHOs, DHB & LMCs 
 
 
 
PHOs, DHB & LMCs 
 
 
 
DHB 
 
 
 
PHOs, NGOs 
 
 
DHB 
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The DHB will roll out training to Tamariki Ora providers and 

monitor their smoking cessation referral rates. 

 

Multi-stakeholder promotion of Smoke-free Environments 
(Prohibiting smoking in motor vehicles carrying children) Act 
comes into force on 28 November 2021 

 

Well Child Tamariki Ora enrolment 
rate by ethnicity (Maori, Pacific, Other, 
Total)  
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SLM 6: Youth 
Aim – Intentional self-harm hospitalisations including short-stay hospital admissions through Emergency Department for 12-24 year olds. 

 

Baseline is as per September 2019 , the latest national data available (at 3 June 2020): 

Ethnicity Waikato rate per 10,000 National rate per 10,000 

Māori  61.6 63.5 

Pacific 20.6 31.9 

Other 64.8 47.3 

Total 61.8 49.4 

 

These rates are a small improvement on the rates reported in the 2019/20 Plan (Total Waikato Rate = 63.3 per 10,000 and Total National Rate  = 
52.2 per 10,000). 

 

Rationale:  

Self-harm 

Poor understanding of current youth service availability and quality. To achieve health equity for youth, primary to tertiary services need to be accessible, 
appropriate and effective. The Waikato DHB region has no up to date needs assessment for youth in our region. Improved access to quality of care is required for 
youth in the Waikato region. Focus is on increased collaboration, enhanced understanding of youth needs and youth service provision, and increasing 
opportunities for alignment. 
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Improvement Milestone:  

5% reduction in intentional self-harm hospitalisations including short-stay hospital admissions through Emergency Department for 10-24 year old 

Waikato activity  

 

Waikato DHB to provide workforce development for school based nurses 
and GPs to improve their capabilities to appropriately assessment, 
diagnose, support and refer at risk youth for self-harm.  

 

Trial and test extended GP consultations for youth (12-24) who are 
experiencing anxiety.  

Contributory measure 

 

10% increase in referrals to youth primary 
mental health services. 

 

 

Number of extended GP consultations by 
ethnicity (Maori, Pacific, Total) 

Lead Responsibility 

 

DHB 

 

 

DHB and PHOs 
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Appendix 
 

2020/2021 SYSTEM LEVEL MEASURES (SLM) WORKING GROUP TERMS OF 
REFERENCE 

 

Purpose 

The purpose of the SLM working group is to bring together local experts across the sector 
to collaborate and recommend the following for the 2020/2021 measure 

 An improvement milestone 

 Quality improvement activities to achieve system level measure improvement 

 Contributory measures that allow monitoring of progress 
 

Specific responsibilities 

 Identifying improvement milestone (Where we want to be) 

 Identifying activity and provider that will impact the contributory milestones and 

supporting measures. This could be current, planned i.e. listed in annual plan or 

new activities ideas (How will we get there?) 

 Selecting the most relevant contributory measures 

 Identifying wider supporting measures which assist the delivery of the system level 
measure but are not the nominated contributory measures 

 Oversee activity agreed that will impact the milestones 
 

Outside of scope 

 Funding related decisions 
 

Linkages  

The improvement milestones chosen should take into consideration the strategic priorities 
across the region, particularly reducing inequity and should aim to: 

 Align to current strategic priorities 

 Align to current alliance work programmes and activities 

 Information that is already collected and readily available; and where possible 
aligned across the region 

 Relevant to family and whānau, clinicians and managers 

 Relevant to vulnerable population including but not limited to older people and 
children 

 Impacting on a reasonable sized population 

 Desirable with regard to a return on input investment 
 

Terms of membership 

Each PHO operating in the Waikato District have been asked to provide a 

representative. Representatives from appropriate providers and the DHB are also 

included. Membership may change dependent on each organisations desired attendee. 

A delegate may represent members on the proviso that the delegate has the ability to 
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report to their own services/organisations and can make informed contribution to 

discussions. 

 

Accountability 

The working group are an expert advisory group and will make recommendations to 

either the Waikato Child Health Network, Demand Management Advisory Group or Inter 

Alliance as determined below. 

 

Governance 
Waikato DHB’s leads for SLM are: 

 Clinical Director, Primary and Integrated Care (position vacant) 

 Executive Director, Strategy and Funding 

 Service Development Manager, Primary Care, Strategy and Funding 
 

The Waikato Primary and Community Health Care Alliance will have oversight for Waikato 
system level measures 

Midlands Regional Linkages will be in the form of information sharing. There may also be 
linkage with the Ministry team around data sources and SLM reporting. 


