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Wairarapa DHB SLM Plan Development 2020/21 
Collaborative Development 
 
The development of the SLM Improvement Plan specifically has been led by a collaborative SLM 
Development Group comprising Executives and Clinical Leads in the PHO and DHB. 
Other Groups that have been engaged with and/or provided with progress updates: 

• Community and Public Health Advisory Group 

• Tū Ora Compass Health Clinical Quality Management Committee 

• Tū Ora Compass Health Board 

• Wairarapa DHB Executive Leadership Team 

Links with Strategic Priorities 
The SLM development team agreed that the milestones for the SLMs should consider and align with strategic 
priorities across the sector, should focus on reducing inequity, and should be attainable while supporting the 
current performance of Wairarapa DHB. Our strategic priorities for the 2020/21 plan are based on our new 
direction, they are about changing our mind-set and looking at what is important to the communities we 
serve and making the best decisions for us and our children after us.   

 

Our Strategic Focus: 
 

Every Door is the right door Our gift of smallness enables better communication 
and seamless service provision 

Neighbourhoods Increasing mobility – services to where people 
work, live and play 

Serving the people of Wairarapa Tailoring services to meet the community’s needs – 
where they live. 

Manaaki Tangata Acknowledging the sovereignty/inherent mana of 
the individual in each interaction both in PHC and 
Secondary settings. 

 

The SLM milestones are also aligned with the National Health Strategy, and DHB performance measures as 
reflected in the DHBs 2020/21 Annual Plan. 
 

Strategic Objectives  
There are seven broad activity areas identified in the 2020/21 Annual Plan as needing to change to shift 
towards a responsive, effective health system that achieves equitable outcomes for our community. 

Activity Areas include:  

1. Integrated health and social services 

2. Strong Primary Care 

3. Older persons Care 

4. Easy access to services 

5. Close connections between primary and secondary care 

6. A fit for purpose hospital 

7. Building a sustainable workforce 

8. Tamariki-Mokopuna (our children and young people are our future) 

The cornerstone principles that will support effective change include consideration of the Treaty of 
Waitangi relationship, Equity, Change Readiness and a sustainable workforce 
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2020/21 System Level Measures 
From 1 July 2020 the System Level Measures remain: 

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

• Acute hospital bed days per capita 

• Patient experience of care 

• Amenable mortality rates under 75 years 

• Youth access to and utilisation of youth-appropriate health services 

• Proportion of babies who live in a smoke-free household at six weeks postnatal 

In 2020/21, 25% of PHO incentive pool funding will be paid on Quarter 4 achievement of the following 
three SLM improvement milestones and two primary care targets (to be confirmed):   

• Acute hospital bed days per capita 

• ASH rates for 0-4 year olds 

• Patient experience of care 

• Primary Care Target: Better help for smokers to quit 

• Primary Care Target: Increased immunisation for eight month olds.   

The 25% incentive funding is equally weighted across all five incentivised measures. 
 
 

The context of our 2020/21 Plan   
 

During the 2019/20 year key appointments have been made which include the Chief Executive, Executive 
Leader Planning & Performance, Chief Medical Officer and Chief Financial Officer.  These changes, combined 
with recent Tu Ora Compass Health local management change and the inception of new WDHB Board 
members means that 2020/2021 provides an exciting opportunity for taking the Alliance forward from its 
challenges over the past few years and improving effectiveness. 
 
Our 2019/20 plan outlined several key actions that we believed were required to lay the foundation for future 
service development.  Collectively we committed to renewing the Alliance Leadership Team and establishing 
local Service Level Alliances to replace previous sub regional arrangements.   This was intended to provide us 
with an operational framework to effectively monitor and evaluate our performance, and agree priorities 
and service improvement actions. 
 
We also recognised the need to modernise and free-up capacity in primary care to improve the management 
of patients in the community.  The implementation of the Health Care Home Model (HCH) across all seven 
Wairarapa practices is a major commitment for the PHO and practices.   Alongside this, managing Covid-19 
across the sector has been an increasing and major priority since late 2019-2020.  
   
The implementation of Health Care Homes and the proposed Hospital at Home Team, provide platforms for 
both planned Long Term Conditions and urgent care developments.  Covid-19 has necessitated a change in 
face to face health access for the Wairarapa population. This event has required the whole sector to review 
patient/client management, access and to consider the most vulnerable populations.  Health and associated 
support systems have needed to work collaboratively across sectors to optimise patient outcomes and 
protect the health of our most vulnerable groups within our community.  Lessons learnt from Covid-19 that 
improve service integration and inter-sectorial collaboration resulting in improved health outcomes for these 
groups, will be considered to support the development of the SLM plan moving forward. 
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Wairarapa DHB 2020/21 Annual Plan has a focus on equity priorities which are intending to narrow the health 
outcome gaps between Māori and other ethnic groups and if achieved, will demonstrably improve Māori 
health status. We have used the 2019/20 areas of focus as our starting point. 2020/21 is about making bold 
steps and working with a wider range of providers to achieve better synergy with the community and 
especially Whānau Māori, Pacifica and vulnerable whānau. Equity priorities are reflected in actions in the 
2020/21 SLM plan.  All contributory measures will be monitored by Māori, Pacific and other populations. 
Where this data is not currently collected, the Wairarapa DHB will ensure that steps are put in place to start 
collecting this data by ethnicity.  

 
The challenges we recognised a year ago have intensified.    The rapid population growth we experienced in 
recent years as people relocated from the major cities has continued during 2019/20.  Many of these 
immigrants to the Wairarapa are retirees, adding to our already relatively old population.  There is also an 
increasing percentage of the population who are young and Māori, and a first intake of refugees arriving to 
settle in Masterton in June 2020.  These changes have increased the disparity between population sub-
groups, with significant proportions of our population, particularly in Masterton, living in relative deprivation.  
In both the hospital and primary care there has been significant growth in acute demand.  Primary Health 
Care (PHC) continues to have workforce challenges including GP recruitment and skill mix, and this is an 
ongoing focus.  
 
In this context it has been crucial that we continue to progress our current work programme: 

• Incorporation of a WrDHB strategic direction, clinical services plan, wellbeing plan, Māori health plan 
and Pacific health plan;  

• Implementation of the Health Care Home model across all Wairarapa practices 

• Revision of the youth health strategy and implementation of the recommendations from the youth 
health service review. 

• Continued implementation of an integrated palliative care service 

• Continued implementation of the falls prevention programme 

• Participation in the ongoing development of Health Pathways and a new smart e-referral system 

• Covid-19 has necessitated fast tracking of a new acute care model ‘Hospital at Home Team’, initially 
supporting triaged/eligible patients with increased acuity in ARC, to be managed in place avoiding 
hospitalisation. 

 
Table 1 below summarises the headline actions that have been agreed as priorities for the 2020/21 year, and 
the intervention logic behind them. 
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Our 2020/21 Priority Projects 
 
Table 1: Our priority projects and the milestones they will impact on 

 ASH 
0-4 

Acute 
bed 
days 

Patient 
Experience 

Amenable 
mortality 

Youth 
access 

to 
service 

Babies in 
smoke free 
households 

The Alliance Leadership Team (ALT) will continue to be responsible for the development and 
implementation of the system level measures and will be accountable to the Board for the SLM 
Programme of work.  

✓ ✓ ✓ ✓ ✓ ✓ 

The Health Care Home (HCH) model has been implemented in all seven Wairarapa practices.  In 
2020/21 there will be a focus on embedding the new model to achieve: 

• Improvements in patient experience of healthcare 

• Improved satisfaction and sustainability of the workforce 

• Improved quality of care through improved access and a focus on prevention and early 
intervention 

• A reduction in the downstream impacts on the broader health system such as hospitalisation, 
emergency presentations and amenable mortality. 

✓ ✓ ✓ ✓ 

  

The ALT will monitor LTC quality indicators, and identify opportunities to work collaboratively to 
improve outcomes.  This activity will include reviewing: 

• the SLM contributory measures,  

• the Atlas of Healthcare Variation data 

• Health Roundtable data and  

• the Tū Ora Compass Health quality indicator data, 

System improvements to improve population health outcomes will be prioritised by equity. 
 
The ALT will use palliative care as a model for improvement for long term conditions services. MDT 
activity in this space will focus on diabetes and cardiac conditions.  
 
The ALT will have primary responsibility for the implementation of the acute bed days and amenable 
mortality measure improvement plans. 
  
 

✓ ✓ ✓ ✓ 
 

✓ 
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 ASH 
0-4 

Acute 
bed 
days 

Patient 
Experience 

Amenable 
mortality 

Youth 
access 

to 
service 

Babies in 
smoke free 
households 

A Service Level Alliance will identify and monitor system improvement in child and youth health 
services.  The SLA will monitor quality indicators including: 

• the WCTO quality framework 

• the SLM contributory measures, and 

• the Tū Ora Compass youth health quality indicator data 

and will make recommendations to the ALT on system improvements to improve child and youth 
health outcomes including increasing equity. 
 

The SLA will continue to focus on respiratory health for Māori under 5s, developing culturally 
appropriate antenatal and postnatal options for Māori, reconfiguring services to provide more 
support for high needs families and improving access to youth health services (in particular mental 
health support). 
 

The SLA continues to have primary responsibility for the implementation of the ASH 0-4, babies in 
smoke-free households and youth measure improvement plans.  

The SLA will also focus specifically on the development of youth services including the Youth clinic, 
services in South Wairarapa and school-based services. 

✓ 
 

✓ ✓ ✓ ✓ 

The Alliance believes there are opportunities to improve the patient experience of the health system 
as a whole by sharing PES results and NZ health survey results and combining quality improvement 
initiatives.  We will continue to conduct quarterly reviews of survey results and commit to an 
integrated quality improvement approach. 

  
✓ 
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The Wairarapa DHB/Tihei Wairarapa agreed Improvement Milestones for 2020/21 are: 
 

System 
Level 

Measure 

Key Improvement 
Milestones 

Date 2019/20 Target and latest results 2020/21 Improvement 
Milestone 

ASH rates for 
0-4 year olds 

Wairarapa Māori 0-4 years 
non-standardised ASH rate 
per 100,000 

End of 
Q4 

Reduce non-standardised Māori 0-4 
years ASH rate from 9,318 to <9,000 
per 100,000 population 
Target - Māori  0-4yrs  <9,000 
 
Baseline: Sep 2019 
Māori  0-4yrs = 8,136       
Other 0-4yrs = 5,276 

Reduce non-standardised Māori 
0-4 years ASH rate from 8,136 
to <8,000 per 100,000 
population 

Acute bed 
days per 
capita 

Wairarapa acute bed day rate 
per 1,000 
 

End ofQ4 Reduce standardised Māori acute bed 
days for DHB of domicile by 10% from 
553 to 500 per 1,000 population  
 
Baseline: June 2019 
 491per 1,000 population 

Reduce standardised Māori 
acute bed days for DHB of 
Domicile by 5% from 491 to 466 
per 1,000 population 
 
 

Patient 
Experience 
Survey 

Wairarapa Primary Care  
And Hospital services will use 
the new surveys, focusing on 
2 questions each for 
improvement purposes 
 
 
 

End of 
Q4 

Primary Care:  
New target for 2020/21 
We have 100% of practices transitioned 
and participating in the new PES. 
  
80% of people with YoC plan have 
completed Partners in Health Scale.   
 
20% Clients activated in the healthcare 
portal.  Dec 2019 = 14.6%. 
 
≤2 days the time to third next available 
appointment (TNAA).   
March 2020 = 3.6 days 
 
Inpatient:  
Target 2019/20 
Increase participation rates for Māori in 
the inpatient PES to 20%.   
June 2019 (Q4) Baseline =13%   
 
Increase inpatient PES communications 
domain score to 8.3 or above (the 
national average).  
Sept 2019 Baseline = 8.2 
 

Primary Care: 
To improve the results of the 
lowest scoring question in the 
Q4 PES by 1-2% by July 2021 
 
 
Inpatient: 
To improve the results of the 
three lowest scoring questions 
by 1-2% by July 2021. 
 

 

Amenable 
mortality 
rates 

Wairarapa total 0-74 
standardised AM rate per 
100,000 

End of 
Q4 

Reduce AM rate to at or below 105 per 
100,000 (5 year average)  
 
Baseline:2012-2016 5 year average 
Māori = 188.0  
Total = 94.7 

Reduce 0-74 years age 
standardised AM rate for Māori 
from 188 to at or below 165 per 
100,000 (5 year average) 
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Youth access 
to and 
utilisation of 
youth-
appropriate 
health 
services 

Access to preventative 
services: 
Increase Māori and Pacific 
adolescent dental coverage 
 
 
Intentional self-harm 
hospitalization’s (including 
short-stay hospital 
admissions through ED) for 
15 - 19 year olds 

End of 
Q4 

Access to preventative services:  
Increase Māori and Pacific adolescent 
dental coverage from 45% /40% to 55% 
by 30 June 2020  
 
Baseline: June 2018 
Māori = 45% 
Pacific = 40% 
(2019 data not yet available) 
 
Mental Health and Wellbeing:  
Decrease rate of self- harm 
hospitalisations for 10-24 year olds to 
50 per 10,000 population 
(standardised)  
 
Baseline: Year to Sept 2019 
44.9 per 10,000 
Māori rate = 80.4 
Other rate = 30.9 
 

Access to preventative services: 
Increase Māori and Pacific 
adolescent dental coverage 
from 45% /40% to 55% by 30 
June 2020 
 
Mental Health and Wellbeing: 
Decrease intentional self-harm 
ED presentations / 
hospitalisations of Māori 10-24 
year olds to a rate of 60 per 
10,000 population 
(standardised) 
 
Increase Māori and Pacific oral 
health utilisation to 55% by 30 
June 2021 

Babies in 
smoke-free 
households 

Percentage of babies that are 
six weeks old, who live in a 
household with no smoker 
present 

 

End of 
Q4 

Increase the total % of babies living in 
smoke free homes to 40% and Māori 
babies to 25% by 30 June 2020  
 
Baseline: June 2019 
Total babies = 57.2% 
Māori babies = 41.4% 

Increase the % of all babies 
living in smoke-free homes to 
60% and Māori babies to 60% by 
30 June 2021. 
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Ambulatory Sensitive Hospitalisations 0-4yo 

 

 
 

 
 
The number of ASH events is reasonably consistent over time (per graph 
above). The small number of actual ASH events in Wairarapa can cause 
significant swings in the ASH rate (non- standardised) figures (see table 
above).  
 
 
 

As a Wairarapa DHB system we want all our children to have a healthy start in life. One of the 
DHBs strategic goals is to improve child health and child health services in the Wairarapa 
Region. Our system will support all families to maximise their child’s health and potential.  In 
2019/20 WrDHB we achieved our goal of reducing the Māori ASH rates (non-standardised) for 
0 – 4 year olds to under 9,000 per 100,000.  We aim for a further reduction from the Sept 2019 
rate of 8,136, with a new target of under 8,000 per 100,000. 

SI 1: Ambulatory Sensitive Hospitalisations (ASH)  

 

 

 

 

Inequity for Māori children has reduced over the past year.  Comparative data is not available 
for Pacific children due to the small population, but we intend to monitor hospitalization’s for 
Pacific children at an individual level.   Upper and ENT respiratory infections, Asthma, 
Gastroenteritis/dehydration are the three largest drivers of admissions, especially for  
Māori children. 
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Milestone Actions Contributory Measures 
All contributory measures will be monitored by Māori, Pacific & Other Population where data allows 

Reduce Māori ASH rate for 0-4year 
olds from 8,136 to <8,000 per 
100,000 population  
 
 
 
 
 
 

• Embed enhanced whānau Ora services for families 
of children identified through LMC/WCTO needs 
assessments, those booked for dental treatment on 
the surgical bus and those with repeat respiratory 
admissions  

• Scope opportunities for increasing Whānau  Ora 
Navigation to include dental with  

         high needs children 0-8yrs. 

• % preschool children enrolled with oral health service 

• Hospital admissions for children under 5 years with dental as primary 
diagnosis 

 

Implement a comprehensive child health coordination 
services for 0-4 year olds establish in Q1 

• % of newborn enrolled with a GP by 1 year of age 

• % of babies who have received all core (well child Tamariki ora) WCTO 
contacts in first year of life 

Implement an enhanced model of care that increases the 
number of children proactively having fluoride applied 
biannually by the dental service.  Prioritising high needs 
children  

• Number of children who have had fluoride application 

• 5yr old DMF  

• Yr 8 DMF - measures 

To provide practices with lists of children who are 
potentially eligible for fluvax and continue auto-referral 
process to outreach for Māori and Pacific. 

• Fluvax 6 months to 4 years (Māori and other) 

Refresh and renew the pathways for children with repeat 
childhood respiratory presentations, including a referral 
to Ha Ngawiri program and healthy homes assessment.  

• 0-4 ASH Rate with a primary diagnosis of respiratory disease (Māori and 
other) 

• Number of referrals to the Ha NgaWiri program 

Implement the National Hauora Coalition program 
‘Equity generation 2040’ (early pregnancy assessments) 
during the course of 2020/21. 

• The number of early pregnancy assessments completed for Māori pregnant 
women.  
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Patient Experience of Care  

 
 
Adult Inpatient Patient Experience Survey (PES) -The Lowest scoring 
questions in the 2019 Q4 by percentage compared to NZ average. 

 

 

 
 

The Wairarapa health system encourages patients to provide feedback about their experience of care through 
our complaints and compliments process and by participating in the Adult Inpatient and Primary Care Patient 
Experience Surveys (PES). One of our priorities is to monitor results and feedback, and use them to inform and 
measure the impact of initiatives that are designed to improve outcomes and patient experience. 

A new provider (IPSOS) has revamped both the PHC and Adult Inpatient National Patient Experience Surveys 
(PES), available from July 2020.  We aim to have 100% of PHC practices transition and participating in the new 
PES.  Parallel to this, the management of Covid-19 since early 2020 has also seen significant changes in the way 
patients access PHC services.  There has been a major shift to remote and virtual access.  

A patient centered approach to care requires a shift in focus from participation and response rates to using the 
Survey feedback to create meaningful actions that support changes called for by the users of our service. In 
order to do this we will look more closely at our lowest scoring questions and also to consider what changes in 
service provision to keep and build on from learnings gained during our pandemic response.  This approach is 
patient centered and truly responds to feedback in a meaningful way for the users of our service.  
 
The Lowest scoring question in the 2019 Q4 Primary Health Care PES was: 

“After treatment or care plan was made were you contacted to see how things were going?” 

Wairarapa Primary Care will focus on 2 key areas in 2020-21 for improvement purposes.  The key areas of focus 
will be on feedback from questions related to access (in order to investigate observations made during Covid-
19), and the lowest scoring question in the 2019 survey related to follow up. The new Primary Care PES data will 
provide improvement opportunities for practices implementing the Health Care Home model for the 2020-21 
year.   

The Lowest scoring questions in the 2019 Q4 Adult Inpatient PES were: 

Communication Domain: “Did a member of staff tell you about medication side effects to watch for when you 
went home? 

Partnership Domain: “Did the hospital staff include your family/Whānau or someone close to you in 
discussions about your care?” 

Coordination Domain: “Do you feel you received enough information from the hospital on how to manage 
your condition after your discharge.” 

The key area of focus in 2020-21 for the adult in-patient survey will be on the lowest scoring questions in the 
2019 survey as above.   

Māori participation numbers in Q4 2019 (6 returned from the 48 sent out to Māori in Q4 2019) for Adult 
inpatient survey are insufficient to provide any meaningful data on consumer experience.  Improving models of 
engagement with Māori will be another focus area in 2020-2021. 

 

  

PHC Patient Experience Survey 
(PES) – The lowest scoring 
questions nationally by Practice 
DHB for Q4 2019.   
 

Percentage of respondents 
who answered “Yes, always”/ 
“Yes definitely” to the 
question:  
  
“After a treatment or care plan 
was made, were you contacted 
to see how things were going? 
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Milestone  Actions Contributory Measures 
All contributory measures will be monitored by Māori, Pacific & Other Population where data allows 

Primary Care Milestone: 
 
To improve the results of the lowest 
scoring question in the Q4 PES by 1-
2% by July 2021 
 

“After treatment or care plan 
was made, were you contacted 
to see how things were going?” 

All 7 practices will transition and participate in the new PES. 
  
Health Care Home model will be embedded across all 7 Wairarapa 
practices 
 
Follow-up: People with YoC plan have completed Partners in Health Scale 
annually (This scale gathers information on how the patient feels they are 
doing regarding self-management), YoC plan is adjusted accordingly. 
 
Access: PHO will review feedback from questions linked to Access Q33-
37 to identify opportunities for service improvement 2020-21. 
 

• Percentage of people with a YoC plan that have completed the ‘Partners in 
Health’ Scale annually. 

• YoC plans adjusted as necessary after feedback 

• Percentage of people activated in the healthcare portal 

• The time to third next available appointment (TNAA)  

• PES quarterly reviews completed 2020 
 

Adult Inpatient Milestone:  

To improve the results of the three 
following questions by 1-2% by July 
2021. 
 

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

 

 “Did the hospital staff include your 
family/Whānau or someone close 
to you in discussions about your 
care?” 

 

“Do you feel you received enough 
information from the hospital on 
how to manage your condition 
after your discharge?” 

To support the Reduction of unplanned hospital readmissions  
The coordinator of the new ‘Discharge Navigator role’ will identify and 
work with individuals at risk of readmission to address readmission risk 
factors. Risk factors include understanding medications, including 
family/whānau in discussions about care and having multi-disciplinary 
team involvement to ensure the patient receives enough information 
about how to manage their condition once they are discharged.  
 
To promote the use of the Health Navigator tool for staff and patients in 
the inpatient setting to support health literacy and pre-discharge 
discussion for self-management post discharge. This tool is already in use 
in the PHC sector and familiar to patients.  Promotion in an inpatient 
setting enables inter-sectorial continuity and integration with 
information tools for health promotion. 
 
Quality Team to work with the Māori Health team to develop WrDHB 
guidelines and promote the most suitable approaches and models of 
engagement with Māori that include family/whānau in discussion and co-
design of care plans and PES participation.  
 
To continue to embed the WrDHB organisational values, which include 
recognising the impact of communication on patient experience.  E.g. 
Sharing patient stories via staff communication systems and qualitative 
presentations to the Board.  

• Number of people at risk of readmission who have been introduced to 
health navigator. 

• Improvement in PES Participation rates, esp. for Māori 

• To see improvements in the Patient Experience Survey scores for the 
identified questions linked to communication, partnership and coordination 
in 2020-21. 
 

 



14 
  

 Acute Bed Days 
  

 

Better health for all is the WrDHB vision. We want our population to be well 
in the community and to receive appropriate care when they are not well. 
Our aim is to maintain acute bed days (standardised by DHB of Domicile) 
under 370 per 1,000, in 2020/21. A short-term goal for 20/21 is to better 
manage respiratory conditions in primary care, and for general practices, 
through the Health Care Home model of care which all 7 practices have 
adopted, to use stratification tools to identify populations at risk of admission 
and implement year of care planning.    

Over all, the Wairarapa standardised rate of acute bed days has continued 
to decrease with the latest results the lowest yet.  Our rate has consistently 
been below the national average for the past three years 

Respiratory conditions, especially in the very young, elderly and Māori, 
cerebrovascular disorders and fractures especially in the elderly are the 
largest drivers of acute bed day usage. 

Māori rates have improved with a drop from 553 to 491 per 1,000 from Dec 
2018 to June 2019. 

Milestone Actions Contributory Measures 
All contributory measures will be monitored by Māori, Pacific & Other Population where data allows 

Reduce standardised Māori acute 
bed days for DHB of Domicile by 
5% from 491 to 466 per 1,000 
population 
 

Continue the falls programme and specifically embed the 
Fragility Fracture Protocol for targeted management of 
bone health 

• Number of people 55+ years with low impact fragility fractures who have been referred  
to their GP service for bone health and falls risk assessment 

Implement trial of post discharge navigation with people 
identified at risk of readmission and their whānau to 
increase health literacy, self-management and resilience.   

• 75yr + readmission rate 
 

Continue to embed the Health Care Home model across 
the seven general practices 

• All practices showing progress in model maturity using the HCH maturity matrix 

Implement the Community Service Integration 
component of Health Care Home for patients identified 
as being at risk of hospitalisation  

To implement the ‘Hospital in the home’ model to 
support increased acuity patients in ARC 

• Number of people with Year of Care Plan compare to HCH goal for the 12 months 

• Number of patients supported in ARC who would otherwise have been admitted to 
hospital  

 

Develop and implement a clear COPD identification, 
assessment and management pathway to support 
consistency and continuity of care in primary care with a 
particular focus on Māori 

• COPD hospital admission rate 

 
 

 

Wairarapa DHB of Domicile – Ethnic Group 
Comparison –Standardised Acute Bed Days 
per Capita Rates 2017-19 
 

Acute Standardised Bed Days per 1,000 population by DHB 
 of Domicile by age group for the year to June 2017 to 2019 
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Amenable Mortality 

 

We want to have an effective WrDHB health system, for individuals and the population as a whole.  
Wairarapa DHB aims to maintain its 5 year average amenable mortality rate at less than 105 per 100,000.  
Our focus in 2020/21 and beyond continues to be on reducing the Māori amenable mortality rate.  Suicide 
continues to have a large relative impact on the rate at WrDHB.  We are continuing to develop an 
improved understanding (including by age and ethnicity), so effective solutions can be developed and 
implemented in future years. 
 

Wairarapa DHBs amenable deaths for 0-74 year olds between 2000 and 2016 has continued to drop 
steadily year on year from 155.9 in 2000 to 94.7 in 2016.   

Inequities remain with the Māori population continuing to have the highest AM rates (188 per 100,000 
compared to non-Māori 85.0). 

At Wairarapa DHB between 2010 and 2016, the most prevalent conditions for AM were coronary disease, 
suicide, COPD and land transport accidents (excluding trains) followed by diabetes and female breast 
cancer. 

Milestone Actions Contributory Measures 
All contributory measures will be monitored by Māori, Pacific & Other Population where data allows 

Reduce 0-74 years 
age standardised 
AM rate for Māori 
to at or below 165 
per 100,000 (5 year 
average) 
 
 
 
 

Continue to influence policy to improve healthy lifestyles through submissions to 
local councils and relevant national bodies e.g. supporting RPH submissions by co-
signing or co-presenting 

• Numbers of submissions  
 
 

Continue to provide More Heart and Diabetes Checks to eligible people with a 
priority Māori, Pacific and South East Asian 

Work with Māori Tane to co-design new ways to support heart health knowledge. 

• % PHO enrolled eligible population who have had a CVD risk assessment 
recorded in last 10years 

• % of Māori 30-44 year old men with CVRA completed 

Implement Access and Choice Wellbeing Support Initiative – 2.5FTE HIPs and 1 FTE 
HC and 1.5 FTE CSW. 

• Number of patient encounters per Health Improvement Practitioner 

• Number of patient encounters per health Coach  

Work with Māori to develop new ways to support Māori Whānau to quit smoking.  
Facilitate smoking referrals from non-traditional locations i.e. Marae, Kapa Haka, 
Kohanaga 

• Number of referrals to SSS 

• Smoking Quit Rates by ethnicity  

Fund and implement the Piki Te Ora Māori self-management programme as a 
sustainable model 

Monitor Primary Care performance against Diabetes Clinical Guidelines 

• % PHO enrolled eligible population with a record of a diabetes annual 
review during the reporting period whose HbA1c <64 mmol/mol and 
prescribed insulin by ethnicity 

• % of people with diabetes that are meeting clinical guidelines 

Establish a Wahine Navigator role to proactively engage Māori and Pacific women 
who are under-screened or unscreened to combined breast and cervical screening 
sessions provided collaboratively between the Primary Care, Regional Screening 
Services and DHB 

• Māori and PI breast screening rates (SS07) 

• Māori and PI cervical screening rates (SS08) 
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Youth access to and utilisation of youth appropriate health services  

 

As a Wairarapa DHB system we want all our youth to have access to, and to utilise, appropriate services that meet their age-specific 
health needs.  One of the DHBs priorities is to engage young people with health services where they are comfortable and receive 
youth friendly health care.  During 2019/20 we reviewed our youth health services and determined priorities for future action.  In 
2020/21 we intend to develop and better coordinate our youth services so they are more accessible to a wider range of youth, 
especially rangatahi Māori. 

Self-Harm 

In the past three years there has been considerable variation in the rate of hospitalisation for intentional self-harm among 10 – 24 
year olds, however as the population is relatively small some variation is expected.  In the year to September 2019, we had reached 
our goal of reducing the rate to 50 per 10,000 for the total population, however Māori young people were hospitalized much more 
often than non-Māori.  For the 12 months to September 2019, the Māori rate for 10-24 year olds was 80.4 per 10,000 compared to 
30.9 for “other”.  19 Māori young people and 15 non-Māori, non-Pacific were hospitalised in this 12 month period.  The Māori rate 
was higher than the national average and the “other” rate was lower. 

Youth Oral Health 

Between 2010 and 2017 adolescent oral health utilisation dropped from 82% to 64%. While there was a slight increase overall in 
2018, to 67%, the equity gap has grown larger.  In 2018, coverage was 45% for Māori, 40% for Pacific and 77% for other ethnic groups. 

Milestone Actions Contributory Measures 
All contributory measures will be monitored by Māori, 

Pacific & Other Population where data allows 
Decrease intentional self-harm 
ED presentations / 
hospitalisations of Māori 10-
24 year olds to a rate of 60 per 
10,000 population 
(standardised) 
 
Increase Māori and Pacific oral 
health utilisation to 55% by 30 
June 2021 

Refresh the DHB Youth Health Strategy to guide the development of youth health services 2020 - 2025 • Strategy completed 

Commence the establishment of an integrated Wairarapa Youth Health Service, including the re-development 
of the Youth Kinnex Clinic. 

• Youth Kinnex Clinic operational in new 
premises. 

• Consult rates at youth clinics 

Enhance youth primary mental health services across youth settings, including school based services and the 
youth clinic: 

1. Implement year 2 of the Piki programme pilot for 18-25 year olds 
2. Implement kaupapa Māori primary youth mental health service (subject to Ministry of Health RFP 

funding) 
3. Complete implementation of Public Health Nurse HEADDSSS assessments for 10-13 year old primary 

school children, where requested by the school. 
4. Align youth primary mental health service models to support equitable access and best practice model 

of care 

• Intentional self-harm presentations 10-
14 and 15-19 years (Māori /Other) 

• Number of referrals to youth mental 
health programmes (Māori 
/Pacific/Other) 

Further develop the Youth Oral Health Coordination function to include protocols for information sharing 

between dentists and youth health providers. 

In collaboration with the Wairarapa Youth Health Service and the Youth Health Advisory Group develop a youth-

led approach to oral health promotion. 

• Year 9 transfers to community based 

dentists (Māori /Pacific /Other) 

• DNA rates 

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwjevZjN7NTbAhXGx7wKHRNOA6kQjRx6BAgBEAU&url=http://www.sporty.co.nz/waicol&psig=AOvVaw2FSKoDJblBoW_JCHsqVxuF&ust=1529123830971080
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 Babies in smoke-free households  

 

 

As a Wairarapa DHB system we want all our children to have a healthy start in life.  Babies and children who 
have a smoke-free home have better outcomes.  One of our priorities is to reduce the rate of infant exposure 
to cigarette smoke.  Maternal smoking is associated with a range of poor child health outcomes such as 
sudden unexpected death in infancy (SUDI) and low birth weight.  This measure seeks to go beyond maternal 
smoking, focusing on the home and family/whānau environment.  In addition to the benefits to babies of no 
smoke exposure, other members of the population would benefit from a change in the households’ smoking 
behavior.  There is also potential for positive impact at a broader system level, due to the integrated 
approach required between maternity, community and primary care services. 

As at June 2019, 41.4% of Māori babies and 57.2% of all babies were recorded as living in smoke-free homes 
in the Wairarapa. This is a significant increase on 2018/19. 

 

Milestone Actions Contributory Measures 
All contributory measures will be monitored by Māori, Pacific & Other Population where data 

allows 
Increase the percentage of 
all babies living in smoke 
free homes to 60% (other) 
and 60% (Māori). 

 

First 1,000 Days Professional education day for clinicians with contact with 
Māori whānau with focus on motivational interviewing.  

•  Number of clinicians attending First 1,000 Days Professional 
education 
 day 

Implement ‘Hapūtanga’ programme 2019/20 and 2020/21 • Programme referrals, enrolments, and quit rates 

• Pregnant women who identify as smokers upon registration 
with an LMC 

Contract local Māori heath provider to deliver wahakura [traditional Māori 
sleeping devices] and traditional baby rearing training to whānau  

• Number distributed, number attending training  

Implement the DHB’s ‘Tapu te Hā’ [Tobacco Control Plan 2019/20] including 
implementing processes for increasing referrals to cessation support 
services from LMCs and WCTO providers.   

• Number of mothers smoke free at first core contact 

• PHO rate of babies in households with smokers 

Contract Māori health provider to deliver a programme of work dedicated 
to working with hapū mama and babies utilising a whānau ora approach. 

• Programme referrals, enrolments, and quit rates 
 

Investigate opportunities to grow the Healthy Homes Project and target 
twenty [20] whānau with home assessment and remedies package.  

• Programme referrals, enrolments, and quit rates 
 

 

 


