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The Canterbury Health System plaeehigh priority on implementing the System Level Measures Frametwork
support change and system improvemenithe connections and trust developed through our alliancing approach
not only contributes to delivering on Actions to Improve Performace withim $ystem Level Measures but
contributes to our health system having the ability to work effectively together in unprecedented times of need.
This was demonstrated on March 15, 2019 when our community was exposed to another extreme and traumatic
event, when two Christchurch mosques were the target of a terrorist attack. Our response was exemplary with a
community response supporting the acute hospital trauma response, 12 acute operating theatres rstoméor

24 hours, and staff worked overtime to treand support the victims and their families. General practice and
primary mental health teams collaborated to provide free and streamlined support, and Mana Ake provided a
platform to reach into school communities to distribute information and to prowicimediate guidance, determine
need, and respond accordingly.

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

I Iy i SND &nRBlfmovementviPlan and the System Level Measures continue to track favouTdisy.
alliancing approach to healthcare in Canterbury is vedtablisked and embedded in developing system
improvement evidenced by the direct collaboration with over 60 peopbat across the Canterbury health system
in the development of this plaiThe System Level Measures Framework naturally falls into supportiagtiaties
occurring to reduce modifiable determinants that influence inequitabalth outcomesand accessto health
services.

Annual redevelopment of the System Level Measures Framewoekabled through the Service Level Alliances
and Workstreamsén whichrelevant stakeholders including our clinical teams from across the syswfaborate

to lead changs in the wayservicesare deliveredThis alliane approach enables connectisacross the system to
result in identification of actions to improvendtrack performance towards achieving betteealth outcomedor

the community.

With the System Level Measures Framework establisheds A G KA Y / I Yy (i S ND daNd@ Déinext 128 2 °
months a greater focus will k&trengthening our focus on achieving equitable outcomes for all population groups.
During the year a equity lenswill be placedn contributory measurethrough work to understand the variance in
ethnicity capture This framework provides a way fwioritise, resource and evaluate services based on equitable
targets. Ouraimisto grow andstrengthen this approach year on year.

Key changes in o@019 20 Improvement Plan include updating the Actions to Improve Performaarueefining

some contributory measurewithin Amenable Mortality and resetting the System Level Measures milestoAes.
focus for selecting new Amenable Mortality contributory measures was to consider ethnic variation in the causes
of amenable deathsWe arepleased(i 2 O2y Ay dzS RSY2yadaGNI GAy3 /I yiSNDd
improving the health outcomes of our population through our collective identification of priorities, redesign of
services and implementation of transformation changes in the way healthicaedivered through this Plan.
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ALLIANCE LEADERSFHERM CHAIRGCANTERBURY CLINIGETWORK

Canterbury continues to provide more integrated care provided as close to home as possible, which is a testame
those working within the health system either behind the scenes or-face OS A G K LI GASy (a

Our continued commitment to working collectively across the health system focuses on improving access to
AaSNIAOSAa ol asS Rtfor NBazynRnitys dod derfaistratiSgiour contribution to collectively agreed syst
outcomes.

Our health system continues to face a number of challenges, and at the forefront of those is the challenge of e
equitable outcomes for the most vulndsle members of our community, and those with the most need. This year
alliance leadership, service level alliances, workstreams and service development groups are thinking deeply ak
best to achieve equity of access and outcomes for those thpémance inequity and as part of our commitment ar
responsibility to Te Tiriti o Waitangi.

l'a LINI 2F GKAaAX 6SQO0S AaGNAGSR F2NJ Iy AYLINRGSYSyi
sees us shift focus in some key areas iticlg updating of our contributory measures to consider ethnic variations in

causes of amenable deaths.

| thank you all for your hard work and dedication to achieve milestones that enable system improvement fi

community.
i .
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David Meates Peter Townsend Dr Lorna Martin Dr Angus Chambers
Chief Executive Officer Chair Chair Chair
Canterbury DHB Pegasus Health Rural Canterbury PHO  Christchurch PHO
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INTEGRATING THE SMNSTEVEL MEASUREBMRWORK INTO OUR HEA SYSTEM
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workgroupswithin the Canterbury Clinical Netwoklliance with the aimof leadingchange in health services that
improve the health outcomes adur population. Typically these groupclude urban and ruralclinicianswho
participate in the services, people that bring consupgemn 2, Rdcific and rural perspectiseand management

from the relevant organisations.

An expert grouphas been identifiedo lead eactof the System Level Measuresntributory and systenmeasures

and associated activity table illustratingvhichexpert group(spre keadingeachof the contributory measursis
included in Appendix Onéiso shownin this tableare the expert groups that link with and/or support this activity.

A System Outcomes Steering Group involving clinical leaders from across the system, public health experts, qualit
improvement staff, analysts anplannersis inplaceto guide/ | y (i S NabgdehgBdeva@lopment of the System
Level Measurefamework Figure 1. lllustrates the radaf this Steering Group andarious expert groups

épert groupsncluding SLAs and workstreams within the\

Alliance

A Access and analyse thelevant data

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

A Progress any seice redesign or development
required;and

A Monitor / report on their work plan including the |ide clinical taadarship to
actions contributing to improvements in the measure: /jj‘ff;i’:‘f:;’j:j"°

“iggtion and
‘\\ion.
rvices

/I yiSND

PROGRAMME OFFICE
Coordinates the activity of the alliance, providing

operational support across the work programme
and partner organisations.

>

* Communications Advisor
* Project Administrator/Coordinator

* CCN Programme Director
* CCN Programme Manager

SERVICE LEVEL ALLIANCES (SLAs) WORKSTREAMS (WSs)

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

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

ALLIANCE * Health of Older People

* Child and Youth
* Mental Health
* Rural Health

The System Outcomes Steering Group

A Overseel YR Y2y Ail2NAa
System level Measures

A Analyssthe national and local data

+ Refines/ I y i SND dzNE Qa

LEADERSHIP TEAM (ALT)
Provides leadership to

clinically-led service
development across the
Canterbury health system.

alth & Access

ures

LINA 2 N G A

OTHER WORK GROUPS
* Integrated Respiratory Services Development Group (IRSDG)

measures
A Identifiesthe expert groups best placed to champion
the measuresand
A Leads the communication / engagement of providers
across the svstem in a collective svstem wide respons

* 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

and older persons
Project Manager

© Integrated Services Team

Figurel: Summary of the role of the System Outcomes Steering Group and the expert groups leading each contributory measure.



KEY ACHIEVEMENTS

Significant progress has been made towardsAk#gons to Improve Performanikentified in Canterbur@2018/19
Improvement Plan. A snapshot of some key achievements are highlighted below.

Ambulatory Sensitive Hospitalisation (ASH) Rate fe4 ¥ear Olds

Projects have been developed throughout thear with the aim to reduce ASH rates. One project involves the
RSOSt2LIYSyd 2F | LINRPOSaa (2 NBFSNI OKAf RNBY FGGSyRA
navigator. The other project set for a trial over winter 2019 is to offer freelcafe ! TG SNJ | 2 dzNB F 2 NJ
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 déghlights include

A Increased focusrodelivery ofservices that align with Pasifika view of health. To support this work the DHB and
Pasifika Futures jointly appointed a Pasifika Portfolio Manager.

A StrokeViewersoftware toolwas developed to incorporate community data to provide an overview of the
journeyfor Stroke and Other Cerebrovascular pati€htshbspital stay and rehabilitation on discharge

A Education within primary care completed to encourage team work and address inappropriate polypharmacy
that leads to admissions.

A New rural models of care to ipnove service and sustainability were developed. This 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 surveyewempleted in Outpatients and Paediatrics wards.
The success of these pilots has resulted in the survey continuing to be offered for these patients in 2019/20.
Additionally the inpatient patient experience survey sample size was successfully incresiteda
recommendation made to send the inpatient survey to all eligible inpatients.

Amenable Mortality

The Population Health and Access Service Level Alliance and Canterbury Clinical Network won the Improved Heal
YR 9ljdzAde F2NJ ! ff t 2LddzA F GA2ya OFGS3I2NE |G ¢KS t
Conversations programme that increasecemgtersonal communication skills between patients and primary health
careproviders. This module is nafifered on an orgoing basisind involves the three PHOSsthisis nowbusiness

as usual it has been removed from the SLM Improvement Plan as abciotyi measure.

Youth Access to Health Services

The Oral Health Service Development Gragipow readyto develop the next stage of improving youth access to
dental services This has resulted in tlievelopment of a new contributory measute deliver the service
identified as needed by youth consulted with during 2018/19.

Babies Living in Smokefree Homes

The number of pregnant women enrolling with smoking cessation seraimsemaining smokefree at the four
week followup is remaining fairly static. During 2019/20 we will be strengthening the pathway and incentive for
pregnant women to attend a smoking cessation consultation through linking this to our Sudden Unexpected
Death in Infancy (SUDI) safe sleep programme.
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Level Measures and circling those are the loesdiiected contributory measures. Further detail on each
contributory measure is provided below.

Referrals to health

Improved promoting lifestyle Enhancing
Access to _ i
services Suicide
Cervical Cancer p ti
Screening fevention Reduced IEﬂgth
In-hospital of stay & monitor
Patient Experience readmissions
Survey completion AMENABLE
rate MORTALITY RATES
Reduced acut
‘ UNDER 75 YEARS rHEEe AeEE
admissions
Primar\r care's m fUlIDWingafall
engagement
with Patient PATIENT ACUTE Reduced
Experience EXPERIENCE HOSPITAL inappropriate
Survey OF CARE BED DAYS polypharmacy
Outcome of
Understand ethnic ASH RATES BABIES LIVING IN pregnant women
Patio SMOKEFREE HOMES
variation in ASH FOR 0-4 YEAR provided with
rate ® oLDS % cessation support
) ;
Improved
oral health Referrals of
YOUTH ACCESS TO pregnant women to
HEALTH SERVICES stop smoking
Increased RS
newborn
enrolments

Accessible and Youth Friendly Oral
Health Service
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The Canterbury Health System has tracked performance of our increasingly integrated and-qeitesd

approach through the CanterbubRealth System Outcomes Framework since 20h&.System Level Measures and
contributory measures dailed in this Improvement Plaare integrated intoour existing Outcomes Framework to
RSY2yalGNIGS GKSANI FfAIYYSyYyld gAGK /I yidSNDdzNE QA
highlightedbelowwithin/ | y 1 SNDH dzNE Qa hdzi 02YSa CNI YSg2N]
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Canterbury Health System Outates Framework
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System level measure:

AMBULATORY SENSITIVE HOSPITALISATION RAFEYEAR @OLDS
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Our priority is to reduce the ethnic variation ir
the ambulatory sensitive hospitalisation (ASH
rate between thePacific androtalpopulatiors.

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

AtSeptember 2018 | Yy i SND dzNE Q& 2 .
year olds of 6,42 per 100,000 population is
below the national average for theTotal

Rate per 100.0

populatiort. When viewed over the previous foul 0
years,it has increased slightly over the previot 0
year.

12 months to Sept. 12 months to

/ |y G S NFB ¢gesidold ASHmate for the Pacifi i

population of11,582per 100,000is higher than

GKS ¢201f LRLMzZ I GAZ2Y NI @ST NK24 RAINII/ N ({1 SNDFOBEHREK Sn

MmanXnnn A& f26SN) GKFY /FyGiSNbdNEQa ¢2dFf L2 Lz | GA

illustrates:

A The Upper Rspiratory and Ear Nose and Throat (ENT) Infections category is the largest contributor to
/ Iy i SND dzNE Q&01pef 100,000 Ho@iEtiot. § H X

A /Iy SNE debd®IQASH mates for Upper Respiratory and ENT Infections and Lower Respiratory Infections
are higher than the national average.

In 2088/19 work was undertaken thB RdzOS o6 NNA SNBE SELISNASYOSR o0& &az2vYs$s

contributei 2 G KS SOGKyAO @I Naykail dld2ABH rat§l his/inklydésSisbod 2038 & dergemcy

Department(ED)data to identify the number of ASH admissions that would be suitabl®l@8rF SNNJ £ (2 |

Ora navigatorand undeRS @St 2 LIYSyd A& F OGNARFE G2 2FFSNI FNBS OF

there is no space dheir enrolled general practice.

Sept. 12 months to Sept. 12 months to Sept. 12 months to Sept. 12 months to Sept. 12 months to Sept.
2014 2015 2016 2017 2018
mmmm MZori  mmmm Pacific  mmmmm Canterbury Total  emsm National Total

We also continue to build upon and grow the LinKIDS child health coordination service. This is an initiative
developed in Canterbury. It is focussed on conneatimitfiren with health services, and ensuring children rexzeiv
services in a timely manner. It has three main focuses:

A Connecting children to health servid@genrolling infantsn health servicsat birth, and ensuring that children
who move to Canterbury are also concted with these service

A Supportingfamilies who are not engaging with health services including missed immunisation, oral health or
B4SC service, and timely Rheumatic Fever treatment.

A Referral pathway to services such as Young Parents Support Service

1 TheNational Minimum Data Set of ASH Rate faf Pear olds tddecembef017dza Ay 3 G KS bSg %SItlyR {{FyRINR t 2Lz
and establishment of th2018/19 milestones.
8



MILESTONE

/Iy iSND dzZNE Q& toredicesieIpPacific inéduithBSHratezhawever therelativelysmall number

of admissionsind resultingnherentvariation limits the viability of setting a numerical milestone. In addition,
analysis of the leading conditions contributing to the A&k confirmsthat influenza gastroenteritis
outbreaks and dental elective volumes have a significant influence on the yearly variation in ASH rdte for O
year olds across all populations. Acknowledging these challenges, the average ratio betwéetaltlamd
Pacific populatioa(Total ratePacifi¢ has been selected as the soundest approach to setting a mil€stone

The small actual numbers involved with the Pacific ASHmaanthere is potential for large fluctuations
from quarter to quarter, foexample, the addition of just 10 admissgxhanges the rate by 5% and increases
the ratio by 0.1.To reduce the effect of fluctuations due to the small Pacific population in Canterbury the
milestonehas been calculad based on dour-yearaverage.

The bur year average for previous years has b&eéh08 and 1:2.02 At this rate of reduction the four year
average irSepember 20D will be 1:2.00. Over 2038/20 Canterbury will track and aim to reduce the average
ratio (Total ratePacific) ovefour years, to achieve a ratio 4f2.00, 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 2.10 1.4 2.07 1.90
4-year average 2.08 2.02 2.00

CONTRIBUTORY MEASYRE

ASH RATE VARIATION BETWEENMPUILATIONS

Outcome soughtUnderstand the variation that exists between the Canterblioyal and Canterbury Pacifi
populations, with a focus on the ASH admissions fdr \ar olds coded with Upper and ENT Respira
Infections.

Rationale for selectiorA variation in the ASH rate forDyear olds exists between the two population grou
This is evident in the Diagsis Related Group (DRG) category Upper and ENT Respiratory Infections whic
single largest contributor to the ASH rate fo4Oyear olds and is above the national average. While
September 2014 ratio between the Total and Pacific populatidhi2xB4 has decreased to 1:1.57 in Septem
2018, true progress will be achieved through monitoring our progress over an extended period of time to &
for inherent variation.

2 Target setting for ASH rates is difficult due to the uncertainty around projecting future rates, based on the inherdlityvafiabents in a relatively small
population. For the 12 months to September 2014, the ASH rate for Pacificyeao olds was 14,225 per 100,000 population, with a calculated 95%
confidence interval of 12,707 to 15,744, for the Total population the rate was 6,583, and the 95% confidence interv@Dvia$M85. For the purposes of
projecting a future targetbased on these data, the ratio of Pacific to Total ASH rates may lie between 1.85 (using the lowest extent of the 96&e confide
interval for Pacific and the highest for Total population) and 2.50 (using the highest extent of the 95% confidencéomiaeidic and the lowest for the
Total population). The ASH rates and the ratios therefore need to be interpreted with caution and looked at over a lortiger pedgod.

8 TheSeptembel018 dataset was used to genemthe milestone.



Measure description:

The rate of &4 year olds admitted with a code of
Upper Respiratory and ENT Infections and the ¢
that exists between the ASH rate forlOyear olds 350
AY /I yiSNDdz2NEQA t I OATF.
Numerator:The number of ASH admissions fe (

Non-standardised ASH rate for 0-4 year olds Upper Respiraoty and ENT Infections

Rate per 100.000 pop

year oldscoded with Upper and ENT Respiratory .

Infections.

DenominatorThe number of 8t year olds. " e e G e A G §mmi
Data source:Ministry of Health data release e
quarterly.

ORAL HEALTH

Outcome soughtAn increase in the number of children who are caries free at five yeageof

Rationale for selectior8 Sy i f O2yRAGA2Yy & | NB (KS T2 dz2NIK rfold
year olds with a rate of 53per 100,000 atSeptenber 20B. In addition, there is local variance betwe
population groups in both caridsee and enrolment in the Community Dental Service. This measure has
selected from a number of oral health / child health indicators, including the enrolment of children in the
health services. It should be noted that Canterbury currently dagsadd fluoride to its water supply, unlik
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 o
child has turned five years, but beéotheir sixth 5.
birthday, the total number of children who ar ;-
caries free (decay or filling free). 5 oo
Denominator:The total number of children whi 20%
have been examined in the fiwearold age %

Percentage of chidrencariesfree at five yearsofage

% of children caries fre

group, in the year to which the reporting relate
Data SourceCommunity Dental Service. o . |ty T

INCREASED ACCURAGYEDHNICITY CAPTURE

Outcome soughtincrease the accuracy of ethnicity capture of new borns enrolled in general practice.
Rationale for selectiorthe collection of robust quality data enables the monitorfigaccess rates and results |
ethnicity; this in turn supports improved health plannargddesign and delivery of services aimed at reducing he
inequities. Any inaccurate capture of ethnicity at birth follows the new 8aegistration into othereyvices.
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 RHwithin three months by ethnicitjlustrated below will be monitored.

10



Percentage of new borns enrolled with & PHO withinthree months

INCREASENEWBORN ENROLMENT

Outcome soughtAn increase in the number of

new borns enrolled in general practice. 100
Rationale for selection:Early enrolment in o
general practice andhe wider health services
(including VeIl Child Tamariki Orand the
Community Dental Service) is a foundation f
patients accessing health care. There
variability in the new born enrolment coverage
most noticeably in the Pacific population. @ e @ @ @ e @ @ e @ e @

2014715 2015/16 2016/17 2017/18
. MEor I Pacific —NZ Total

% enrolment
o
a

Eomow R

N Canterbury Total

Measure description: The percentage of new
borns enrolledvith 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 register incaid
babies born in Canterbury, some of whom are not from our region.

ACTIONS TO IMPROREERFORMANCESH RATE FORIOrEAR OLDS

Contributory Actions to Improve Performance Responsibility
Measure

ASH Rate A Providegeneral practicewith dataof their enrolled 64 year olds A project group within
who are admitted to hospital with an ASH event. the Child and Youth
A Developand implementa scheme where children can be seen Workstream
free at After Hours during the day if their own practice does
have an appointment available.
A Developandimplement a process teefer children admitted with
respiratory conditions for a healthy home cheagieducing damp,
smokefree etc
A Investigatethe feasibility of implementing targeted pertussis
and influenza vaccination programme fpregnant womenand
influenza vaccination fo8-4 yearolds with chronic respiraton
conditon€ @AGK | F20dza. 2y an2NA
Oral Health Work with community dental services to develop a recall sys Oral Health Service
targeted at need and identified risRevelop a programme the Development Group
strengthens caregivers of children agee §ears understanding ¢
oral health.
New Born A Implement theprocess teensurechildren not enrolled ieneral ImmunisationService
Enrolment practiceare supported to be enrolled. Level Alliance and
PHOs
Increased A Continue training all midwives with a focus on new ani Immunisation
Accuracy of community midwives on the017 EthnicityData Protocols t¢c Manager and PHOs,
Ethnicity increase the accuracy of ethnicity recorded in Maternity Hosy a n 2axdd\Pacific

Capture

Specialist Services.

Reference Groups

11
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System level measure:

ACUTE HOSPITAL BED DAYS
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Our priority is to further reduce theacute hospital bed day rate for the Total populatiomhile optimising
hospitalisation for all ethnic groups.

Standardised Acute Bed Days
per 1,000 Popn

Averaged over the three yearsBeember2018
/| FYyGSNbhdzNE 51 .Q&a ! 38§
Day rate of293 per 1,000population was 5%
lower than the New Zealand Total rate3f8per o

1,000. Viewed by ethnicity averaged over the g’ 0
GKNBS &SFNB /I yiSNDdzN S I I

600

500

eb

R
58 NIGSa F2NJ (K3%Zl parn I I I I
1,000) and Pacific populatiod48 per 1,000) are 5
KAIKSNG GKEY [ FyGSNDda e s e o
rate; while the Other population rate the same
at 293 per 1,000 population.

mmmm Vigori  mmmmm Pacific s Canterbury Total — e=———NZ Total

an2NRA IyR tI OAFAO LISNERLISOGABSE INB Iy SYoSRRSR
and Reference Groups offer guidance in all aspects of sategign andedesign.

Over 2018/19 work continued to implement innovative approaches to the funding and the delivery of hea
services that align with a Pasifika view of healitb. support this work, a Pasifika Portfolio Manager was joi
appointed by the DHB and Pasifika Futures.

+ASgAY3I /I YyiSNDdz2NEQA RIGF 6& YSRAOFIT O2yRAGAZ2Y A
categoryremains thef | NBES&ad O2y iNRO6dzi2N) 42 /I yGSNDdzNEQa ! C
higher than the national average of7lper 1,000.In 2018/19 a software tool StrokeViewer was developec
incorporate community data to provide an overview of the journey for Stroke and Other Cerebrovascular
in-hospital stay and rehabilitation on disarge During 2019/20 the focus will continue on improving flow throu
acute and rehab services.

During 2018/19 the Polypharmacy working group continuedfacilitate improvement across the systeiy
conveningsmall groupeducationwithin primary care This education involved clinicians from across serv
(nursing, general practice and pharmacy) learning together and has entdaledvork betweenprofessionsto
addressnappropriatepolypharmacythat leads to admissiarAlso underway is the developmeat a pathwayfor
referring falls patients for aledication Therapy AssessmerITA). While there has been secondary ca

4TheNationalMinimum Data Set Ate Hospital Bed Days f@ecembef018 (using Age Standardision to the WHO 200G5tandard Populationyas used to
inform Cant®b dzhidalgsid and establishment of the 2020 Milestones.
5 TheNational Minimum Data Set AcutdospitalBed Days tecembe018 (age sandardisedusing WHO 200@Population Standard)y prioritised ethnic
groups
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representation on thePolypharmacyroup, need for a larger secondary care tehas been recognisedy work
on improvement specifito secondary care. During 2019/20 we will work towasdsombined approach for th
broader and secondary capolypharmacygroups where appropriate.

h@dSN) G§KS 1 ad GKNBS @SFNBR F ydzYoSNI 2F /I yiSNDdz
identify opportunities for service improvements while ensuring the sustainability of rural health services. In 2!
the implementation of the Hurunui and Oxford Models of Care resulted in a collaborativehafties arrangement
across five general priaces and St John being established in the Hurunui region, protocols for local obser
services being developed, and support provided to general practice for stabilising patients while awaitir
transportation to hospital. In 2019/20 this work igbntinue and include further work on a restorative commur
service. By assisting people to access these services locally, these initiatives will contribute to op
/' YyISNbdzZNEQa ! OdziS . SR 5F& NrXiaSo

Our Acute Demand Programme contributes to a reaurcin acute hospital bed days through various initiativ
these include, but are not limited to:

A Packages of care funding for general practice by providingspesific funding for & days with the expres
purpose of keeping patients out of hospitahere possible. This funding allows for long consultations, re|
visits and irpractice observation.

A Acute nursing to support patients both in clinic and at home, primarily supporting those with skin an
tissue infections, discharge support in then® including heart failure/frailty monitoring and respirato
conditions.

A In hospital liaisorthat identifies patients suitable for supported discharge from all hospital wards and EC

A An observation unit at the 24 Hour Surgémat takes patients from general practice and the 24 Hour Surg
Average admission times afle6 hours, but up to 24 hours is possible.

A Pegasus Health Acute Demand Nursing Teapport for heart failure patients in the transition from hospit
to home. Thigeam provides daily home visits with medication review, nursing assessment and medi
titration for up to seven days.

Another initiative of the Acute Demand Programme tagrovide different approaches to support people wi
COPD during flarepsby using community and ambulance services more effectively. One outcome of this has
to reduce the number of admissions and time spent in hospital, reducing occupied bed days for COPD
average of 13.7% in the three years to 2012, to an average3ét dver 2016 to 201&ver the six years of th
COPD initiative there have been nearly 900 fewer admissigh80 fewer ambulance arrivals at ED after hot
10,000 fewer bed days and 300 fewer acute readmissions compared with what would be expecterifdyanges
were not made.

Likewise the community falls prevention programioe those aged 75€ontinues to contribute to a reduction i
acute bed days. In the six years of the programme running there have been approximately 2,600 fe
attendancesB800 fewer fractured neck of femur (NOF), 51,000 fewer NOF bed days and 300 fewer deaths
dayscompared to if the programme was not implemented

MILESTONE

5SaLIAGS /FyGSNbdzNEQa ! OdziS . SR 51 & Niurth& reduSingyhi rate A 3y
is a high priority for Canterbury to manage its population withoonstrained bed supplthat will continue even

after the new Acute Services Building opens in®20Q0. Higher than projected population growthasticipatedto

LI I OS LINBaadza2NE 2y [/ I yiSND dzhde offbrts inddrdvay th Sahage tBe- dedhadiod &
hospital services.

In this context, work to reduce the ethnic variation in the Acute Bed Day rates is being progressed alongside a focu
(@andsetiAy3a 2F | YAt Sadz2ySo 2y [ | Gaot@iudy daNsd€ed settidgialmileston® dzii
0FraSR 2y (GKS SUKYAO GFNARFGA2Y o06S06SSy GKS an2NAZ t
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Pacific populationsvho havea higher burden of diseasaot receivingoptimal access to acute hospital care. In
seeking equitable health oubenes Canterbury will work towards appropriate hospitalisation for all ethnicities.

Finallyin the process of establishing an achievable milestone fo®/2Z1l further analysis of Canterbury generated

data on Acute Bed Days was undertakealuding consideation of the admitting medical conditions and how
amenable they were to change. Grouping the Acute Bed Days into those amenable to change (Medical, Surgical ar
Rehabilitation admissions) and namenable (Mental Health and Maternity admissions) highédrthat a realistic
milestone would be based on 85% of the total Acute Bed Days. While this approach could not be replicated using
the National Service Framework Library data set, these local calculatmigwue to inform the setting of
/Iy iGSNDddliR.Qa YAES

¢CKS /IFYyGdSNDbdzNE | SIf K { @& a&gaosswieiducd tiABSHed Dagsite3c2B0pey S T 2
1,000 populatiororless’¢ KA &4 Kl & 06SSy 3ISYySNI (SR dasiehayedver thetlyfde S Nb dzNEB
years toDe@mber2018 It isnoted that within this longeterm trend, the Acute Bed Days rate will be influenced

by external factors such as the severity of the influenza season

CONTRIBUTORY MEASYRE

REDUCED LENGTH ORYSFOR ACUTE ADMISHSS

Outcome soughilo reduce the numbesf occupied bed days following an acute admission while ensuring pat
receive clinically appropriate care during their hospital stay and after discharge, to avoid a readmission.
Rationale for selectiorf: I y (i S NibveiBnQi& primarycare and work on condition specific pathways t
supported an overall reduction in the acute phase of hospi@ys. At September 281 I y (i S ND dzNE Q:
average length of stay of 27 bed dayds below the New Zealand average stay ef@hed days’

Measure descriptionThe number of beds|occupied Beds >14 days, Acute Admission (excl. MH & Maternity)

(adjusted for autocorrelation)
Data Updated: 2019-02-15 04:05:30

occupied for greater than 14 days followin
an acute admission. Note patients coded
Mental Health and Maternity are excluded
While a number of measures will bg
monitoredlocally as indicators of the length
of stay for acute admissions, this measure
considered a key metric for monitoring
change.

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

No. Beds

6 Milestone set using thilational Minimum Data Set Acukéospital Bed Days ecember 2018ge $andardisedusingWHO 200@Population Standard)y
prioritised ethnic groups. The previous three years (December1B)Ikotal rate was averaged to develop the milestone for June 2020.

7 National Minimum Data Set Inpatient Average Length of Stay (OS3) at September 2018 (statidardige, sex, ethnicity, rurality, deprivation, acuity,
primary diagnosis, secondary diagnoses, comorbidity/complexity, operations, external cause codes)
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MONITOR ACUTE REAEBYIONS

Outcome soughiThat peopleeceive effective (and safe) treatment in our hospitals, as well as appropriate su
and care on discharge.

Rationale for selectiorMeasures of readmission rates are important balancing metrics for the reduced leng
stay for acute admissions. Moaiing the rates at different times postischarge provides a more comprehensi
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 contributory megsosede appropriate
balancing metrics. The contributors to the readmission rates are multifaceted. Based on current knowled
LINP L2 ASR GKIG |y |10dziS NBIFRYA&AAZ2Y (G2 K2aLWRAalf
increase irthis rate would suggest further exploration into discharge timing, planning and its implementatior
patient readiness was requirevhile anincrease in the 28 day readmission rate could be driven by an addit
number of factorswith ¥ dzNII KSNJ Ay @SaiGA3r dAz2y Ayad2 O2ydNROdzi
process, the integration and coordination of primary care and community semagesed.

Measure description:  Monitor

z z

I yGSNDdINEQE FOdiS NBFRYAA&AAZY (2
hospital within 3 days.
Numerator: / I Yy (i S NIavidge ] &

numberof acute readmission stays if
hospital within 3 days for a medical 0
surgical admission.

Data source:Local data generated
through SFN.

= = ~

Measure  description:  Monitor
/[ Iy SNDdzNE Q& I Odpr S—NB+
hospital within 28 days.
Numerator: / | y (i S NIavizidge Q
|
I
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numberof acute readmission stays if
hospital within 28 days for a medica
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 schededely 2019). SI PIC
works in conjunction with the existing South Islaniie clinical portal Health Connect South and is a ¢
closer to the vision of a fully integrated electronic patient record. With more than one million patient re
transferred into tke new patient management system we have experienced some unexpected challenge
data quality. One of the key issues being faced is that during the migration to SI PICS a number of irreg
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