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WĀHANGA 1: He Kōrero Whakataki 
 
SECTION 1: Introduction 
 
 
 
Whanganui Alliance Leadership Team (WALT) is an Alliance of the District Health Board and the two Primary Health 
Organisations operating in the Whanganui District. WALT is committed to a strategic approach informed by patient 
and whānau responsive care delivered locally. We are on a journey to create a connected and systemic approach to 
delivering health care, where at all times the patient and their whānau are at the centre of all decision making and 
transfer of care, no matter where they live in the district. 
 
As an Alliance Leadership Team, we intend to create a future health system that is cohesive, accessible, efficient, 
safe and sustainable. This journey will require a whole-of-system approach, with WALT operating as a unified team 
and sharing collective responsibility. It is also a multi-year journey, as we wish to build on the success of each year 
and create collective impact by taking all our partners and stakeholders on this journey. Success factors for this 
transformation journey include committed leadership, compelling communication and capability for change. 
 
In following with WALT’s intentions to create a connected and whānau-centered health system, an alliance sub-
group has been created to reduce avoidable acute presentations. The vision of the Acute Demand Service Level 
Alliance (SLA) is that people living in the Whanganui region should be able to access the right care, in the right place, 
at the right time, and by the right workforce.   
With acute demand expected to continue increasing, a response that activates a system-wide, coordinated, engaged 
workforce, and enhances self-management in communities is required. The sub-group has undertaken 
comprehensive analysis of the significant increase in unplanned care presentations, and in doing so has been able 
to identify key areas of focus to reduce avoidable presentations; general practice, reducing flow to the front door, 
older persons, and connected care.  A priority for this activity is to eliminate inequity for Māori, with all workstreams 
being supported by a Māori leadership team and analysed from an equity lens to ensure that improved outcomes for 
Māori are fore-front in our approach. 
WALT has agreed that the SLM improvement plan for 2019/20 will be closely aligned to the recommendations of this 
Acute Demand Service Level Alliance. 
   
Engaging across sectors and communities will ensure we are aligned with communities at various points, working on 
matters that are important to communities, and measuring progress on actions that have a clear contribution to 
components of this plan. Our SLM activity will be significantly focused on older persons and children as these 
populations have been identified as high users of acute services. Māori are particularly represented in the growing 
population across our district, while older persons are represented in the city in a higher percentage than the national 
population average; therefore measures to manage and support this growth are critical. 
 
 

      
 
 
 
 
 
 
 

  

Russell Simpson 
Chief Executive 
Whanganui District Health Board 

Simon Royal  
Chief Executive 
National Hauora Coalition 

Jude MacDonald 
Chief Executive 
Whanganui Regional Health Network 
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1.1 Executive Summary 
 
Building on from the work undertaken in the 2018/19 SLM, this document moves from a siloed activity work plan to 
a collaborative approach with a single improvement plan. Whanganui Alliance leadership Team (WALT) is committed 
to system-wide change, and fully endorse this SLM programme. 
 
1.2 System Level Measures Governance 
 
In 2018/19 an Acute Demand Service Level Alliance (SLA) was created in Whanganui, with the intention of working 
collaboratively to co-construct a system-wide response to reduce avoidable presentations in our community.  The 
SLA will continue to have an overarching governance role for the implementation of the recommended and agreed 
work streams.  WALT will support a projectised structure whereby the work streams managed by the SLA remain 
accountable to WALT. Therefore, monitoring and governance of the SLM programme will be coordinated through 
this SLA. 
 
1.3 2019/20 Priorities for System Level Measures 
 
Better management of acute demand will be a significant contributor to our overarching priority of equity for Māori 
in Whanganui DHB district.  In many instances the rates of presentation to hospital and primary care by Māori are 
not representative of equitable access.  
 
WDHB recently completed a pro equity check-up, which identified opportunities where we can build a strong 
foundation for our pro equity approach. It is the responsibility of everyone to progress this pro equity approach and 
drive equity for Māori as well as improved outcomes for all of our population.  
 
The following workstreams have been agreed as part of the acute demand programme of work: 

 Connected care: Connecting the health system to ensure the patient journey is seamless and adds value to 
both the consumer, whānau and the health system. 

 Older persons: Reframe our response to elderly living at home and in Aged Residential Care. 
 ED & WAM: Reduce acute volumes at the hospital front door (the Emergency Department and Whanganui 

Accident and Medical urgent care centre).  
 General practice: General practice is agile and capable to respond to prevention and primary appropriate 

volumes, and is redesigned to consider a whānau-centred model which best fits with population need. 
 Māori leadership group: Ensure the system is culturally responsive and competent for the population it is 

serving, and workstreams address areas of inequity for Māori.  
 

Each work stream will clearly link to enablers of the system or to contributory measures within the SLM, noting that 
the acute demand work streams may have a multi-year workplan. In some cases the SLMs detailed in the following 
pages also highlight areas incorporated in our Local Plan. Local Plans are not formally part of the SLM Improvement 
Plan framework and do not have fiscal incentives attached to them.  They are provided purely to provide context for 
the reader to understand the wider context against which this improvement plan is set. 
 
The development of new analytics within the DHB and a data-sharing agreement through WALT will support acute 
demand data exploration and SLM activity.  
 
Alongside this work will be the implementation of two enablers; 

 HealthPathways in collaboration with MidCentral District Health Board and Central PHO; and  
 Health Care Home with early adopter general practices.  
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1.4 How It All Fits Together 

 
 
 
 

System Level Measures Framework 
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1.5 Enablers to Building Capacity and Capability  

 

 Enabler Explanation 

Capacity for Change,  
Right Skills  
 

 Consistent messaging  
 Health literacy improvement  
 Retraining consumers to self-navigate the system  
 ‘Choosing Wisely’  
 Learnings inform collaborative provision of education and peer 

review  
 Inter-professional district wide learning culture  

Data 
Assessing and modelling big data to 
support decision making  

 SLM data definitions, sourcing, analysis and reporting  
 Ongoing use of local data sharing (e.g. Power BI) 
 Increasing use of Health Roundtable data to inform 

implementation and improvement activities  
 Advanced forms for improved data collection  
 District wide commitment to equity view in data analysis, and 

identifying areas for gain for Māori, Pacific and persons with 
mental health  

Systems and Partnerships  
Across regional DHBs 

 Health and social services integrated 
 Lead Maternity Career solutions  
 St John Ambulance  
 Well Child Tamariki Ora  
 Iwi health providers 
 Pasifika health providers 
 Ministry of Social Development (MSD) 
 Accident Compensation Corporation (ACC) 
 Alzheimer’s NZ 
 Aged residential care 
 Education providers 
 Age Concern 
 Community as partners 
 Home and community support providers 
 Urgent care / ED partnership 
 Pharmacy support 
 Community laboratories 
 Primary care teams  
 Secondary care teams  
 Health navigators and peer supporters 
 School based health services 
 Advance Care Planning national co-opt 

Quality Improvement  
System enablers  

 Health Care Home 
 HealthPathways  
 Primary options acute care (POAC) 
 E referrals  

Leadership 
Flexibility to solve problems as they arise  

 Committed leadership 
 Compelling communications 
 Clear purpose and priorities  

Cultural Leadership  
Kotahitanga “one team” 

 Strategic cultural sponsorship 
 Mentoring coaching leadership 
 Tools to measure equity 
 Strong Māori voice in every work stream  
 Build capacity in whānau ora  
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WĀHANGA 2: SLM Māhere Whakawhanake O WDHB             
2019 - 2020 

SECTION 2: WDHB System Level Measures Improvement Plan 
2019 - 2020 

 
 
 

2.1 Acute Hospital Bed Days Per Capita 

This measure is about using our health resources effectively. As a Whanganui health system we want our 
population to be well in the community, and to be supported to receive appropriate care when they are not well.  
We want to reduce the amount of time people need to spend in hospital through integrated care and collaboration 
across providers. This requires good communication and cooperation between primary and secondary care, and 
models of care which support greater capability in primary care.  We know that better prevention and management 
of long term conditions is essential to support improvement against this target in the long term.   
 
Currently a disproportionate amount of resource is spent on the 70+ year’s age group who have significantly higher 
acute bed day rates. We anticipate that by releasing resources currently pooled within this group and shifting them 
to community and primary care we can maximize the gain able to be received from such resource. This can assist in 
reducing acute hospital bed days for Māori who currently experience higher rates than non-Māori, and optimise 
appropriate and equitable hospitalisation.    
  
The objectives of the Acute Demand SLA and related workstreams will form the basis of the objectives and measures 
for Acute Hospital Bed Days in the 2019-20 SLM plan. This strategy supports our focus on implementing a 
collaborative and system-wide approach to acute demand management and achieving equity in access and outcomes 
for Māori. The actions from the Acute Demand SLA will be developed over a multi-year period, therefore measures 
will be initially based on activity milestones which we hope to develop more specifically in coming years.  
 
Where are we now?  
 
 

 

  

While the standardised rate of Acute 
Bed Days has decreased over the last 
two years for Whanganui DHBs total 
population, rates for Māori have 
increased and are significantly higher. 
 

The rates of acute bed days for the 
population aged 70+ years remain 
considerably higher than all other age 
groups. 
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Milestones and Contributory Measures 
The areas of focus we believe will assist us to achieve the target, including the contributory measures that we will 
monitor are: 
 

Acute Hospital Bed Days 

Improvement Milestone: Acute bed days per 1000 population.  

Reduce the inequity ratio for Māori 70 – 74 years from 1.85 (December 2018) to <1.5.   

Objectives Actions/Activity Contributory 
Measures Responsibility 

 
Reduce emergency 
department and 
urgent care 
presentations 

Over a three year period;  
Undertake a work programme to address 
avoidable presentations to ED and urgent 
care (WAM), including; 
 Review with St John Ambulance 

service response directly into ED and 
develop other clinical pathways and 
models of care. 

 Remove ED as the sorting place for 
specialist preadmission and follow 
up activity for common conditions. 

 

 
Action plan for 
programme of work 
established by end of 
September 2019. 
 
 
 
 
 
 

 
Acute Demand SLA 
 
ED and WAM 
Workstream 

Reduce acute 
readmissions 

 Investigate 7 and 28 day 
readmission rates. Understand 
causes, improve visibility of data, 
and work with general practice to 
improve readmission rates. 

 Review triage process and 
understand patient journey. 

 Explore options for primary acute 
care and movement of some clinical 
service access to primary care. 

Reduce acute 
readmission rates for all 
age groups over 70 
years. 
 

Local Plan 

 
Reduce 
presentations by 
older people to ED 
and WAM 

Identification and coding of older persons 
with frailty (includes dementia) based on 
interRAI CHESS and MAPLe scores. 

50% of general 
practices access 
interRAI assessments 
for their patients.  
 

Older Persons 
Workstream 
 

Education with general practice teams on 
early recognition of mild cognitive 
impairment and dementia, and ensuring 
patients have Advance Care Plans 
completed. 

Baseline classifications 
of mild cognitive 
impairment and 
dementia will increase to 
reflect national 
predictions. 

HOP Nurse 
Practitioner 

Explore screening assessment tools such 
as the interRAI Contact Assessment 
which provide clinical information to 
support decision making about the need 
and urgency for a comprehensive 
assessment. Includes application across 
specialty and primary care. 

Uptake of a screening 
assessment tool across 
the system.  

Older Persons 
Workstream 

Improve the identification of fragility 
fractures and subsequent appropriate 
management, including DEXA scans and 
GP follow-up to reduce consequent 
fractures including hip fractures. 
Explore the provision of aclasta infusions 
in the community. 

Audit number of DEXA 
scans and treatment 
post results.  
 
Monitor 
biosphosphonate/ 
vitamin D prescriptions. 

Falls Steering Group 
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2.2  Ambulatory Sensitive Hospitalisations (ASH) 0 – 4 Years 
 

As a Whanganui health system we want our children to have a healthy start in life. This will reduce the burden of 
disease in childhood and place a strong focus on health equity, as data indicates that Māori pēpi and tamariki are 
over represented in hospital admissions. 
 
One of the DHBs strategic goals is to improve child health and advance Māori health outcomes in the Whanganui 
health district.  We recognise that improvements within the system that achieve gains for Māori will see gains for 
the total population as well. Therefore while we have chosen to focus on all children for this measure, it is expected 
that all actions will focus on reducing the equity gap for Māori. 
 
Where are we now? 
Asthma, dental and respiratory conditions were the top three contributory conditions for ASH rates 0-4 years in 
Whanganui DHB in 2018. Rates for Māori are higher than those of non-Māori, and are above the national total rate 
per 100,000 population.  
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Milestones and Contributory Measures 
The areas of focus we believe will assist us to achieve the target, including the contributory measures that we will 
monitor are: 
 

Ambulatory Sensitive Hospitalisations (ASH) 0 – 4 Years 

Improvement Milestone:  ASH for Māori children aged 0-4 years (raw rate):  reduce the inequity ratio from 1.7 
(December 2018) to < 1.5 

Objectives Actions/Activity Contributory Measures Responsibility 

Early/timely 
intervention for at 
risk children - 
respiratory 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Improve home 
health 
 
 
 
Reduce maternal 
smoking  
 
 
 
 
 

Promote maternal influenza and pertussis 
vaccination as best protection for very 
young babies from respiratory illness by: 
- Improve use of the Early Pregnancy 

Assessment Tool as a pregnancy 
register in primary care.  

- Identify pregnant women through 
booking and set immunisation recalls 
in primary care. 

- Opportunistic immunisation at 
antenatal clinics. 

- Promotion of pregnancy 
immunisation especially to Māori 
women in primary care, pharmacy, 
self-employed midwives.  

Influenza and pertussis 
vaccine coverage rates for 
pregnant Māori women. 
Target 20%  
 
 

PHOs 

 

 

 

General practice & 
immunisation 
services 

Increase uptake of children’s influenza 
vaccination to prevent respiratory 
admissions by:  
- Improving vaccination rates in 

primary care for children aged 0-4 
years at risk of, or with previous, 
respiratory admissions through the 
provision of data, practice-level 
improvement activities, and following 
up vaccination data provided 
throughout the season.  

- Prioritised vaccination of eligible 
Māori children.  

Influenza vaccination rates 
for eligible Māori children. 
Target (20%) 
 

PHOs 

 

 

 

General practice & 
immunisation 
services 

Support a decrease in respiratory 
admissions with social determinants by: 
- Increasing referral rates from 

primary care to healthy housing 
programmes by identifying practices 
with low referral rates and using the 
early pregnancy assessment tool, 
with a focus on pregnant low income, 
Māori whānau.  

- Supporting mothers and whānau of 
babies to live in Smokefree homes – 
see Babies in Smokefree homes 
below. 

Baseline measurement of 
referrals to healthy housing 
programmes.  
 
50% of referrals are Māori 
whānau 
 

PHOs 

 

General practice 

Early/timely 
intervention for at 
risk children - 
dental 
 
 

Identify general practices that have the 
highest volume of dental admissions and 
registered children with dental caries, 
and work across the system to reduce 
hospitalisation. 
 

Hospital admissions for 
children aged five years and 
under with dental caries as 
primary diagnosis – 
establish baseline. 
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Local Plan 

Acute Demand 
SLA 

Undertake a programme of work within 
the Acute Demand SLA to reduce 
avoidable presentations to urgent care 
(WAM) by under 5’s.  
 Improve self-management and self-

navigation in accessing right health 
care choices at the right time.  

 Develop a health promotion 
messaging response for children and 
young families for common 
conditions. 

 
Progression of programme of 
work by end of quarter 4, 
2020.  
 
 
 
 
 
 

Acute Demand SLA 

Oral Health School oral health service and general 
practice working together to better 
understand the at-risk population, 
barriers to access, capturing data and 
including all partners to inform a 
programme of work to improve access.  
 
Te Oranganui initiative going into 
Kōhanga Reo with oral health education 
resources.  
 
‘Baby Teeth Matter’ WDHB initiative 
improving whole whānau access to 
school dental caravans. 

 
Co-design a plan of action 
with community partners Q1 
& Q2. 
 
Progression of programme of 
work by Q3. 
 
 
 
 
 

Community entities 
and School Oral 
Health Service 

 

 

 

 

 

 

Milestones: The Ambulatory Sensitive Hospitalisations for 0-4 years, Amenable Mortality, Babies in Smokefree 
Homes and Acute Hospital Bed Day milestones will be improved by these activities 
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2.3  Amenable Mortality 
 

This measure is about prevention and early detection to reduce premature death.  Amenable mortality is defined as 
premature deaths (deaths under age 75) that could potentially be avoided, given effective and timely healthcare. 
That is, early deaths from causes (diseases or injuries) for which effective health care interventions exist and are 
accessible to New Zealanders in need. 
 
Not all deaths from these causes could be avoided in practice, for example, because of comorbidity, frailty and 
patient preference. However, a higher than expected rate of such deaths in a DHB may indicate that improvements 
are needed with access to care, or quality of care.  We know that the prevention and management of risk factors is 
essential in reducing the development of morbidity.  
Activity outlined in this measure will be informed by data analysis and workstreams arising from the acute demand 
service level alliance and community models of care, and will incorporate consistent health messaging to support 
healthy lifestyles.  This aligns with the District-wide focus on 65,000 beds, whereby the best bed is your own, and 
every bed counts. 
 
As the amenable mortality data is three years old we have taken the 2019 ASH data as a more useful proxy of areas 
for improvement.  The highest volumes being those of respiratory and cardiac which in Whanganui are higher than 
the national average rates, and significantly higher rates for Māori compared with non-Māori.  
 
Where are we now? 
 
Amenable mortality rates have been declining in the Whanganui district from 2009 to 2015; though remain higher 
than the total NZ rates. Disparities continue to exist between Māori and non-Māori, non-Pacific.   
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Milestones and Contributory Measures 
The areas of focus we believe will assist us to achieve the target, including the contributory measures that we will 
monitor are: 
 

Amenable Mortality 

Improvement Milestone:  Reduce the equity gap between Māori & non-Māori from 1.94 times to < 1.5 times. 

Objectives Actions/Activity Contributory Measures Responsibility 

Close the equity 
gap in 
cardiovascular 
disease 
management and 
diabetes 
management. 
 

Reporting and improvement of clinical 
management through prescribing is facilitated 
through: 
- Continued development of NHI level 

reporting in secondary prevention 
- Comparing prescribing data across 

practices and identifying opportunities for 
improvement  

 
Improved outcomes for patients with a high 
risk of CVD event are sought by: 
- Patients who have previously had a CVD 

event and who are eligible receive the 
funded influenza vaccination: Monitored 
by DHB and ethnicity. Coverage will be 
monitored for the 65-74 year age group 

- Interventions to improve uptake of triple 
therapy for Māori people. 

Prescribing rates for CVD 
management medications 
show no inequity between 
Māori and Others at a 
practice level by Q4. 
 
 
 
 
Influenza vaccination rate 
for patients with a prior CVD 
event under 65 years of 
age: Target 25% 
 
% Māori with risk over 20% 
prescribed triple therapy:  
Target 50% 
 
 

General Practice 

Close the equity 
gap in diabetes 
management 

Improve diabetes detections and follow up: 
- Enrolled patients with diabetes monitor 

their HbA1c levels. 
- Enrolled patients with diabetes have an 

annual review. 

More than 90% of Māori 
with diabetes have an 
HbA1c recorded. 
 
More than 60 % of Māori 
diabetics have good control 
(HbA1c ≤ 64 mmol). 

General practice 

Local Plan 

To improve local 
public awareness 
and health 
literacy 
 

Improve cross system connections that 
support healthy lifestyle changes.  
 
Implementing localised collective 
communications network for: 
- collective health messaging, 
- consistent patient information,  
- Systematic engagement approach. 
 
Collective communications network report 
campaign summaries to WALT. 
 
Continue to embed the ‘Where should I be?’ 
campaign. 
 

 
 
 
 
 
 
 
 
 
Quarterly report 

 

To improve 
alcohol screening 
in older Māori 
and non-Māori in 
Whanganui with 
LTCs 

Implement culturally responsive Motivational 
Conversation skills development training 
(Takitaki mai).   
 

Clinician engagement in 
training. 
 
Screening for alcohol by 
ethnicity – aiming for no or 
positive equity gap. 
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Improve 
management of 
long term 
conditions  
 

Early engagement with GP and specialist 
mental health service.  
 

Increased metabolic 
monitoring for targeted 
cohort.  
 

 

Piloting shared care approach being delivered 
within general practice setting  
 Accurate data collection CKD.  
 Shared care approach to supporting 

person with CKD. 
 

Evaluation demonstrates  
applicability across: 
 Reduction in 

progression of person 
presenting acutely with 
CKD.  

 Number of person who 
choose palliation option.  

 Reduction in persons 
receiving triple 
whammy meds.  

 

 

Milestones: The Amenable Mortality and Acute Hospital Bed Day milestones will be improved by these activities 
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2.4  Patient Experience of Care 
 
 
This measure is about our commitment to ‘Whānau, person centred care’.  As a Whanganui health system we 
encourage patient involvement and feedback to support service development and improvement, leading to improved 
patient experience of care.  We recognise that the way in which people experience health care can be influenced by 
all parts of the system, and by the people who provide the care.  Integration has not happened until people 
experience it.  We want to gain a better understanding of the patient experience from the patients and their whānau 
themselves, and to improve access for those accessing general practice teams.  
 
We are committed to making sure our services are responsive to those with the highest needs, as we know that if 
we get it right for this group, we are well on the way to getting it right for everyone.  Our focus therefore will be in 
three areas:  

 Data analysis of primary and DHB PES information informs practice and system wide initiatives   
 Improved cultural responsiveness  
 Increase uptake and utilisation of patient portal  

 
As a district with a high Māori population and high levels of social deprivation, there is a strong emphasis on making 
sure services are culturally appropriate. 
 
Where are we now? 
Patient experience measures are now routinely in place for hospitals and in primary care. Feedback about the care 
received in public hospitals / primary care is a valuable indicator of how well health services are working for patients 
and their families. 
 
Primary Care Patient Experience 
The primary care patient experience survey is designed to find out what patients’ experience in primary care is like 
and how their overall care is managed between their general practice, diagnostic services, specialists, and or hospital 
staff. The information will be used to improve the quality of service delivery and patient safety.  Whanganui has two 
PHOs with WRHN an earlier adopter of the PES pilot.   
 
The focus is now on how data can be used to improve the patient’s experience, with the key area of focus on 
understanding the ‘Coordination’ sub-domain – ‘barriers to care’. Across primary care one of the lowest rating 
questions is; “when you ring to make an appointment how quickly do you get to see your current GP?” Acute demand 
data exploration similarly identified difficulty getting a timely appointment at general practice and increasing general 
practice volumes year on year, which are linked with ED / WAM use.  
 
The average primary care survey responses for Quarter 1 2018 to Quarter 1 2019 are shown below for Whanganui 
DHB Māori, non-Māori/non-Pacific, and the NZ average.  
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Adult Inpatient Experience 
The Commission has designed a new 20 item adult inpatient survey that began in August 2014. This survey runs 
quarterly in all district health boards and covers four key domains of patient experience: communication, partnership, 
coordination and physical and emotional needs. 
A selection of adult patients who spent at least one night in hospital are sent an invitation via email, text or post 
inviting them to participate in the national survey on at least a quarterly basis. The survey responses are anonymous 
unless patients chose to provide their contact details.  
The response rate and scores for the four domains at Whanganui DHB are similar to the national average. Our focus 
will be on the lowest scoring questions, these being coordination of care and education on medication. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 

Summary of domains (score out of 10) for Whanganui DHB and 
NZ average 

Response Rate (%) for Whanganui DHB and  
NZ average 
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Milestones and Contributory Measures 
The areas of focus we believe will assist us to achieve the target, including the contributory measures that we will 
monitor are: 
 

Patient Experience of Care 

Goal: Patient encountering our services experience safe, effective, quality patient /whānau-centred care  

Primary care target: Primary patient experience score ‘barriers to care’ improved from 8.0 > 8.4. 

Health Quality & Safety target: Improve all scores in the national inpatient survey to average or above.  

Objectives Actions/Activity Contributory Measures Responsibility 

Improve 
experience  
in hospital.  
 

Understand the drivers behind the 
lowest scoring questions 
(coordination of care and education 
on medication).  
Share learnings with clinical leaders 
and staff and develop service 
improvements.  

Percentage of respondent’s 
response to individual 
questions.  
 
Percentage of respondents who 
are Māori. Target 25%. 

Patient Quality & 
Safety 

Improve rating 
for ‘barriers to 
care’ in primary 
care patient 
experience 
survey. 

Undertake an analysis of the local 
primary care survey respondents by 
lowest rating questions, age band 
and ethnicity to identify any 
population cohorts that are 
underrepresented and establish 
baseline data and common themes 
on respondents. 

An incremental increase rating 
in lowest rating questions 3.9 to 
be more reflective of national 
average national average 4.6. 
 
Percentage of respondents who 
are Māori.  Target 25%. 

PHO 

Local Plan 

Increase uptake 
and utilisation of 
patient portal.  
 

Increase uptake and utilisation of 
patient e portal. 
 
Establish a base line by age band 
and ethnicity to identify any 
population cohorts that are 
underrepresented and establish 
baseline data. 

At least 75% of practices are 
offering access to e portal by 
30th June 2020. 
 
 
% of Māori or high needs 
patients enrolled in e portal. 
 

 

Improve cultural 
responsiveness. 
 
  

Communication skills and cultural 
responsiveness training skills 
development across primary care 
workers. 

Primary care cultural education 
programme agreed by Q2 
 
% of primary care workers 
completing training 
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2.5 Youth Access to Preventative Services  
 
Health needs for youth are different to those of other age groups, with youth often having unmet healthcare needs 
and low utilisation of health services.  Whanganui has focused on the domain Mental Health and Wellbeing - self-
harm hospitalisations, as intentional self-harm is a mal-adaptive coping mechanism which indicates that young people 
and are coping with distress in an unhealthy way and have unmet needs. Suicide furthermore is devastating for 
those affected and tragic given it is preventable. The suicide rate in the Whanganui district is significantly higher 
than the overall NZ rate, with young people, Māori and socioeconomically disadvantaged people having a higher risk 
than the general population.  
To address this, the DHB with Te Oranganui, an iwi led organisation delivering health and social services in the 
Whanganui region, is developing a district-wide suicide prevention strategy with a focus on access and utilisation of 
appropriate health services. The approach being taken is to consult and collaborate with whānau, community and 
key local stakeholders to co-design a strategy from the bottom-up that is informed by and tailored to local needs 
and resources. In doing so, it seeks to create a foundation for genuine collaboration and lasting solutions that prevent 
suicide and reduce rates.  
 
Due to difficulties with suicide data timeliness and low numbers, our SLM improvement milestone is to reduce self-
harm hospitalisations, which also leads into our acute demand work reducing avoidable presentations. Our 
contributory measure will focus on the development of the Whanganui suicide prevention strategy, and through 
these actions our objective is to reduce the incidence of youth suicide.  
 
The second area of focus for Whanganui is increasing equity of access to contraception, with a goal to reducing rates 
of unplanned pregnancy. Unplanned pregnancies can have negative impacts on physical, mental and social wellbeing 
for mothers, as well as impacts on children born into environments that lack support for optimal health. Highest rates 
of unplanned pregnancy are among women living in quintile 5, young women, and Māori/Pacific women. 
Concentrating on areas of most need for our population in Whanganui would see a focus on young women who are 
either in quintile 5 or community service card holders and Māori/Pacific.  
 
Where are we now? 
The overall hospitalisation rates for young people following self-harm in the Whanganui district is 51.9 per 10,000 
people for the year to December 2018. This is higher than both previous years where the rates were 47.5 and 50.1 
respectively. As seen below, Māori have significantly higher rates than non-Māori, and those aged 15-19 years have 
a higher rate than other age groups.  
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Milestones and Contributory Measures 
The areas of focus we believe will assist us to achieve the target, including the contributory measures that we will 
monitor are: 
 

Youth Access to Preventative Services 

Improvement milestone: Reduce self-harm hospitalisations for Māori aged 10-24 years to a 3-year rate of less 
than 50 per 10,000 population. 

Objectives Actions/Activity Contributory Measures Responsibility 

Reduce incidence 
of youth suicide.  
 

Develop a district-wide suicide 
prevention and post-vention 
strategy and action plan. This is 
developed through a partnership 
approach that ensures an 
integrated cross-agency and 
community response to suicide in 
the Whanganui DHB district.  
 

Whanganui suicide prevention 
strategy action plan completed 
July 2020.  

Whanganui suicide 
prevention strategy 
working group – 
Healthy Families, 
WDHB & Te 
Oranganui. 

Review youth mental health 
primary care services, to obtain a 
clearer picture of population need. 

Produce a set of 
recommendations to improve 
youth mental health services in 
primary care. 
- By end of quarter 2, 2019 
- Establish baseline ethnicity 

date by Q3 

PHO 

 

Planning & Funding 

Improve equity 
of access to 
contraception for 
low income 
women in 
primary care 
settings. 

Implement access to contraception 
for low income and/or people who 
are at higher risk of unplanned 
pregnancy and poor health and 
social outcomes.  
 

Contraceptive dispensing 
Service agreement 
implemented end of Q1. 
 

General Practice 

 

Planning & Funding 
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2.6 Babies Living in Smokefree Homes at 6 weeks 
 
 
The impact of smoking on our whole population is well understood, but children are more at risk if they breathe in 
second-hand smoke due to having smaller and more delicate lungs. In addition, they are often unable to get away 
from the smoke. 
Children exposed to smoke are more likely to go to hospital, develop coughs, colds and wheezes, and are off 
school more often, while infants have a significantly higher risk of SUDI. Children whose parents smoke have 
double the risk of lower respiratory illnesses like bronchitis and pneumonia compared to children of parents who do 
not smoke. 
 
Data Measure Change 
The amended definition of the measure, effective from 1 Jan 2019 is: 
- 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). 
 
This measure 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 aligns with the first core contact which is the 
handover from maternity to Well Child Tamariki Ora (WCTO) providers and general practitioners.  
Our SLM plan will also focus on developing motivational conversation skills among all health professionals working 
with pregnant mums and babies to support patients being able to better manage their own health.  
 
Previous research has shown that Māori 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- Māori women of 
the same age group. 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 between Māori and non-Māori. 
This measure promotes the roles which infant and child service providers collectively play in the infant’s life, and the 
many opportunities for smoking interventions to occur. The benefit to the patient in this measure is a smokefree 
outcome for the baby's home and therefore infants are not exposed to cigarette smoke. This also benefits anyone 
who 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. 
 
Where are we now? 
 
 
 
 
 
 
 
 
 

 

Rate of smokefree homes January 2018 – June 2018 (Whanganui) 

Ethnicity Numerator Denominator 
Rate of Smoke-

free Homes 

Māori 27 193 14% 

Pacific  12 25 48% 

Others 121 203 59% 

Total 160 421 38% 
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The overall rate of smokefree homes in the 
Whanagnui district was 38% for January to 
June 2018, which is lower than the national 
average of 53.8%.  
This is significantly lower again for Māori in 
Whanganui among whom only 14% of 
children live in smokefree households at 
around 6 weeks old.     
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Milestones and Contributory Measures 
The areas of focus we believe will assist us to achieve the target, including the contributory measures that we will 
monitor are: 
 

Babies Living in Smokefree Homes at 6 Weeks  

Improvement milestone:  Babies living in a smokefree household at six weeks post-natal (up to 56 days of 
age).  Double the number of Māori babies living in a smokefree household – from 27 (6 months to June 18) to 
54. 

Objective Actions/Activity Contributory Measures Responsibility 

Increase 
screening for risk 
in early 
pregnancy 

Ensure pregnant women are 
registered with an LMC or midwife 
within the first trimester. 
 
Refresh use of the early pregnancy 
assessment tool to as a pregnancy 
register in primary care. 

% of pregnant women registered 
with a midwife within the first 
trimester. 

Midwives, LMCs, 
General practice 

More people are  
supported to quit 

Ensure all smokers are identified, 
and receive support to quit. 
- Complete review of smoking 

cessation pilot to identify 
processes that work 

- Implement the most successful 
processes from the smoking 
cessation pilot to embed an 
effective programme of support 
to quit. 

PHO enrolled patients who smoke 
have been offered help to quit 
smoking by a health care 
professional in the last 15 months 
 
Establish new approach by end of 
Q2. 

General practice 

More Māori 
women become 
smokefree 

Extend support for pregnant women 
to quit smoking, including, if 
required, Vape to Quit. 
- Incentivise referrals to quit 

services with a focus on hapu 
wahine Māori. 

Number of pregnant Māori women 
enrolling in Stop Smoking Service. 
% Māori women enrolling increases 
by 10% in Q3 and by 20% in Q4   

General 
practice, LMCs, 
other referrers, 
Stop Smoking 
service 

Local Plan 

An integrated 
approach for 
smoke free 
homes within the 
1st 1000 days 

Promote healthy messaging relating 
to SUDI and smokefree homes. 
 
Strengthen referral pathways to stop 
smoking services from lead 
maternity carers and WCTO 
providers to encourage specialised 
support to quit smoking for whole 
whānau. 
 
Stop Smoking service focus on 
support during pathway to cessation.  
Support smokers to address barriers 
and increase cessation resilience. 
 
Improving the collection and 
integrity of data. 

Mothers who are smokefree at two 
weeks and six weeks post-natal. 
 
Babies whose families/whānau 
referred from their Midwife or Lead 
Maternity Carer to a Well Child 
Tamariki Ora provider. 
 
Number of pregnant women 
enrolling in Stop Smoking Service. 
   
The smoking status of pregnant 
women enrolled in Stop smoking 
service.   
Numerator: The proportion of 
pregnant women who, at the 4-
week follow–up, have not had a 
single puff in the previous 2 weeks; 
this includes smoking status that is 
self-reported or carbon monoxide 
(CO) validated.  
 
Volume of referrals from LMCs / 
WCTO to local smokefree services 
and other support to quit. 
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Develop motivational conversations 
skills. All health professionals 
working with pregnant mums and 
babies have had training in 
motivational conversations and 
healthy conversations, and are able 
to provide brief quit advice. Support 
access to motivational conversations 
skills for Māori.  

Identify the workforce that requires 
training and progress to achieve 
100% training rate.  

 

Milestones: The Ambulatory Sensitive Hospitalisations for 0-4 years, Amenable Mortality and Babies in 
Smokefree Homes milestones will be improved by these activities  

 
 


