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The Canterbury Health System places a high priority on implementing the SysteinMeasures Framework to
support change and system improvementhe connections and trust developed through our alliancing approach
not only contributes to delivering on Actions to Improve Performace withm System Level Measures but
contributes to our health system having the ability to work effectivetyether in unprecedented times of need.
This was demonstrated on March 15, 2019 when our community was exposed to anotlemexnd traumatic
event, when two Christchurch mosques were the target of a terrorist attack. Our response was eyenmiiblar
community response supporting the acute hospital trauma response, 12 acute operating thraatiesn-stop for
24 hours, and staff worked overtime to treat and support the victims and tiaanilies. General practice and
primary mental health teams collaborated to provide free and streamlined suppodt,Mena Ake provided a
platform to reach into school communities to distribute information angbtovide immediate guidance, determine
need, and respond accordingly.

We are pleased to report we have comprehensively progressedittiens to Improve Performanadetailed in

v E pE@/[L9 Improvement Plan and the System Level Measures continue to track favourably. The
alliancing approach to healthcare in Canterbury is well established and embeddeveloping system
improvement, evidenced by the direct collaboration with over 60 people faoness the Canterbury health system
in the development of this plan. The System Level Measures Framework naturallydalgiporting key activities
occurring to reduce modifiable determinants that influence inequitable health ouesoand accest® health
services.

Annual re-development of the System Level Measures Framework is enabled thheu§lrvice Level Alliances
and Workstreams in which relevant stakeholders including our clinical teamsaftoras the system, collaborate
to lead changes in the way services are delivered. This alliance approach enables conaemissmthe system to
result in identification of actions to improve and track performance towards achidétigr health outcomes for
the community.

With the System Level Measures Framework now establish¢d Z]v  v3 E P EC[+ foverthé dext@E]v P
months a greater focus will be strengthening our focus on achieving equitable outcomes for aditjprpgitoups.
During the year an equity lens will be placed on contributory measures through warlderstand the variance in
ethnicity capture. This framework provides a way fwioritise, resource and evaluate services based on equitable
targets. Our aim igo grow and strengthen this approach year on year.

Key changes in our 2019/20 Improvement Plan include updating the Attidnmgrove Performance, and refining
some contributory measures within Amenable Mortality, and resetting the Systesl Mmasures milestone#\

focus for selecting new Amenable Mortality contributory measures was to considicetariation in the causes

of amenable deaths. We are pleased} }vsS]vpu ulvesSE S]vP v E WEC , 08Z "C-S§
improving the health outcomes of our population through our collectdentification of priorities, redesign of
services and implementation of transformation changes in the way health care is deliveredhtttos Plan.
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ALLIANCE LEADERSHIP TEAM CHAIR | CANTERBURL KETNVORK

Canterbury continues to provide more integrated care provided as close to lasrpessible, which is a testament to ¢
those working within the health system either behind the scenes orface- A]13Z % 3] vie v $Z |E

Our continued commitment to working collectively across the health systerasts on improving access to heal
s EA] o+ - E }pv tZodr [community, and demonstrating our contribution to collectively agregstem
outcomes.

Our health system continues to face a number of challenges, atitedbrefront of those is the challenge of ensurin
equitable outcomes for the most vulnerable members of our comityl and those with the most need. This year o
alliance leadership, service level alliances, workstreams awitsalevelopment groups are thinking deeply about hc
best to achieve equity of access and outcomes for those that expeiinequity and as part of our commitment ar
responsibility to Te Tiriti o Waitangi.

* % ES3 }( 8Z]°U A[A «3E]A (JE vV JUXEE}AUUISCS %82v $YZE (EWvS }( £
sees us shift focus in some key areas including updatingrafamiributory measures to consider ethnic variations in tl
causes of amenable deaths.

| thank you all for your hard work and dedication to achieve milestothat enable system improvement for th

community.
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INTEGRATING THE SYSTEM LEVEL MEASURES FRAMPWIYMRKHEALTH SYSTEM
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workgroups within the Canterbury Clinical Network Alliance with thediteading change in health services that
improve the health outcomes of our population. Typically these gronpside urban and rural clinicians who
participate in the services, people that bring consumpr, } (Eacific and rural perspectives, and management

from the relevant organisations.

An expert group has been identified to lead each of the System Level Measures contrinitosystem measures
and associated activity. A table illustrating which expert group(s) are leading etteh @intributory measures is
included in Appendix One. Also shown in this table are the expert groups thatitmhand/or support this activity.

A System Outcomes Steering Group involving clinical leaders from across the systi@rhgalth experts, quality

improvement staff, analysts and planners is in placguale

vs (E pdaBgling development of the System

Level Measures framewarkigure 1. lllustrates the roles of this Steering Group and various expert groups.

épert groups including SLAs and workstreams within thh
Alliance

f Access and analyse the relevant data;

f Agree on specific actions to achieve the priorities and
establish an annual work plan;

f Progress any service redesign or development
required; and

f Monitor / report on their work plan including the

The System Outcomes Steering Group
Oversees v Uu}Vv]S}E-
System Level Measures;
Analyses the national and local data;

Refines vS§ B PEC[* % E]}E]S] *« Vv
measures;

Identifies the expert groups best placed to champion
the measures; and

v & PEC[* E

SERVICE LEVEL ALLIANCES (SLAs)

Ivide clinical leadership to

actions contributing to improvements in the measure: /}““‘ s8rvics areas o

d service redesign,

PROGRAMME OFFICE

Coordinates the activity of the alliance, providing
operational support across the work programme

and partner organisations.

* CCN Programme Director
* CCN Programme Manager

ALLIANCE SUPPORT
TEAM (AST)
Supports ALT by providing advice on
the prioritisation and funding of

“igation and
‘\\ion- recommended health services.
rvices ALLIANCE

LEADERSHIP TEAM (ALT)
Provides leadership to
clinically-led service

alth & Access
development across the

Canterbury health system.
ures

OTHER WORK GROUPS

* Communications Advisor
* Project Administrator/Coordinator

WORKSTREAMS (WSs)

Provide clinical
leadership to a target
population or area of
work to influence system
transformation.

* Health of Older People
* Child and Youth

* Mental Health

* Rural Health

Leads the communication / engagement of providers
across the svstem in a collective svstem wide respons

f
£
f
.

* Integrated Respiratory Services Development Group (IRSDG)

* Integrated Diabetes Services Development Group (IDSDG)

* Oxford & Surrounding area Health Services Development Group
(OSHSDG)

® Hurunui Health Services Development Group (HHSDG)

* Standing Orders Development Group (SODG)

© Project Facilitators CCNIRESOURCED

* Technology Pr * Collaborative Care Team
- Shared Care Planning * Clinical leads
* Nurse P - * Ind dent chairs and facili

« Rural Sustainability
Project Manager

and older persons
© Integrated Services Team

Figure 1: Summary of the role of the System Outcomes Steering Group and the expereging®hch contributory measure.
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KEY ACHIEVEMENTS

Significant progress has been made towardsAhk#gons to Improve Performanientified in Canterbury 2018/19
Improvement Plan. A snapshot of some key achievements are highlighted below.

Ambulatory Sensitive Hospitalisation (ASH) Rate for 0-4 Year Olds
Projects have been developed throughout the year with the aim to reduce ASH rates. Qant preolves the

A 0}%u v3 }( %o E} o 8} E (E Z]Jo E Vv S8 B]vPe ceuvvi§@®} ZJtz & w[K
navigator. The other project set for a trial over winter 2019 is to offer freecére (§ & ,}uE&-+ (}& D }E] vV
children if there is no space at their enrolled general practice.

Acute Hospital Bed Days
Work has occurred across the system impacting upon acute hospital bed days. Highlights include:

f Increased focus on delivery of services that align with Pasifika view of heathppport this work the DHB and
Pasifika Futures jointly appointed a Pasifika Portfolio Manager.

f StrokeViewer software tool was developed to incorporate community data teigeoan overview of the
journey for Stroke and Other Cerebrovascular pati¢n#hospital stay and rehabilitation on discharge.

f Education within primary care completed to encourage team work and address inageopdlypharmacy
that leads to admissions.

f New rural models of care to improve service and sustainability were deseldphis includes the development
of a collaborative after hours arrangement across five practices and St John in Hurunui.

Patient Experience of Care

Pilots to increase the reach of patient experience surveys were completed in OutpatienBaadthtrics wards.

The success of these pilots has resulted in the survey continuing to be offered forpghtsets in 2019/20.
Additionally the inpatient patient experience survey sample size was successfully increased, with a
recommendation made to send the inpatient survey to all eligible inpatients.

Amenable Mortality
The Population Health and Access Service Level Alliance and Canterbury Cliniced Wetwbe Improved Health
% <u]SC (}E 00 W}%po S]}ve § PYEC 3§ dZ W }J%]orRe $Z}]D}SPAGE]]
Conversations programme that increased interpersonal communication skills between patidmigraary health
care providers. This module is now offered on an on-going basis ariddatioe three PHO#Asthis is now business
as usual it has been removed from the SLM Improvement Plan as a contributory measure.

Youth Access to Health Services

The Oral Health Service Development Group is now ready to develop the next stageoinigngouth access to
dental services. This has resulted in the development of a new contributory measure to theligervice
identified as needed by youth consulted with during 2018/19.

Babies Living in Smokefree Homes

The number of pregnant women enrolling with smoking cessation services and renmsmakgfree at the four
week follow-up is remaining fairly static. During 2019/20 we will be strengtigethie pathway and incentive for
pregnant women to attend a smoking cessation consultation through linking thisrt8wdden Unexpected
Death in Infancy (SUDI) safe sleep programme.
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Level Measures and circling those are the locally-selected contributory measures. Fuethdr cch each

contributory measure is provided below.

Refarrals to health

Ll promaoting lifestyle
Access to ireta
Cervical Cancer
Screening
In-hospital
Patient Experience
Survey completion AMENABLE
rate MORTALITY RATES
‘ I UNDER 75 YEARS
Primary care's
engagement
with Patient PATIENT
Experierice EXPERIENCE
Survey OF CARE
Understand ethnic ASH RATES
variation in ASH FOR 0-4 YEAR
rate ® OLDS
]
Improved
aral health
YOUTH ACCESS TO
HEALTH SERVICES
Increased
newborn
enrolments

SMOKEFREE HOMES

Enhancing
Suicide

FrevEntied Redueced length

of stay & monitor
readmissions

|omm)

Reduced acute
admissions
following a fall

ACUTE Reduced
HOSPITAL inappropriate
BED DAYS polypharmacy

Qutcome of

BABIES LIVING IN

pregnant wamen
provided with
cessation support

S

Referrals of
pregnant women to
stop smoking
Services

Accessible and Youth Friendly Dral

Health Sarvice
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The Canterbury Health System has tracked performance of our increasingly integratedatsar-gentred

approach through the Canterbury Health System Outcomes Framework since 2013. TheL8ystdvteasures and

contributory measures detailed in this Improvement Plan are integrated into ouirexi@utcomes Framework to
U}VeSE § 3Z ]E o]Pvu v3 A]§Z VS8 E HEC[* %% E} ZX dZ u *uE o

highlighted below within v& E PEC[* Ku3 }u » &E u A}EI 8} JoopusSE § &§Z]-
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Canterbury Health System Outcomes Framework
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System level measure:

AMBULATORY SENSITIVE HOSPITALISATION RATE FOR 0-4 YE. S
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Our priority is to reduce the ethnic variation ir
the ambulatory sensitive hospitalisation (ASI
rate between the Pacific and Total populations

Non-standardised ASH rate for 0-4 year olds ALL ASH

At September 2018 v§ & PEC[s "AE =
year olds of 6,142 per 100,000 population
below the national average for the Tote

Rate per 100.C

populatiort. When viewed over the previous fou 0

years, it has increased slightly over the previo 0

year 1:*:«-:_#:_(:5&:( 12 months to Sept. 12 m:rtr: to Sept. 12 months to Sept. 12 months to Sept. 12 months to Sept. Err:r:h:_:cis;t
V é CE u @ %a. dld ASH rate for the PaCIf . ;h'écn —AFl;-:m: —C;i(tuﬂ::a\ iw’»&am:raﬂc:;l} o

population of 11,582 per 100,000 is higher than

§Z d}3 0 %o }%po S]}v E 3V Z}B KL EE NS E U@ECIe (}E 5Z D BEO]péo} %o
ii1TUiil ]» o}A E §Z v vE E HNEC[e d}5 0 %}% po 3]} @ 3uX ]s]oA]WP 18]y
illustrates:

f The Upper Respiratory and Ear Nose and Throat (ENT) Infections category asgéis¢ ¢ontributor to

v E pEC[s ~,1 p&r 00,800 Bopulation.
f vS (E pu & ¢eprald ASH rates for Upper Respiratory and ENT Infections and Lower Redpiexttons
are higher than the national average.

In 201819 work was undertaken t€E EE] Es A% E] vV C *lu AZ v pulv o]
contribute 8} §Z 3§Zv] A &E] 3]}v ]+ yearDIdRASHEAR] This includes review of 2018 Emergency
Department (ED) data to identify the number of ASH admissions that would be suitalde f¢r EE o §} tZ
Ora navigator, and under A 0}%u v3 ] &SE] o 8§} }(( E (E E S (5 E GwdE(L (}
there is no space at their enrolled general practice.

We also continue to build upon and grow the LinKIDS child health coordination services. ahhisitiative
developed in Canterbury. It is focussed on connecting children with health services, and ensldieg ofceie
services in a timely manner. It has three main focuses:

f Connecting children to health servid@genrolling infants in health services at birth, and ensuring that children
who move to Canterbury are also connected with these services

f Supporting families who are not engaging with health services including miesadhisation, oral health or
B4SC service, and timely Rheumatic Fever treatment.

f Referral pathway to services such as Young Parents Support Service.

1 The National Minimum Data Set of ASH Rate for 0-4 year olds to De@0tibaie]vP §Z E A+ ov ~8v & W}%puo §]}v Jv(}Eu
and establishment of th2018/19 milestones.
8



MILESTONE

v E PEC[* ]vS @nreduca&th&mucHiclimequity in ASH rates, however the relatively smallerumb
of admissions and resulting inherent variation limits the viability of sedingmerical milestone. In addition,
analysis of the leading conditions contributing to the ASH rate confirmsitiflaenza, gastro-enteritis
outbreaks and dental elective volumes have a significant influence on the yearly vairiafiSil rate for 0-4
year olds across all populations. Acknowledging these challenges, the average naterb¢he Taal and
Pacific populations (Total rate:Pacific) has been selected as the soundest approach to seil@sgoaeh

The small actual numbers involved with the Pacific ASH rate mean there is potentabofluctuations
from quarter to quarter, for example, the addition of just 10 admissionsigha the rate by 5% and increases
the ratio by 0.1. To reduce the effect of fluctuations due to the small Pacific populatiGanterbury the
milestone has been calcutad based on a four-year average.

The four year average for previous years has He@®8 and1:2.02. At this rate of reduction the four year
average in September 2019 will be2.00.0ver 201920 Canterbury will track and aim to reduce the average
ratio (Total rate:Pacific) over four years, to achieve a ratib:200, or less, by 30 June 2(.

Forecast 12
mo. to Sep

2019 forecast
12 mo. to 12 mo. to 12 mo. to 12 mo. to 12 mo. to based on previous

Sep 2014 Sep 2015 Sep 2016 Sep 2017 Sep 2018 years)
Pacific Rate 2.33 1.96 210 1.94 2.07 1.90
4-year average 2.08 2.02 2.00

CONTRIBUTORY MEASURES

ASH RATH VARIATION BETWEEN POPULATIONS

Outcome soughtUnderstand the variation that exists between the Canterbury Total and Canterbury F
populations, with a focus on the ASH admissions for 0-4 year olds amitledJpper and ENT Respirato
Infections.

Rationale for selectiorA variation in the ASH rate for 0-4 year olds exists between the two populgtinps.
This is evident in the Diagnosis Related Group (DRG) category Upper and ENT Respirsitomg imfech is the
single largest contributor to the ASH rate for 0-4 year olds and is above thenalatiserage. While the
September 2014 ratio between the Total and Pacific population of 1:2.3ddwsased to 1:1.57 in Septemb
2018, true progress will be achieved through monitoring our progress overtamnd®d period of time to accoun
for inherent variation.

2 Target setting for ASH rates is difficult due to the uncertainty around prajéeictinre rates, based on the inherent variability of events in a relatively small
population. For the 12 months to September 2014, the ASH rate for Pacific 0 to 4 year dld2®&aper 100,000 population, with a calculated 95%
confidence interval of 12,707 to 15,744, for the Total population the rate was 6,58&%&088% confidence interval was 6,300 to 6,865. For the purposes of
projecting a future target, based on these data, the ratio of Pacifiotal ASH rates may lie between 1.85 (using the lowest extent of the 95% confidence
interval for Pacific and the highest for Total population) and 2.50 (disengighest extent of the 95% confidence intefealPacific and the lowest for the

Total population). The ASH rates and the ratios therefore need to be interpréftechwiion and looked at over a longer reporting period.

8 The Septembe2018 dataset was used to generate the milestone.



Measure description:

The rate of 0-4 year olds admitted with a code o
Upper Respiratory and ENT Infections and the ¢
that exists between the ASH rate for 0-4 year ol
Jv. v8§ & pEC[* W ]J(] v d}s
Numerator:The number of ASH admissions fof (
year olds coded with Upper and ENT Respiratot
Infections.

DenominatorThe number of 0-4 year olds.

Data source:Ministry of Health data release
quarterly.

ORAL HEALTH

Outcome soughtAn increase in the number of children who are caries free at five years of age.
Rationale for selection: v§ o }v ]8]}ve & 8Z (}uESZ o EP 3 }v3SE] néH
year olds with a rate of 532 per 100,000 at September 2018. In additiore iedocal variance betwee
population groups in both caries free and enrolment in the Community D&amlice. This measure has be
selected from a number of oral health / child health indicators, includingtitelment of children in the wide
health services. It should be noted that Canterbury currently does not add fluoride waier supply, unlike
many other North Island metropolitan areas.

Measure descriptionfhe percentage of childre
caries free at five years of age.

Numerator: At the first examination after the
child has turned five years, but before their si>
birthday, the total number of children who ar
caries free (decay or filling free).
Denominator:The total number of children wh
have been examined in the five-year-old a
group, in the year to which the reporting relate
Data SourceCommunity Dental Service.

INCREASED ACCURACY OF ETHNICITY CAPTURE

Outcome soughtincrease the accuracy of ethnicity capture of new borns enrolled in general practice.
Rationale for selectiorthe collection of robust quality data enables themitoring of access rates and results
ethnicity; this in turn supports improved healttephing and design and delivery of services aimeddiicing health
inequities. Any inaccurate capture of ethnicitybath follows the new borrg registration into other services.
Measure descriptionThis measure requires further analysis to identify the contributors of the inacct
ethnicity capture, the subsequent actions required and the key metric for monitoring chemte interim, the
new borns enrolled in a PHO within three months by ethnicity illustrated belowhevithonitored.

10



INCREASED NEWBORN ENROLMENT

Outcome soughtAn increase in the number of
new borns enrolled in general practice.
Rationale for selection:Early enrolment in
general practice and the wider health services
(including Well Child Tamariki Ora and the
Community Dental Service) is a foundation for
patients accessing health care. There is
variability in the new born enrolment coverage,
most noticeably in the Pacific population.

Measure descriptionThe percentage of new

borns enrolled with a PHO within three months.

Numerator:Number of infants under three months enrolled with a PHO.

Denominator:Number of births reported to the National Immunisation Register. Note the registérdes all
babies born in Canterbury, some of whom are not from our region.

ACTIONS TO IMPROVE PERFORMANCE: ASH RATE FAR@:-DSE

Contributory Actions to Improve Performance Responsibility
Measure

ASH Rate f Provide general practices with data of their enrolled 0-4 year = A project group within
who are admitted to hospital with an ASH event. the Child and Youth
f Develop and implement a scheme where children can be see WWorkstream
free at After Hours during the day if their own practice does
have an appointment available.
f Develop and implement a process to refer children admitted v
respiratory conditions for a healthy home chetkeducing damp
smokefree etc.
f Investigate the feasibility of implementing a targeted pertus
and influenza vaccination programme for pregnant women,
influenza vaccination for 0-4 year olds with chronic respirai
conditonsU A]8Z (} pe }Jv D }JE] v W ](]
Oral Health Work with community dental services to develop a recall sys Oral Health Service
targeted at need and identified risk.Develop a programme 1 Development Group
strengthens caregivers of children aged 0-2 years understandit

oral health.
New Born f Implement the process to ensure children not enrolled in gen Immunisation Service
Enrolment practice are supported to be enrolled. Level Alliance and
PHOs
Increased f Continue training all midwives with a focus on new & Immunisation
Accuracy of community midwives on the 2017 EthniciBata Protocols t¢ Manager and PHOs,
Ethnicity increase the accuracy of ethnicity recorded in Maternity Hosy D } @&rd Pacific

Capture Specialist Services. Reference Groups

11



System level measure:

ACUTE HOSPITAL BED DAYS

Ed Z hzz[» yNCEZ/

Our priority is to further reduce the acute hospital bed day rate for the Total population, whilmisjng
hospitalisation for all ethnic groups.

Averaged over the three years to December 2018,
v E pEC , [+ P ~S Vv & ]- (VRS
Day rate of 293 per 1,000 population was 5%
lower than the New Zealand Total rate of 308 per
1,000. Viewed by ethnicity averaged over the
SZE C &+ VvS E PEC[* "S Vv &E ]- VRS
C & S (}J& 32 D }ER%6Er% po S]tv ~
1,000) and Pacific populatiod48 per 1,000) are
Z1PZ & §Z v v E HLEC[s d}S o VRS C
rate; while the Other population rate is the same
at 293 per 1,000 population.

DIE] v W J(] % E+% 35]A e+ E Vv u % ES }( VSEBpELMm C
and Reference Groups offer guidance in all aspects of service design and redesign.

Over 201819 work continued to implement innovative approaches to the funding anddblésery of health
services that align with a Pasifika view of health. To support this work, a Pasifiit@did®®anager was jointly
appointed by the DHB and Pasifika Futures.

s] AJvP v8 E MEC[* 3§ Cu ] o0 }v ]8]}ve JOONZSE 3 & STEFASZ po:
category remains theo CEEP 8§ }vSE] usS}E& 8} vS &G PEC]- VRS C & 3]
higher than the national average of 17 per 1,000.2018/19 a software tool StrokeViewer was developec
incorporate community data to provide an overview of the journey for Stroke and Other Ceeslordar patient$
in-hospital stay and rehabilitation on discharge. During 2019/20 the focus wilhce on improving flow througt
acute and rehab services.

During 2018/19 the Polypharmacy working group continued to facilitatprovement across the system t
convening small group education within primary care. This education invaleidians from across servici
(nursing, general practice and pharmacy) learning together and has enabled teamwork betwésssipns to
address inappropriate polypharmacy that leads to admission. Also underway is thieglaent of a pathway fol
referring falls patients for a Medication Therapy Assessment (MTA). While there has been sgotede

4 The National Minimum Data Set Acute Hospital Bed Days to Dec20i8efusing Age Standardisation to the WHO 2000 Standard Popylatamused to
inform CanteE p @h@lysis and establishment of the 2020/Milestones.
5 The National Minimum Data Set Acute Hospital Bed Days to Decefit@(age standardised using WHO 2000 Population Stantghjoritised ethnic
groups

12



representation on the Polypharmacy group, need for a larger secondary aarehas been recognised, to wo
on improvement specific to secondary care. During 2019/20 we will wawlarids a combined approach for tr
broader and secondary care polypharmacy groups where appropriate.

KA E 8Z 08 $3ZE C E+ vuu E }( Vv8 E NEC[* EPE -« }u(up g
identify opportunities for service improvements while ensuring the sustainability of inesth services. In 2018/1
the implementation of the Hurunui and Oxford Models of Care resulted in a collab®&iter-hours arrangemen
across five general practices and St John being established in the Hurunuj pFgtools for local observatiol
services being developed, and support provided to general practice for stabilesiiegts while awaiting their
transportation to hospital. In 2019/20 this work will continue and includ#hier work on a restorative communit
service. By assisting people to access these services locally, these initiativesnivibute to optimising
v E PEC[s us C E s X

Our Acute Demand Programme contributes to a reduction in acute hospital bediadaygh various initiatives
these include, but are not limited to:

f Packages of care funding for general practice by providing non-specific guiodi8-5 days with the expres
purpose of keeping patients out of hospital where possible. This fundingsaftor long consultations, repes
visits and in-practice observation.

f Acute nursing to support patients both in clinic and at home, primarily supppthose with skin and sof
tissue infections, discharge support in the home including heart failure/frailbnitoring and respiratory
conditions.

f In hospital liaison that identifies patients suitable for supported discharge from all hospital wards and E

f An observation unit at the 24 Hour Surgery that takes patients from general practice andl Hau2 Surgery
Average admission times are 4-6 hours, but up to 24 hours is possible.

f Pegasus Health Acute Demand Nursing Team support for heart failure patiémestiansition from hospital
to home. This team provides daily home visits with medication reviewsimy assessment and medicatic
titration for up to seven days.

Another initiative of the Acute Demand Programme was to provide differentagmies to support people witl
COPD during flarepsby using community and ambulance services more effectively. One outefotimis has beer
to reduce the number of admissions and time spent in hospital, reducing occupiddys for COPD from ¢
average of 13.7% in the three years to 2012, to an average of 9.3% @&1t@ 2018. Over the six years of tl
COPD initiative there have been nearly 900 fewer admissions, 1,200 feweraamtd@rrivals at ED after hour
10,000 fewer bed days and 300 fewer acute readmissions compared with what veoedgbected if system change
were not made.

Likewise the community falls prevention programme for those aged 7Btinces to contribute to a reduction i
acute bed days. In the six years of the programme running there have been approxi2é@ly fewer EC
attendances, 800 fewer fractured neck of femur (NOF), 51,000 fewer NOF bed days aad&00efaths at 18C
days compared to if the programme was not implemented

MILESTONE

*%0]S v E HWEC[s uS C & 8 JvP «]1PVv](] v&idh@r reduchglis rates]}v
is a high priority for Canterbury to manage its population withgonstrained bed supply that will continue, even
after the new Acute Services Building opens in 20Q9Higher than projected population growth is anticipated t
%0 0O % E e*UE v V3 E PEC[* ]V % -&iHeveSfortaandgir@y fo]manage the demand on
hospital services.

In this context, work to reduce the ethnic variation in the Acute Bed Day ralbesng progressed alongside a focus
(andsetS]vP }( u]o *8}v e }v v3 E pEC[* d}€anterbwy considerdtiseEng aXilestone
e }v 8Z 3zZv] A E] &]}v 3A v 3Z D IEIJUW Z{A AvE3S]}S b %Y %o oESA
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A E] 31}V ] %% E}% E] § X "SE]JA]VP (}E <«u]A o ¥8] 8 C 0 BIED3}EE]
Pacific populations who have a higher burden of disease not recespiigal access to acute hospital care. In
seeking equitable health outcomes Canterbury will work towards appropriate hospitalisation forradiegis.

Finally, in the process of establishing an achievable milestone for 2Q0¥0fther analysis of Canterbury generated

data on Acute Bed Days was undertaken including consideration of the admittingahednditions and how

amenable they were to change. Grouping the Acute Bed Days into those amenabénge (Medical, Surgical and

Rehabilitation admissions) and non-amenable (Mental Health and Maternity admissighig)fited that a realistic

milestone would be based on 85% of the total Acute Bed Days. While thisaapptould not be replicated using

the National Service Framework Library data set, these local calculations @mntinmform the setting of
vs E pEGtpmeu]o

dz v E HMEC , 085Z "Ce+3 u[* P& 20is]toreduce the}AEute|Bed Days rate 8Dper
1,000 population or lessdZ]es Z - vPv ES pe]vP vs E aErgdeoveuthe three C-e
years to December 2018. It is noted that within this longer-term trend, the Acute Bed&iaysill be influenced
by external factors such as the severity of the influenza season

CONTRIBUTORY MEASURES

REDUCED LENGTH OF STAY FOR ACUTE ADMISSIONS

Outcome soughilo reduce the number of occupied bed days following an acute admissi@emisuring patients
receive clinically appropriate care during their hospital stay and after discharge, to angzdraission.
Rationale for selection: vS E piGzé€siment in primary care and work on condition specific pathways
supported an overall reduction in the acute phase of hospital stays. At September 2088 E PEC[* S
average length of stay of 27 bed dayss below the New Zealand average stay @®hed days.

Measure descriptionThe number of beds
occupied for greater than 14 days following
an acute admission. Note patients coded as
Mental Health and Maternity are excluded.
While a number of measures will bg
monitored locally as indicators of the lengt
of stay for acute admissions, this measure
considered a key metric for monitoring
change.

Data sourcelocal data generated througl
Signals from Noise (SFN).

[E— AL

S

6 Milestone set using the National Minimum Data Set Acute Hddpétd Days to December 2018 (age standardised using WHO 2000 Pogstatidardpy
prioritised ethnic groups. The previous three years (December 2016-18) Total rate was averagedpdhiewnalestone for June 2020.

7 National Minimum Data Set Inpatient Average Length of Stay (&1S33ptember 2018 (standardised on age, sex, ethnicity, rurality, dépnivatuity,
primary diagnosis, secondary diagnoses, comorbidity/complexity, operations, external cause codes)
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MONITOR ACUTE READMISSIONS

Outcome soughiThat people receive effective (and safe) treatment in our hospitals, as well as approppptets
and care on discharge.
Rationale for selectiorMeasures of readmission rates are important balancing metrics for the reduced leng
stay for acute admissions. Monitoring the rates at different times post-discharge psogichore comprehensiv
picture of factors contributing to readmissions, and better informs the response required.
The selection of both the 3 day and 28 day readmission rates as cdatsibameasures provide appropriat
balancing metrics. The contributors to the readmission rates are multifaceted. Basedrentdurowledge, it is
%0 (E } %o} ® §Z 8§ v U E ulee]lv 8} Z}e%]15 o AISEE }i( @« WloC e
increase in this rate would suggest further exploration into discharge timing, plaanthgs implementation, anc
patient readiness was required. While an increase in the 28 day readmission rate could be driven htiamah
number of factors; with(LESZ E ]JvA «3]P §]}v Jv8} }VEE] ud}Ee epu Z « % 3§
process, the integration and coordination of primary care and community services required
Measure description:  Monitor
v E PEC]- uMS @& |u]ee]}v S}
hospital within 3 days.
Numerator: v E p@vefage
number of acute readmission stays i
hospital within 3 days for a medical 0
surgical admission.
Data source:Local data generated
through SFN.

]

Measure description:  Monitor
v E HPEC]- us & rutrT*iiv S}

hospital within 28 days.

Numerator: v E p@Gefage

number of acute readmission stays i

hospital within 28 days for a medica|l

or surgical admission.

Data source:Local data generated

through SFN.

=]

REDUCTION IN FALLS

Considerations for this measurbt October 2018 Christchurch Hospital Campus and Ashburton Ho
successfully went live with SI PICS (for all services except maternity which is scheduled for epr§i Z0Ct
works in conjunction with the existing South Island-wide clinical portal Healin&€b South and is a ste
closer to the vision of a fully integrated electronic patient record. With ntioa& one million patient record:
transferred into the new patient management system we have experienced some unexpected challehg
data quality. One of the key issues being faced is that during the migration to SirRiGBea of irregularities
15



were exposed from the previous legacy systems, including historic wom@soto meet Ministry dats
requirements.

As part of the move from PMS Homer to Sl PICs, a new Emergency Department patierémearagystem
was introduced called ED at a Glance (EDaaG). The EDaaG system changed the way falls are being |
ED which has impacted on the reporting of results for the falls presentations. Wortesway to understanc
the impact of this difference.

The sudden decrease from October 2018 in the graph on the next page is dgtderities in the way result
are being reported.

Outcome soughtA reduction in the
number of acute admissions tq
hospital following a fall for those
aged 65 years and over.
Rationale for selection:Hip and
Femur Procedures, Hig
Replacements, and Humerus, Tibi
Fibula and Ankle Procedures, are |n
the top fifteen DRG clustétrs
}vSE&] usJjvpP §} v E| LEC]- VRS
Bed Days rate. A high proportion df
patients entering rehabilitation
~AZ]1 Z ]+ P v E 00C o0o}vP E $ovarilstag) hdve fprifadrycdfe of femur, humerus
18Z E (E SUE X 'JAv VvE8 E WEC[* P ]JVP %}% po 3]}wU &Z u(®
related demand on acute services and help people to stay well and independtdiirown homes, whilsi
maintaining quality of life.
Measure descriptionA decrease in the number of acute admissions against a forecasted pre-intenve
trend of the number of acute admissions to hospital following a fall for those aged 65 yearsemd
Data sourceLocal data generated through SFN.

b

POLYPHARMACY

Outcome soughtPrevention of, or a reduction in, the risks associated with polypharmacy.

Rationale for selectionfhe appropriate prescribing and dispensing of medications for people aggdats
and over will support improved health outcomes for older people, which is itapbfor the Canterbury
Health System given its aging population. This measure is also an indi€atdegvation across genere
practice, community pharmacy, and hospital care.

Note: It is acknowledged that while any medication therapy assessment will determine the appropriabér
medications; it may not impact the number of medications being taken. The nuaflpiypharmacy audits
completed and referrals for medication therapy assessments will be monitored locally detigsirate of
people aged 65 years and over on 11+ medications.

8 Topl5 Grouped by the Highest Case Weighted Hospital Event within each Acute Stay at Mar&h2018000 Population Standard).
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Measure descriptionThe rate of people
dispensed with 11 or more long term
medications.

Numerator: The count of patients aged 65
years and over who have been dispensed 11
or more distinct chemicals in two
consecutive quarters.

Denominator: The count of the DHB
population that is aged 65 years and over.
Data sourceThe Health Quality and Safety
Commission (HQSC) Atlas of Variation.

ACTIONS TO IMPROVE PERFORMANCE: ACUTE BED DAYS RATE

Contributory Actions to Improve Performance Responsibility
Measure
Reduced Lengtt f Use data collected from StrokeViewer to develop an e Adult Rehabilitation
of Stay supported discharge model for stroke patients. Steering Group

f Participate in national benchmarking for community strc
rehabilitation services using Ambulatory AROC data.

Monitor Acute  f Continue to monitor the number of readmissions as Urgent Care Service
Readmissions balancing metric alongside the implementation of change Level Alliance
patient pathways and length of stays.

Minimise Harm f Maintain access of people aged 75+ in Canterbury to the The Falls and Fracture
from Falls Prevention Programme following a fractured neck of femi SLA
f Improve access to, and attendance at Community Be
Strength and Balance classes in Canterbury.

Polypharmacy f Further develop general practices capability to view tk An expert project group

enrolled patients on multiple medications, including convened by the Clinice
ethnicity. Quality Education Tearr
and the Pharmacy

Promote audit and review capability of patients on multi . .
f P yorp | Service Level Alliance.

medications to general practices.

f Monitor polypharmacy patterns in Canterbury including b
age band and ethnicity.

f Complete implementation of the process for patient refdr
from the Falls Prevention Programme for a medication
review, and vice versa.

f Provide information to the public on Choosing Wisely
medicines with their doctor and pharmacist throu
increasing general practice and community pharm
knowledge of Choosing Wisely.
System Level f Build partnerships to support Pasifika Futures Limitec Canterbury DHB, PHOs
Measure implement primary healthcare services that impro and Pasifika Reference

Canterbury Pasifika health. Group

17



System Level
Measure

f

f

Implement innovative approaches to the funding a

delivery of health services for Pasifika peoples through v

with Pasifika Futures Limited.

Implement agreed principles of restorative home-based ¢ Rural Health
in Hurunui and Oxford for rural people to support discha Workstream
and/or restored function following a period of iliness.

Confirm protocols, entry criteria and clinical responsibil

and handover to enable the trialling of an observati

service in a rural location.
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System level measure:

PATIENT EXPERIENCE OF CARE

Ed Z hZz[* yNCEZ/

Our priority for Patient Experience of Care is to facilitate optimal use of infoomd&tom the in-hospital anc
primary care patient experience surveys to drive quality improvement.

In-Hospital Patient Experience Survey
V8§ E WEC[* E +posSe (E}u 3Z (JUE Iu Jv }A E 0dAuSAB]| A & 0w
results.
Canterbury weighted average scorc NZ weighted average score ou

Domain t Overall Question out of 10 for of 10 for
Q12017 t Q4 2018 Q12017 t Q4 2018
Communication 8.4 8.4
Coordination 8.5 8.4
Partnership 8.6 8.5
Physical & Emotional Well-being 8.7 8.7

Canterbury DHB Adult In-Hospital Survey Result2Q@1t Q4 2018)Health and Quality Safety Commission

Over the last 12 months, work has been undertaken to increase the sample size andyqobifeedback
}vSE] pusS]vP 8§} v§ EA i@ @d9 ruE sepding <the survey to 1,000 patients fortnightly. The sut
of this trial has resulted in the recommendation that the survey is now sent to all patients who qualify.

Outpatient Patient Experience Survey

During 2018 an outpatient sunC A + Ju% 0 u V3 + SE]o]v +Z pES}IVU upEA}
Hospitals. After successful implementation in these areas, the outpatient survey is expected tildeledor
Christchurch Hospital outpatients during 2029-

Paediatric In-Hospital Patient Experience Survey

The South Island Alliance and the Paediatric Society of New Zealand triallethractive application (app
featuring an animated frog (Fabio) to encourage children and young people $horto 16 years to provid
feedback regarding their inpatient hospital experience in the Paediatric wards. Children and pegentavited
to provide feedback during their stay with a kiosk available 24 hours a day. The amatisesfan email facility
where a survey link is sent to parents after their child is discharged. The app has yieldegtage more monthly
feedback than the traditional suggestions, compliments and complaints boxes. dlheilircontinue during 2019

Primary Care Patient Experience Survey
v3§ E HNEC[* E *poSs (E}u 3Z (JUE }uJve E 3§ }E }A 37 upvig.
2018.

9National Adult Inpatient Experience Results for Patients Treated in November 2018.
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. . Canterbury average score out of NZ average score out of 10 for
Domain t Overall Question Y g g

10 for 2018 2018
Communication 84 84
Coordination 84 85
Partnership 7.6 7.6
Physical & Emotional Well-bein 7.8 7.8

Canterbury Patient Experience Survey Results (Jar20D&cHealth and Quality Safety Commission

In December 2018,85 (B }( vS EL1p@eqeral practices obtained feedback from their patients using
Patient Experience Survey, up from 82%) of 115 practices in February 2088 v & PEC[* & %o}
survey aligns with national levels of response

Over the next 12 months our priority will be to improve understandinguastions within the survey to enabl

local response to low scoring areas to occur. Alongside this we will continnerease the number of gener:
practices accessing feedback from their patients using the Patient Experience Survey.

MILESTONE

In-Hospital Patient Experience Survey

Construction of new facilities is nearing completion with migratiosahe services to new buildings underway,
and to continue throughout the year. These changes are likely to impactonsS] eXpérience of care,
maintaining the inpatient survey results at 30 Jun@@@ill locally be considered a significant achievement.

Primary Care Patient Experience Survey

In 201819 the number of general practices using the Patient Experience Survey to access feedback from the
enrolled population continued to increase (55% in December 2017 % i December 2018). In 2029/
Canterbury will continue to embed the use of the data collected to inform aneé dpirality improvement.

Quality improvement relies on making data analyses available to peoplédprg care: translating data into
information that creates a platform upon which people can act. It is difficubdba numerical measure that
indicates progress on using data to drive quality improvement. Canterbury leaseseh milestone to improve the
score for sub-questions relating to medications in the Communication domain:

f Were you told what to do if you experienced side effects? Improvemenvénage 12 montH score from
6.8/10 to 6.9/10 or more.

f Were the possible side effects of the medication explained in a way you couédsiadd? Improvement in
average 12 month score from 7.5/10 to 7.6/10 or more.

f t  Clu 8}o AZ S }puo Z %% Vv ]( Ciu ] Vv[8 AIC £LZpuldo3pvUu@vws
Improvement in average 12 month score from 7.5/10 to 7.6/10 or more.

10The 12 month period of 01/01/2018 to 312/2018 was used to calculate the average score for the sub-questions.
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It is acknowledged that the influences on patient experience are complex. It will take sustained effonqsdeem
this and is likely to take more than the year of the improvement plan. The ongoing programnoekoivill be
focussed on quality improvement through education and administration.

CONTRIBUTORY MEASURES

IN-HOSPITAL SURVEY RESPONSE RATE

Outcome soughtAn increase in the proportion of adults completing the in-hospital survey.

Rationale for selection: v§ B PEC[*s "HEA C E *%}ve E § A+ Z]+3}E] c
lu%o E}A u vie }A E 1Tiio0 & (0o § 3Z v E - (} ue }v E%Sp@E]|vB
communication of the survey to them. During 2017 Canterbury merged fortgighitivey data collected local
with the quarterly national collection to increase the number of respondents contrigut the results. While thit
initially improved the In-Hospital Survey response rate, during 2018 &gsdo systematically captur# S] \
email addresseashusiness as usual was implementeds Hnticipated that this will improve response rates o\
the long term, however a new patient management system is yet to haverntagimail address informatiol
migrated into it. While this is unlikely to affect response rate, it may initially impact the ssaraple size.

Measure descriptionThe proportion of adult
inpatients who complete the survey.
Numerator: The number of hospitalised patient
aged 15 years and over who provided feedbe
via the adult in-patient survey.

Denominator: The number of hospitalisec
patients aged 15 years and over who a
surveyed.

Data source:The Health, Quality and Safe
Commission.

IN-HOSPITAL ENGAGEMENT OF FAMILY E h IN PATIENT CARE

Outcome soughtPatients experience increased engagement between hospital staff and their faidlyd ip
discussions about their care.

Rationale for selection: vs & pl@EHD$pItal Survey result in this supporting question has historically |
lower than the national rate. The Always Events praigptoviding a framework for Canterbury to explore varic
stakeholder perspectives of patient care, and through this understand and addresstinévators to this result.
We are now in the second phase of the Always Events improvement project and tthiswillocontinue over
2019/20.
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Measure descriptionTo better understand whe
influences the score on the In Hospital Surve
E *p0S (}E SZ ep%o%}ES]VP
Z}e%]S 0 ¢S (( Jvou CHpE (
someone close to you in discussions about yc
E M_
Numerator: The sum of the weighted average
scores out of ten for this question response.
Denominator:The number of responders that
answered this question.
Data sourceThe Health, Quality and Safety
Commission.

PRIMARY CARE PATIENT EXPERIENCE SURVEY IMPLEMENTATI

Outcome soughtAn increase in the proportion of general practices obtaining feedback from patientbes
Primary Care Patient Experience Survey.

Rationale for selectiofPHOs continue to have an important role in working with general practicesreaise the
number obtaining feedback from their enrolled populations. In 2@D9Canterbury will continue to focus o
PvEo%E 3] [+ VP P uvs A]3Z §Z <pEA CX o}vPe] §Z]-U will
focus upon building understanding of sub-questions relating to Care Plamatde the development of action
to improve patient experience in this area

Measure descriptiorithe proportion of
Canterbury general practices participating in
obtaining feedback from patients via the
Primary Care Patient Experience Survey.
Numerator:The number of general practices i
Canterbury participating in obtaining feedbacl
from patients via the Primary Care Patient
Experience Survey.

Denominator:The number of general practice
in Canterbury.

Data SourceReported quarterly by the PHOs.

ACTIONS TO IMPROVE PERFORMANCE: PATIENT EXPERIBREE

Contributor : e
y Actions to Improve Performance Responsibility
Measure
In-Hospital Survey  f Implement a process to survey all in-patients of DHB Quality & Safet
Completion Rate Christchurch Hospital who meet survey criteria. staff

f Contribute to the working group developing email as a
preferred communication method via Health Connect

South.
In-Hospital f Continue with Phase Two of the national Always Events DHB Quality & Safet)
engagement of pilot including worko: staff
(ulJoC IAZ v o Clarify the role of the%o 3] wdrmated

care. contact person.
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Primary Care Patien
Experience Survey
Implementation

Response Rate

In-Hospital &
Primary Care Patien
Experience Survey
Improvement in
Patient Experience
through increased
utilisation of patient
feedback.

Quality Improvemen
through an increase
in domain question
scores.

f

o Develop education tools for staff, patients an
families.
0 Testthe process in one area and evaluate.

0 Post evaluation test in three further areas.
Work with general practice to increase the proportion
obtaining feedback from the Patient Experience Survey.
Assist general practice teams to interpret and use Patier
Experience Survey results as part of their ongoing qualit
improvement.
Monitor the Primary Care Patient Experience Survey
response rate by different population cohorts.
Monitor data in relation to Primary Care survey
respondents by age bands and ethnicity to identify
population cohorts that are underrepresented.
Identify and collaborate with working partners to promote
the Primary Care survey with population cohorts that are
underrepresented.
Identify a common theme across the In-Hospital and
Primary Care surveys and progress a local targeted
response.
Use information from the Itdospital and/or the Primary
Care Patient Experience Survey to inform the work of
alliance groups in leading changes to the development ¢
delivery of health services
Build understanding of sub-questions to enable the
development of actions to improve patient experience in
this area.
Further embed utilisation of the Patient Experience Surv
information]v. vS8 & PEC[s K S]}v % E
other education opportunities.
Share good practise via a case study to highlight the use
survey results in change of general practice.
Promote the Patient Experience Survey (primary and
inpatient) in public publications (eg. Online, Well Now
magazine)

PHO Quality & Safet
staff

DHB and PHO Qualit
& Safety Project
Group staff

DHB and PHO Qualit
& Safety Project
Group staff

DHB and PHO Qualit
& Safety Project
Group

DHB and PHO Qualif
& Safety Project
Group staff
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System level measure:
AMENABLE MORTALITY

Ed Z hZz[* yNCEZ/

Our priority is to continue to decrease the amenable mortality rate.

vs E pAmEnable Mortality age standardised rate for under 75-year-olds is trending downwards. iWhile
remains lower than the total New Zealand rate, the gap between the Canterbury and nattesmhas narrowed
in recent years. The national data provided by tv] ]SC Jv ] § « §Z § }3$Z-D }@&E] -Pieifiw } v
populations in Canterbury have rates lower than the New Zealand rates Bt?200/hen data are aggregated for
Tiii 8} 11if 8Z D }E] ~ioi AeX Tile v W ](]uHE®A oA @éd@weuthan the national
rates, but the rate nonb } €] -Paaific (81 vs 77) population is higher. In the same data Canterburyehiftth
0}A D }E] uv o Uu}ES 0]3C E S ulvP i6 , e v SAPJESZ-M}A 3 W

Theratio}( $Z D }@&] $3}DsS Z@dntRacific rates has historically been lower in Canterbury than nationally,
however the national rate will possibly be lower than Canterbury within the geat. Refreshing some of our

Uv o D}ES 0]3C }VEE] US}EC u *pE U A]3Z (} e}V U suE » §Z § (
Ju%e®@}A uv o u}ES 0]3C (}Eomkr}li®d v vsS E uEC

A review of the longitudinal Amenable Mortality data by cause of death idestifiat a number of medical
conditions }vS@&] usS]JvP 8} vS E PHPEC[* uv o D}ES 0]S5C Z S v 5 § & E%}
physical activity, improve nutrition and reduce smoking.

1 National Minimum Data Set Amenable Mortalityrinal Data to March 2015
12 A standardised rate per 100,000 for Canterbury Pacific people is undisedetermined due to the small number of Canterbury Pacific people red¢orded
this cohort.
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During 2018/19 analysis was undertaken on the ethnicity, rate, age of death, amdtutkgof trend, within each
potentially amenable condition. Findings from this analysis has been usedfdoni the selection of new
contributory measures and actions for 2019/20 where the aim is to reduce inequities.

MILESTONE

dz v E WEC , 08Z "C*S u[s PE&E ulo *3}v ] 8} u ]Jvs Jv §Z]v SE E
overall Amenable Mortality Rate. Applying this approach results in a milestone féntleaable Mortality Rate at
30June 2@0 of 83 per 100,000 population. Additionally Ju 8} & pu §Z &E 3]} 3A -DDGEG(E]
non-Pacific to be lower than the 2015 ratio of 2.38.

CONTRIBUTORY MEASURES

The contributory measures selected include a focus on achieving equitable outemnoss ethnic groups. These
measures and the underlying actions are seen as being fundamental to reducing to¢ ahipgh and inequitable

E S +}( v EuUu}lE]]SC v u}CEls aiigign, twd measurédsdfstnoking prevalence are added
as indicators of v§ E ppio@d¢as towards being Smokefree in 2025.

INDICATORS OF HEALTH PROMOTING LIFESTYLE
Outcome soughtAn increase in factors that protet
health and reduction in risk factors in our populatic
Rationale for selectionA range of services ar
available to support our population in taking t
healthier behaviours. Increasing referrals to the
services is an indicator of our health system assis
patients to navigate and access this support.
Measure description: Two measures; Gree
Prescription referrals and enrolments id
Waitaha / Stop Smoking Canterbury service, h
been selected as indicators of people accessn
wider range of lifestyle support services.

Data sourceProvider data collected locally
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Measure descriptiond , WWaitaha Stop Smakg
Services provides the majority of smoking cessa
services in Canterbury. In 2019/20 it is expected t
lvoC v }( v § RHOg @il [eontinue tc
provide their enrolled population with access to the
own comprehensive smoking cessation support.
monitor all smoking cessation activity acrc
Caterbury, enrolments in the PHO smokil
cessation services are combined with tle
Waitaha activity.

Data sourceProvider data collected locally.

MEASURE OF REGULAR SMOKERS IN CANTERBURY

Rationale for selectior8moking is a major contributor to amenable mortality as a risk factoméory including
cancers, cardiovascular disease, stroke, chronic obstructive pulmonary disease, compliohtios perinatal
period and sudden unexpected death in infancy. Reducing smoking throuwgkdntions in the health syster

can therefore contribute to reduction in amenable mortalitg.A} v ]

population that are smokers are included below.
Outcome soughtA decrease in regular smokers
5% prevalence in 2025.

Measure description:

The proportion of the Canterbury population wt
are regular smokers.

Numerator:

For each ethnic group, regular smokers are pec
who actively smoke one or more manufactured
handtrolled tobacco cigarettes per day.
Denominator:

Census usually resident population, by ethnicity
Data source:

Statistics New Zealand Census 1996, 2006, :
data, with projections of the reduction in regul:
smokers needed for the proportion of regul
smokers to be 5% for all ethnic groups by 2025.

SYE. }( 3Z

%o CE } %o } E
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Measure descriptionThe proportion of the PHC
enrolled population aged between 1574 years of
age that are recorded as a current smoker
Numerator: The number of the PHO enrolle
population aged between 15t 74 years of age
recorded as current smokers.
Denominator: The number of the PHO enrolle
population aged between 1574 years of age.
Data sourceMinistry of Health.
Note: This measure only captures people who ¢
vE}oo ]v W,KX « W,K VvE}
lower (around 80-85% in recent quarters) than ott
ethnic groups (around®4-97%) this measure ma
under or over-represent current smokers who ident
D }JE]X

IMPROVED PHYSICAL HEALTH FOR PEOPLE EXPERIENTMIGIEELTH AND/OR ADDICTIC

ISSUES

Rationale for selectiorPeople experiencing mental health and/or addiction issues tend to have wbssicgl
health outcomes and reduced life expectancy overall than their pegually Welf is a programme of
collaborative action to address poor physical health outcomes and redifeeexpectancy of people experiencing
mental health and/or addiction issues. The delivery of Equally Well Consui$811® enabled people with mental
health problems to access wellbeing support through their general practice. In Canytetbe Equally Well
Committee has collated a list of physical health programmes offered for pegpkriencing mental health and/or
addiction issue$! The resource is intended for use by the sector to asdisisk people access the appropriate
supports they need to help improve physical health and wellbeing.

Equally Well is an indicator of the additional mental health services baipigmented in Canterbury to provide
at-risk people with timely access to the right care.

IMPROVED ACCESS TO CERVICAL CANCERISGREE

Rationale for selection:Cancer morbidity and

U}YES 0]5SC (}i€high pGmpared with other

population groups. Access to health services,

including screening programmes, have the potential

to reduce cancer mortality. Improving access to

cervical v E « & v]vPU A]3Z (} p* }v D }E]
Pacific and Asian women will assist with the earlier

detection of cancer to improve later outcomes.

Outcome soughtincrease in proportion of eligible

DIE]U W ]J(] Vv <]1v Aluv Az} z A z

13 https://www.tepou.co.nz/initiatives/equally-well-physical-health/37
14 http://www.comcare.org.nz/wp-content/uploads/2017/01/Equally-Well-Physical-Healtdgfammes.pdf



cervical cancer screening test in the previous three years.
Measure descriptiorithe quarterly number of eligible women screened in the previous three years divide:
the population of eligible women, by ethnicity.

Data SourceData reported to the National Screening Unit quarterly.

ENHANCING SUICIDE PREVENTION

Rationale for selectiorSuicide in Canterbury is a high cause of amenable mortality. Suicide withimDayt
]+ Jv <ul8 o A]3Z D }E] 13% afvX10-R013 Geaths. In Canterbury cross-sectorial group
coming together to work towards enhancing suicide prevention.

It is recognised that this measure is impacted by
some factors that are not amenable through actions
by the wider health system. By choosing to focus on
a change in the 10 year average rate this volatility is
expected to be reduced.

Outcome soughiReduce the 10 year average suicide
rate in Canterbury, with a particular focus on
& p]lJvP §Z & S }(.D }E] *pu] 1]
Measure description: Suicide rate (provisional)
reported annually.

Data Sourcelocal data reported from Ministry of

Justice (provisional suicide) divided by Statistics NZ population data.otésional data includes suicides w
Zpuv 8§ Eulv ]v$ aftef cArdjiaZ review can be removed from final suicide data. Provisidata
includes South Canterbury DHB.

ACTIONS TO IMPROVE PERFORMANCE: AMENABLE MORTALITY

Contributory Actions to Improve Performance Responsibility
Measure

Indicators of Healthy f Z (]Jv d Waitaha[ focus on priority population: Population Health and
Lifestyle including: Access Service Level
0 Maintaining enrolments and outcomes for o Alliance
D JEJUW (] Vv % GatBxisting gk
levels; and
o0 Collaboration around targeted intervention f
culturally and linguistically diverse (CAL
communities through the employment of
Mandarin speaking stop smoking practitioner a
increasing access to interpreting services.
Regular smokersin  f Work with Smokefree Canterbury to further integra Population Health and

Canterbury all local smoking cessation services including the | Access Service Level
delivered smoking cessation and Te H Waitaha Alliance
services.
Improved Physical f Refine the current approach locally to achieve { Mental Health
Health for People Equally Well outcomes of improved physical wellbe Workstream

BExperiencing Mental of people who experience mental health problems.
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Health and/or
Addiction Issues

Improved access to
cervical cancer
screening

Enhancing  suicid
prevention

All Measures

Emerging Measure

Establish where there is a shortage of smear takers
explore how to increase coverage to improve access
priority group women (PGW).

Explore potential for employer funded cervical sme
tests for PGW and other ways to increase access to
screening tests.

Collaborate with other services seeing PGW to prorr
cervical cancer screening.

Develop a cross-sectorial suicide prevent
governance committee and action plan.

Develop a Canterbury suicide prevention website.
Advocate for a healthier environment through wo
with providers and developers to increase opportun
for both indoor and outdoor physical activity and acc:
to healthy food.

Establish a process to influené® } @&rd Pacific 384
year olds in relation to cardiovascular disease risk |
in life.

Population Health and
Access Service Level
Alliance

Mental Health
Workstream

Population Health and
Access Service Level
Alliance

PHO Education and
communications
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System level measure:

YOUTH ACCESS TO HEALTH SERVICES

Ed Z hzz[» yNCEZ/

Our clinically-led% €1} E&]5C (} pe }v §Z2 Z e 3} WE A v9/PAis td iGphoje aflolgseei (}
access to dental services.

In 2017 19,01A3%) of the estimated 30,205
adolescents (School Year 9 to 17 years of age) in
Canterbury accessed DHB funded dental
service®. This utilisation rate is below the
national average and has changed little over the
previous ten years.

In 2018/19 Cantebrury has worked to

strengthen denal practices receipt of Year 9

referrals via the transfer for care process, and

work with the denal practices on their recall

processes. In addition, four schools with high

& s+ }( D}}IE] v W ]J(] ingworkéd with@ host focus groups with their students to enable
understanding of factors that impact adolescent engagement with services, and ways to incressse acc

During 2019/20 we will use the information collected from the focumigs to develop and deliver an Oral Health
Service that is youth friendly and accessible.

tZ]o v S EDaraICService measure of youth access and utilisation focused on a specific part of preventive
health services, it will be used to generate lessons thhtio %0 %o O | ult@& P v E o00C 38} C
perception of and willingness to use services.

MILESTONE

dz v E PNEC , 08SZ "Ce+S u[s PCE ul]o «S}v ] 07198}(i62ZC Co $( vB. (&E]]
the Canterbury DHB funded Dental Service at Q%6

DELIVER AN ACCESSIBLE YOUTH FRIENDLY ORAL HBACHEH SE

CONTRIBUTORY MEAS®RE

Outcome soughtincrease adolescent utilisation of oral health services by developing a servigautbrthat is
accessible and feels welcoming.

Rationale for selectionVork completed during 2018/19 has led to the next tranche of work wisidb review
youth oral health services by developing a service that is youth friendliisadtlin data shows that while
adolescents are transferred to dental practices in Year 9, they are not using the services. Undegstéad youth

15 Policy Priority 12 data
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want in an adolescent oral health service will inform how to change the design eéthise to encourage equitable
access.

Measure descriptiorAdolescents utilisation of the Adolescent Oral Health Service by ethnicity.

Data SourceThe Proclaim Payments System data linked to the Combined Dental Agreements.

ACTIONS TO IMPROVE PERFORMANCE: YOUTH ACCHSIHHTSEREFCES

Contributory Measure Actions to Improve Performance Responsibility

f Assess the current service model of
Adolescent Oral Health Services.

Using information gained from the Focus
Group, work with youth to identify what they
want in an adolescentral health service.
Continue to explore other indicators that
could provide a more comprehensive picturt
of youth access to preventative services.

Oral Health Service
Development Group

Deliver an accessib
youth  friendly Ora\f
Health Service.

System Level Measure Population Health and Access

Service Level Alliance.
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System level measure:

BABIES LIVING IN SMOKEFREE HOMES

Ed Z hzz[» yNCEZ/

Our priority is to increase the number of babies
living in smokefree homes and to address the
ethnic variation betweenD } (ERacific and
total population.

AtJune2018 v3S & PEC[* % & VvS P }( ]
Living in Smokefree Homes at 6 weeks post-
natal of 61% compares favourably with the
national average for the Total population of
54945 Viewed by ethniciy v§ €& PEC]e
& epnosSe (}& SZ D }@Poppapthopo S]tv ~
Pacific population 42%) are lower than
vS E HEC[* d}S 0 %o}%opo S]]}V

The number of pregnant women enrolling with smoking cessation services and regnainokefree at the four
week follow-up is remaining fairly static. During 2019/20 we will bengfthening the pathway and incentive for
pregnant women to attend a smoking cessation consultation through linking thisrtSwdden Unexpected Death

in Infancy (SUDI) safe sleep programme. All pregnant women who attend andaiigllt with a stop smoking

% E 3]5]}v & Aloo } (1t isSEexpectdd $hds fhrdoyhXpromoting this service to Lead Maternity Carers
that more pregnant women who smoke will be linked with smoking cessation services.

During 2018/19 analysis undertaken on the birthweight of babies born in GiiBes between 2007 and 2016
found the mean birth weight of babies from mothers who smoked during pregnancyowas than those with
mothers who did not smoke. Additionally, mothers who smoked were more likehyave preterm babies than
mothers who did not smoke. During 2019/20 we will use analysigrbirthing population to identify interventions
to reduce low birth weight and premature births among mothers who smoke.

MILESTONE

The November 2018 dataset provided to the DHB covering January to Juneva®Xélculated using a revised
denominator. This has resulted in results vastly different to datasets available forpsergars. The change in the
denominator used to calculate the percentage of babies living in smoketrae$ means that we are unable to
accurately compare progress to previous six-month periods. We have therefecethis dataset as a standalone
to develop our 2019/20 milestone. The Ministry of Health advise thaate integrity improves they expect to see
an initial reduction in the rate of babies living in smokefree homes.

dz €& s5]} }(d}sS o Z s WD }E] (}&E ] « O]W[IWFO IV su}ldi@&E o Z}& WWThg (]l ]:
v E WEC , 08SZ "C+S u[s PCE ulo *S}tv (}E :pv Pibhl (PE D }@&] v ¥

16 The National Minimum Data Set for Babies Living in Smokefraeddat November 2018. This dataset has been developed using a differentiizioo
than in the past. Due to this, datasets are not able to be compared to track prognessls our 2018/19 Milestone.
7 The National Minimum Data Set for Babies Living in Smokefree Homes at May 20ib8itisep ethnic groups.
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0.85 and 0.75 respectively, an increase in approximately 15 homes that arefsemland to continue to increase
the number of infants living in smokefree homes by 30 June 2020.

CONTRIBUTORY MEASURES

PREGNANT WOMEN ACCESSING SPECIALIST SMOKING®EESHFAHOR

Outcome sought: v Jv E ¢ ]Jv §8Z vpu E }( % E Pv v3 Ajuv v §Z ]JE ( u]
Rationale for selection:vP P]JvP % & Pv v8 Aju v v 38Z ]E& ( u]lJoClAZ v u Aa}vl
cessation support seeks to reduce infant exposure to harm from smoking through preghétityand in the
home environment. The number of womve vE}oo]vP ]v specidlist gi@KiNg cessation service is
indicator that an effective delivery pathway is in place, including:
f The referring health professional has provided help
to quit, has knowledge of the specialist smoking
cessation service and how to refer; and
f The provider of the specialist cessation responds in
a timely way to the referral. .
Measure descriptiorifhe number of pregnant women
vE}oo]vP ]Waitaha/ $top Smoking Canterbury,
by referrer type.
Data sourceZ % }@ES <«yu €S EoWataBd.u d , t

OUTCOMES OF PREGNANT WOMEN ENGAGING IN SPEMAKISIGSCESSATION SUPPOR

Outcome sought: v ]Jv E « Jv 8Z vpu E }( % E Pv v8 Ajuv v 3Z ]JE (u]
Rationale for selectiarThis builds on the previous measure as an indicator of whether women that enge
V3 E HEC[* *% ] 0]*3 su}l]vP e 3]}V « EA] tu eul}l (E X

Measure descriptionThe smoking status of the pregnant
Alu v vE}oo ]Waitaha. t

Numerator: The proportion of pregnant women who, at

the 4-week followtup, have not had a single puff in the
previous 2 weeks; this includes smoking status that is self-
reported or carbon monoxide (CO) validated.
DenominatorThe number of pregnant women enrolled in

d , Waitaha.

Data sourceZ % }ES <«p €S Eo@Qajt@adu d , t

ACTIONS TO IMPROVE PERFORMANCE: BABIES IN SMOUXEEREE

Measure Actions to Improve Performance Responsibility
Pregnant Women f Strengthen the referral pathways from Lead Matern d , Waitaha Steering
accessing smoking & E- S} Waitaha by: Group and the Pregnanc

o Working with midwives and LMCs ¢,.p E}u% }( d
increase the number of clients motivate Waitaha
towards smokefree care routinely;

cessation

33



Pregnant Women f
accessing smoking
cessation

Detailed analysis of
infants in smokefree
homes data

System Level Measur

o Develop a stop smoking clinic for pregnz
women who smoke, within a communit
setting.
Ju%o 8§ 3Z A op 3]}v }( v8 @& d , Waitaha Steering
Incentive Stop Smoking Programme and implem Group and the Pregnanc

any  feasible  quality  improvement  stef gup.pE}p% }( d
recommended. Waitaha

Undertake a comprehensive analysis of patient le Child and Youth
data including by age and ethnicity, and from t Workstream
insights gained develop actions to increase the num

of babies in smokefree homes.

Use analysis obur birthing population to identify

interventions to reduce low birth weight an System Outcomes
premature births among mothers who smoke. Steering Group
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linked / contributing to deliverhemteasure

OVERVIEW OF SYSTEM LEVEL MEASURES RESPON&ENg delivery on the measure
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