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The Canterbury Health System places a high priority on implementing the System Level Measures Framework to 

support change and system improvement.  The connections and trust developed through our alliancing approach 

not only contributes to delivering on Actions to Improve Performace within the System 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 ran non-stop for 

24 hours, and staff worked overtime to treat and 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 provide immediate guidance, determine 

need, and respond accordingly. 

We are pleased to report we have comprehensively progressed the Actions to Improve Performance detailed in 

/ŀƴǘŜǊōǳǊȅΩǎ нлм8/19 Improvement Plan and the System Level Measures continue to track favourably. The 

alliancing approach to healthcare in Canterbury is well established and embedded in developing system 

improvement, evidenced by the direct collaboration with over 60 people from across the Canterbury health system 

in the development of this plan. The System Level Measures Framework naturally falls into supporting key activities 

occurring to reduce modifiable determinants that influence inequitable health outcomes and access to health 

services.  

Annual re-development of the System Level Measures Framework is enabled through the Service Level Alliances 

and Workstreams in which relevant stakeholders including our clinical teams from across the system, collaborate 

to lead changes in the way services are delivered. This alliance approach enables connections across the system to 

result in identification of actions to improve and track performance towards achieving better health outcomes for 

the community. 

With the System Level Measures Framework now established ǿƛǘƘƛƴ /ŀƴǘŜǊōǳǊȅΩǎ ǿŀȅ ƻŦ ǿƻǊƪƛƴƎ, over the next 12 

months a greater focus will be strengthening our focus on achieving equitable outcomes for all population groups. 

During the year an equity lens will be placed on contributory measures through work to understand the variance in 

ethnicity capture.  This framework provides a way to prioritise, resource and evaluate services based on equitable 

targets.  Our aim is to grow and strengthen this approach year on year. 

Key changes in our 2019/20 Improvement Plan include updating the Actions to Improve Performance, and refining 

some contributory measures within Amenable Mortality, and resetting the System Level Measures milestones. A 

focus for selecting new Amenable Mortality contributory measures was to consider ethnic variation in the causes 

of amenable deaths. We are pleased ǘƻ ŎƻƴǘƛƴǳŜ ŘŜƳƻƴǎǘǊŀǘƛƴƎ /ŀƴǘŜǊōǳǊȅ IŜŀƭǘƘ {ȅǎǘŜƳΩǎ ŎƻƳƳƛǘƳŜƴǘ ǘƻ 

improving the health outcomes of our population through our collective identification of priorities, redesign of 

services and implementation of transformation changes in the way health care is delivered through this Plan.  
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Canterbury continues to provide more integrated care provided as close to home as possible, which is a testament to all 

those working within the health system either behind the scenes or face-to-ŦŀŎŜ ǿƛǘƘ ǇŀǘƛŜƴǘǎ ŀƴŘ ǘƘŜƛǊ ǿƘņƴŀǳΦ 

Our continued commitment to working collectively across the health system focuses on improving access to health 

ǎŜǊǾƛŎŜǎ ōŀǎŜŘ ŀǊƻǳƴŘ ǿƘŀǘΩǎ ōŜǎt for our community, and demonstrating our contribution to collectively agreed system 

outcomes.   

Our health system continues to face a number of challenges, and at the forefront of those is the challenge of ensuring 

equitable outcomes for the most vulnerable members of our community, and those with the most need. This year our 

alliance leadership, service level alliances, workstreams and service development groups are thinking deeply about how 

best to achieve equity of access and outcomes for those that experience inequity and as part of our commitment and 

responsibility to Te Tiriti o Waitangi.  

!ǎ ǇŀǊǘ ƻŦ ǘƘƛǎΣ ǿŜΩǾŜ ǎǘǊƛǾŜŘ ŦƻǊ ŀƴ ƛƳǇǊƻǾŜƳŜƴǘ Ǉƭŀƴ ǘƘŀǘ ŎƻƴǎƛŘŜǊǎ Ŝǉǳƛǘȅ ŀǘ ǘƘŜ ŦƻǊŜŦǊƻƴǘ ƻŦ ŜǾŜǊȅǘƘƛƴƎ ǿŜ ŘƻΦ ¢Ƙƛǎ 

sees us shift focus in some key areas including updating of our contributory measures to consider ethnic variations in the 

causes of amenable deaths. 

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

community.  
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INTEGRATING THE SYSTEM LEVEL MEASURES FRAMEWORK INTO OUR HEALTH SYSTEM  

/ŀƴǘŜǊōǳǊȅΩǎ ǿŀȅ ƻŦ ǿƻǊƪƛƴƎ ōǊƛƴƎǎ ǘƻƎŜǘƘŜǊ ŜȄǇŜǊǘ ƎǊƻǳǇǎΣ ƛƴŎƭǳŘƛƴƎ {ŜǊǾƛŎŜ Level Alliances, Workstreams, and 

workgroups within the Canterbury Clinical Network Alliance with the aim of leading change in health services that 

improve the health outcomes of our population. Typically these groups include urban and rural clinicians who 

participate in the services, people that bring consumer, aņƻǊƛ, Pacific and rural perspectives, and management 

from the relevant organisations. 

An expert group has been identified to lead each of the System Level Measures contributory and system measures 

and associated activity. A table illustrating which expert group(s) are leading each of the contributory measures is 

included in Appendix One. Also shown in this table are 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, quality 

improvement staff, analysts and planners is in place to guide /ŀƴǘŜǊōǳǊȅΩǎ ongoing development of the System 

Level Measures framework. Figure 1. Illustrates the roles of this Steering Group and various expert groups. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: Summary of the role of the System Outcomes Steering Group and the expert groups leading each contributory measure.  

  

 Expert groups including SLAs and workstreams within the 

Alliance  

Á Access and analyse the relevant data; 

Á Agree on specific actions to achieve the priorities and 

establish an annual work plan;  

Á Progress any service redesign or development 

required; and 

Á Monitor / report on their work plan including the  

actions contributing to improvements in the measures.  

The System Outcomes Steering Group  

Á Oversees ŀƴŘ ƳƻƴƛǘƻǊǎ /ŀƴǘŜǊōǳǊȅΩǎ ǊŜǎǇƻƴǎŜ ǘƻ ǘƘŜ 

System Level Measures; 

Á Analyses the national and local data; 

Á Refines /ŀƴǘŜǊōǳǊȅΩǎ ǇǊƛƻǊƛǘƛŜǎ ŀƴŘ ŎƻƴǘǊƛōǳǘƻǊȅ 

measures; 

Á Identifies the expert groups best placed to champion 

the measures; and 

Á Leads the communication / engagement of providers 

across the system in a collective system wide response. 

to the System level Measure.  
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KEY ACHIEVEMENTS 

Significant progress has been made towards the Actions to Improve Performance identified in CanterburyΩǎ 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. One project involves the 

ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ ŀ ǇǊƻŎŜǎǎ ǘƻ ǊŜŦŜǊ ŎƘƛƭŘǊŜƴ ŀǘǘŜƴŘƛƴƎ 95 ŀƴŘκƻǊ /ƘƛƭŘǊŜƴΩǎ !ŎǳǘŜ !ǎǎŜǎǎƳŜƴǘ ǘƻ ŀ ²Ƙņƴŀǳ hǊŀ 

navigator.  The other project set for a trial over winter 2019 is to offer free care ŀǘ !ŦǘŜǊ IƻǳǊǎ ŦƻǊ aņƻǊƛ ŀƴŘ tŀǎƛŦƛƪŀ 

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: 

Á Increased focus on delivery of services that align with Pasifika view of health. To support this work the DHB and 

Pasifika Futures jointly appointed a Pasifika Portfolio Manager. 

Á StrokeViewer software tool was developed to incorporate community data to provide an overview of the 

journey for Stroke and Other Cerebrovascular patientsΩ ƛƴ-hospital stay and rehabilitation on discharge. 

Á Education within primary care completed to encourage team work and address inappropriate polypharmacy 

that leads to admissions. 

Á New rural models of care to improve 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 surveys were completed 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 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 Clinical Network won the Improved Health 

ŀƴŘ 9ǉǳƛǘȅ ŦƻǊ !ƭƭ tƻǇǳƭŀǘƛƻƴǎ ŎŀǘŜƎƻǊȅ ŀǘ ¢ƘŜ tŜƻǇƭŜΩǎ /ƘƻƛŎŜ !ǿŀǊŘǎ ŦƻǊ ŘŜǾŜƭƻǇƛƴƎ ǘƘŜ aƻǘƛǾŀǘƛƻƴŀƭ 

Conversations programme that increased interpersonal communication skills between patients and primary health 

care providers.  This module is now offered on an on-going basis and involves the three PHOs. As this 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 stage of improving youth access to 

dental services.  This has resulted in the development of a new contributory measure to 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 services and remaining smokefree at the four 

week follow-up 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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¢ƘŜ ŘƛŀƎǊŀƳ ōŜƭƻǿ ŘŜƳƻƴǎǘǊŀǘŜǎ /ŀƴǘŜǊōǳǊȅΩǎ {ȅǎǘŜƳ [ŜǾŜƭ aŜŀǎǳǊŜǎ CǊŀƳŜǿƻǊƪΦ Lƴ ǘƘŜ ŎŜƴǘǊŜ ŀǊŜ ǘƘŜ {ȅǎǘŜƳ 

Level Measures and circling those are the locally-selected contributory measures. Further detail on each 

contributory measure is provided below.  
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The Canterbury Health System has tracked performance of our increasingly integrated and patient-centred 

approach through the Canterbury Health System Outcomes Framework since 2013. The System Level Measures and 

contributory measures detailed in this Improvement Plan are integrated into our existing Outcomes Framework to 

ŘŜƳƻƴǎǘǊŀǘŜ ǘƘŜƛǊ ŀƭƛƎƴƳŜƴǘ ǿƛǘƘ /ŀƴǘŜǊōǳǊȅΩǎ ŀǇǇǊƻŀŎƘΦ ¢ƘŜ ƳŜŀǎǳǊŜǎ ƛŘŜƴǘƛŦƛŜŘ ƛƴ ǘƘƛǎ ŘƻŎǳƳŜƴǘ ƘŀǾŜ ōŜŜƴ 

highlighted below within /ŀƴǘŜǊōǳǊȅΩǎ hǳǘŎƻƳŜǎ CǊŀƳŜǿƻǊƪ ǘƻ ƛƭƭǳǎǘǊŀǘŜ ǘƘƛǎ ŀƭƛƎƴƳŜƴǘΦ  

Canterbury Health System Outcomes Framework 

  

 

System Level Measures Framework

 

 

 

The System Level Measures 

ŎƻƴǘǊƛōǳǘŜ ǘƻ /ŀƴǘŜǊōǳǊȅΩǎ 

Outcomes Framework 
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System level measure:  

AMBULATORY SENSITIVE HOSPITALISATION RATE FOR 0-4 YEAR OLDS  

/!b¢9w.¦w¸Ω{ 9·t9wL9NCE 

Our priority is to reduce the ethnic variation in 

the ambulatory sensitive hospitalisation (ASH) 

rate between the Pacific and Total populations.  

 

At September 2018 /ŀƴǘŜǊōǳǊȅΩǎ !{I ǊŀǘŜ ŦƻǊ л-4 

year olds of 6,142 per 100,000 population is 

below the national average for the Total 

population1. When viewed over the previous four 

years, it has increased slightly over the previous 

year.  

/ŀƴǘŜǊōǳǊȅΩǎ л-4 year old ASH rate for the Pacific 

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

ǘƘŜ ¢ƻǘŀƭ ǇƻǇǳƭŀǘƛƻƴ ǊŀǘŜΤ ƘƻǿŜǾŜǊ /ŀƴǘŜǊōǳǊȅΩǎ л-п ȅŜŀǊ ƻƭŘ !{I ǊŀǘŜ ŦƻǊ ǘƘŜ aņƻǊƛ ǇƻǇǳƭŀǘƛƻƴ ƻŦ рΣ369 per 

мллΣллл ƛǎ ƭƻǿŜǊ ǘƘŀƴ /ŀƴǘŜǊōǳǊȅΩǎ ¢ƻǘŀƭ ǇƻǇǳƭŀǘƛƻƴ ǊŀǘŜΦ ±ƛŜǿƛƴƎ /ŀƴǘŜǊōǳǊȅΩǎ Řŀǘŀ ōȅ ƳŜŘƛŎŀƭ ŎƻƴŘƛǘƛƻƴǎ 

illustrates:  

Á The Upper Respiratory and Ear Nose and Throat (ENT) Infections category is the largest contributor to 

/ŀƴǘŜǊōǳǊȅΩǎ !{I ǊŀǘŜΣ ŀǘ нΣ101 per 100,000 Population.  

Á /ŀƴǘŜǊōǳǊȅΩǎ л-4 year old ASH rates for Upper Respiratory and ENT Infections and Lower Respiratory Infections 

are higher than the national average.  

In 2018/19 work was undertaken to ǊŜŘǳŎŜ ōŀǊǊƛŜǊǎ ŜȄǇŜǊƛŜƴŎŜŘ ōȅ ǎƻƳŜ ǿƘņƴŀǳ ƛƴ ŀŎŎŜǎǎƛƴƎ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎ ǘƘŀǘ 

contribute ǘƻ ǘƘŜ ŜǘƘƴƛŎ ǾŀǊƛŀǘƛƻƴ ƛƴ /ŀƴǘŜǊōǳǊȅΩǎ л-4 year old ASH rate. This includes review of 2018 Emergency 

Department (ED) data to identify the number of ASH admissions that would be suitable for ǊŜŦŜǊǊŀƭ ǘƻ ŀ ²Ƙņƴŀǳ 

Ora navigator, and under ŘŜǾŜƭƻǇƳŜƴǘ ƛǎ ŀ ǘǊƛŀƭ ǘƻ ƻŦŦŜǊ ŦǊŜŜ ŎŀǊŜ ŀǘ !ŦǘŜǊ IƻǳǊǎ ŦƻǊ aņƻǊƛ ŀƴŘ tŀǎƛŦƛƪŀ ŎƘƛƭŘǊŜƴ ƛŦ 

there is no space at their enrolled general practice. 

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 connecting children with health services, and ensuring children receive 

services in a timely manner.  It has three main focuses: 

Á Connecting children to health services by enrolling infants in health services at birth, and ensuring that children 

who move to Canterbury are also connected with these services.  

Á Supporting families who are not engaging with health services including missed immunisation, oral health or 

B4SC service, and timely Rheumatic Fever treatment.  

Á 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 December 2017 ǳǎƛƴƎ ǘƘŜ bŜǿ ½ŜŀƭŀƴŘ {ǘŀƴŘŀǊŘ tƻǇǳƭŀǘƛƻƴ ƛƴŦƻǊƳŜŘ /ŀƴǘŜǊōǳǊȅΩǎ ŀƴŀƭȅǎƛǎ 
and establishment of the 2018/19 milestones.   
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MILESTONE 

/ŀƴǘŜǊōǳǊȅΩǎ ƛƴǘŜǊƴŀƭ ǘŀǊƎŜǘ ƛǎ to reduce the Pacific inequity in ASH rates, however the relatively small number 

of admissions and resulting inherent variation limits the viability of setting a numerical milestone. In addition, 

analysis of the leading conditions contributing to the ASH rate confirms that influenza, gastro-enteritis 

outbreaks and dental elective volumes have a significant influence on the yearly variation in ASH rate for 0-4 

year olds across all populations. Acknowledging these challenges, the average ratio between the Total and 

Pacific populations (Total rate:Pacific) has been selected as the soundest approach to setting a milestone2.  

 

The small actual numbers involved with the Pacific ASH rate mean there is potential for large fluctuations 

from quarter to quarter, for example, the addition of just 10 admissions changes 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 

milestone has been calculated based on a four-year average. 

 

The four year average for previous years has been 1:2.08 and 1:2.02. At this rate of reduction the four year 

average in September 2019 will be 1:2.00. Over 2019/20 Canterbury will track and aim to reduce the average 

ratio (Total rate:Pacific) over four years, to achieve a ratio of 1:2.00, or less, by 30 June 20203.   

 

  
12 mo. to 
Sep 2014 

12 mo. to 
Sep 2015 

12 mo. to 
Sep 2016 

12 mo. to 
Sep 2017 

12 mo. to 
Sep 2018 

Forecast 12 
mo. to Sep 
2019 (forecast 

based on previous 
years) 

Pacific Rate 2.33 1.96 2.10 1.94 2.07 1.90 

4-year average       2.08 2.02 2.00 

CONTRIBUTORY MEASURES 

 

ASH RATE ς VARIATION BETWEEN POPULATIONS 

Outcome sought: Understand the variation that exists between the Canterbury Total and Canterbury Pacific 

populations, with a focus on the ASH admissions for 0-4 year olds coded with Upper and ENT Respiratory 

Infections.  

Rationale for selection: A variation in the ASH rate for 0-4 year olds exists between the two population groups. 
This is evident in the Diagnosis Related Group (DRG) category Upper and ENT Respiratory Infections which is the 
single largest contributor to the ASH rate for 0-4 year olds and is above the national average. While the 
September 2014 ratio between the Total and Pacific population of 1:2.34 has decreased to 1:1.57 in September 
2018, true progress will be achieved through monitoring our progress over an extended period of time to account 
for inherent variation.    
 
 

                                                                 

 

2 Target setting for ASH rates is difficult due to the uncertainty around projecting future 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 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 interval was 6,300 to 6,865. For the purposes of 

projecting a future target, based on these data, the ratio of Pacific to Total 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 (using the highest extent of the 95% confidence interval for Pacific 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 longer reporting period. 

 
3 The September 2018 dataset was used to generate the milestone.  
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Measure description:  

The rate of 0-4 year olds admitted with a code of 

Upper Respiratory and ENT Infections and the gap 

that exists between the ASH rate for 0-4 year olds 

ƛƴ /ŀƴǘŜǊōǳǊȅΩǎ tŀŎƛŦƛŎ ŀƴŘ ¢ƻǘŀƭ ǇƻǇǳƭŀǘƛƻƴǎΦ  

Numerator: The number of ASH admissions for 0-4 

year olds coded with Upper and ENT Respiratory 

Infections. 

Denominator: The number of 0-4 year olds. 

Data source: Ministry of Health data released 

quarterly.  

 

 

ORAL HEALTH  

Outcome sought: An increase in the number of children who are caries free at five years of age. 

Rationale for selection: 5Ŝƴǘŀƭ ŎƻƴŘƛǘƛƻƴǎ ŀǊŜ ǘƘŜ ŦƻǳǊǘƘ ƭŀǊƎŜǎǘ ŎƻƴǘǊƛōǳǘƻǊ ǘƻ /ŀƴǘŜǊōǳǊȅΩǎ !{I ǊŀǘŜ Ŧƻr 0-4 

year olds with a rate of 532 per 100,000 at September 2018. In addition, there is local variance between 

population groups in both caries free and enrolment in the Community Dental Service. This measure has been 

selected from a number of oral health / child health indicators, including the enrolment of children in the wider 

health services. It should be noted that Canterbury currently does not add fluoride to its water supply, unlike 

many other North Island metropolitan areas. 

Measure description: The percentage of children 

caries free at five years of age.  

Numerator: At the first examination after the 

child has turned five years, but before their sixth 

birthday, the total number of children who are 

caries free (decay or filling free).  

Denominator: The total number of children who 

have been examined in the five-year-old age 

group, in the year to which the reporting relates. 

Data Source: Community Dental Service.   

 

INCREASED ACCURACY OF ETHNICITY CAPTURE  

Outcome sought: Increase the accuracy of ethnicity capture of new borns enrolled in general practice. 

Rationale for selection: The collection of robust quality data enables the monitoring of access rates and results by 

ethnicity; this in turn supports improved health planning and design and delivery of services aimed at reducing health 

inequities. Any inaccurate capture of ethnicity at birth follows the new bornΩs registration into other services.  

Measure description: This measure requires further analysis to identify the contributors of the inaccurate 

ethnicity capture, the subsequent actions required and the key metric for monitoring change. In the interim, the 

new borns enrolled in a PHO within three months by ethnicity illustrated below, will be monitored.  
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INCREASED NEWBORN ENROLMENT  

Outcome sought: An 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 description: The 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 register includes all 

babies born in Canterbury, some of whom are not from our region. 

 

ACTIONS TO IMPROVE PERFORMANCE: ASH RATE FOR 0-4 YEAR OLDS  

Contributory 
Measure 

Actions to Improve Performance Responsibility 

ASH Rate  Á Provide general practices with data of their enrolled 0-4 year olds 

who are admitted to hospital with an ASH event.  

Á Develop and implement a scheme where children can be seen for 

free at After Hours during the day if their own practice does not 

have an appointment available. 

Á Develop and implement a process to refer children admitted with 

respiratory conditions for a healthy home check ς reducing damp, 

smokefree etc. 

Á Investigate the feasibility of implementing a targeted pertussis 

and influenza vaccination programme for pregnant women, and 

influenza vaccination for 0-4 year olds with chronic respiratory 

conditionsΣ ǿƛǘƘ ŀ ŦƻŎǳǎ ƻƴ aņƻǊƛ ŀƴŘ tŀŎƛŦƛŎ. 

A project group within 
the Child and Youth 
Workstream 

Oral Health Work with community dental services to develop a recall system 

targeted at need and identified risk.Develop a programme that 

strengthens caregivers of children aged 0-2 years understanding of 

oral health.  

Oral Health Service 
Development Group  
 
  

New Born 

Enrolment  

Á Implement the process to ensure children not enrolled in general 

practice are supported to be enrolled.  

Immunisation Service 

Level Alliance and 

PHOs  

Increased 

Accuracy of 

Ethnicity 

Capture  

Á Continue training all midwives with a focus on new and 

community midwives on the 2017 Ethnicity Data Protocols to 

increase the accuracy of ethnicity recorded in Maternity Hospital 

Specialist Services. 

Immunisation 

Manager and PHOs, 

aņƻǊƛ and Pacific 

Reference Groups 
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System level measure:  

ACUTE HOSPITAL BED DAYS  

/!b¢9w.¦w¸Ω{ 9·t9wL9NCE 4  

Our priority is to further reduce the acute hospital bed day rate for the Total population, while optimising 

hospitalisation for all ethnic groups. 

 

Averaged over the three years to December 2018, 

/ŀƴǘŜǊōǳǊȅ 5I.Ωǎ !ƎŜ {ǘŀƴŘŀǊŘƛǎŜŘ !ŎǳǘŜ .ŜŘ 

Day rate of 293 per 1,000 population was 5% 

lower than the New Zealand Total rate of 308 per 

1,000. Viewed by ethnicity5, averaged over the 

ǘƘǊŜŜ ȅŜŀǊǎ /ŀƴǘŜǊōǳǊȅΩǎ {ǘŀƴŘŀǊŘƛǎŜŘ !ŎǳǘŜ .ŜŘ 

5ŀȅ ǊŀǘŜǎ ŦƻǊ ǘƘŜ aņƻǊƛ ǇƻǇǳƭŀǘƛƻƴ ό321 per 

1,000) and Pacific population (448 per 1,000) are 

ƘƛƎƘŜǊ ǘƘŀƴ /ŀƴǘŜǊōǳǊȅΩǎ ¢ƻǘŀƭ !ŎǳǘŜ .ŜŘ 5ŀȅ 

rate; while the Other population rate is the same 

at 293 per 1,000 population. 

 

aņƻǊƛ ŀƴŘ tŀŎƛŦƛŎ ǇŜǊǎǇŜŎǘƛǾŜǎ ŀǊŜ ŀƴ ŜƳōŜŘŘŜŘ ǇŀǊǘ ƻŦ /ŀƴǘŜǊōǳǊȅΩǎ !ƭƭƛŀƴŎŜΤ ƳŜƳōŜǊǎƘƛǇ ŀŎǊƻǎǎ ŜȄǇŜǊǘ ƎǊƻǳǇǎ 

and Reference Groups offer guidance in all aspects of service design and redesign.  

 

Over 2018/19 work continued to implement innovative approaches to the funding and the delivery of health 

services that align with a Pasifika view of health. To support this work, a Pasifika Portfolio Manager was jointly 

appointed by the DHB and Pasifika Futures. 

 

±ƛŜǿƛƴƎ /ŀƴǘŜǊōǳǊȅΩǎ Řŀǘŀ ōȅ ƳŜŘƛŎŀƭ ŎƻƴŘƛǘƛƻƴǎ ƛƭƭǳǎǘǊŀǘŜǎ ǘƘŀǘ ǘƘŜ {ǘǊƻƪŜ ŀƴŘ hǘƘŜǊ /ŜǊŜōǊƻǾŀǎŎǳƭŀǊ 5ƛǎƻǊŘŜǊǎ 

category remains the ƭŀǊƎŜǎǘ ŎƻƴǘǊƛōǳǘƻǊ ǘƻ /ŀƴǘŜǊōǳǊȅΩǎ !ŎǳǘŜ .ŜŘ 5ŀȅ ǊŀǘŜ ŀǘ нм ǇŜǊ мΣллл ǇƻǇǳƭŀǘƛƻƴΣ ŀƴŘ ƛǎ 

higher than the national average of 17 per 1,000. In 2018/19 a software tool StrokeViewer was developed to 

incorporate community data to provide an overview of the journey for Stroke and Other Cerebrovascular patientsΩ 

in-hospital stay and rehabilitation on discharge. During 2019/20 the focus will continue on improving flow through 

acute and rehab services. 

During 2018/19 the Polypharmacy working group continued to facilitate improvement across the system by 

convening small group education within primary care. This education involved clinicians from across services 

(nursing, general practice and pharmacy) learning together and has enabled teamwork between professions to 

address inappropriate polypharmacy that leads to admission. Also underway is the development of a pathway for 

referring falls patients for a Medication Therapy Assessment (MTA). While there has been secondary care 

                                                                 

 

4 The National Minimum Data Set Acute Hospital Bed Days to December 2018 (using Age Standardisation to the WHO 2000 Standard Population) was used to 
inform CanteǊōǳǊȅΩǎ analysis and establishment of the 2019/20 Milestones.   
5 The National Minimum Data Set Acute Hospital Bed Days to December 2018 (age standardised using  WHO 2000 Population Standard) by prioritised ethnic 

groups 
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representation on the Polypharmacy group, need for a larger secondary care team has been recognised, to work 

on improvement specific to secondary care. During 2019/20 we will work towards a combined approach for the 

broader and secondary care polypharmacy groups where appropriate. 

hǾŜǊ ǘƘŜ ƭŀǎǘ ǘƘǊŜŜ ȅŜŀǊǎ ŀ ƴǳƳōŜǊ ƻŦ /ŀƴǘŜǊōǳǊȅΩǎ ǊǳǊŀƭ ŎƻƳƳǳƴƛǘƛŜǎ ƘŀǾŜ ŘŜǾŜƭƻǇŜŘ ƴŜǿ ƳƻŘŜƭǎ ƻŦ ŎŀǊŜ ǘƘŀǘ 

identify opportunities for service improvements while ensuring the sustainability of rural health services. In 2018/19 

the implementation of the Hurunui and Oxford Models of Care resulted in a collaborative after-hours arrangement 

across five general practices and St John being established in the Hurunui region, protocols for local observation 

services being developed, and support provided to general practice for stabilising patients while awaiting their 

transportation to hospital. In 2019/20 this work will continue and include further work on a restorative community 

service. By assisting people to access these services locally, these initiatives will contribute to optimising 

/ŀƴǘŜǊōǳǊȅΩǎ !ŎǳǘŜ .ŜŘ 5ŀȅ ǊŀǘŜΦ 

Our Acute Demand Programme contributes to a reduction in acute hospital bed days through various initiatives, 

these include, but are not limited to:  

Á Packages of care funding for general practice by providing non-specific funding for 3-5 days with the express 
purpose of keeping patients out of hospital where possible. This funding allows for long consultations, repeat 
visits and in-practice observation. 

Á Acute nursing to support patients both in clinic and at home, primarily supporting those with skin and soft 
tissue infections, discharge support in the home including heart failure/frailty monitoring and respiratory 
conditions. 

Á In hospital liaison that identifies patients suitable for supported discharge from all hospital wards and ED. 
Á An observation unit at the 24 Hour Surgery that takes patients from general practice and the 24 Hour Surgery. 

Average admission times are 4-6 hours, but up to 24 hours is possible. 
Á Pegasus Health Acute Demand Nursing Team support for heart failure patients in the transition from hospital 

to home. This team provides daily home visits with medication review, nursing assessment and medication 
titration for up to seven days. 

Another initiative of the Acute Demand Programme was to provide different approaches to support people with 

COPD during flare-ups by using community and ambulance services more effectively. One outcome of this has been 

to reduce the number of admissions and time spent in hospital, reducing occupied bed days for COPD from an 

average of 13.7% in the three years to 2012, to an average of 9.3% over 2016 to 2018. Over the six years of the 

COPD initiative there have been nearly 900 fewer admissions, 1,200 fewer ambulance arrivals at ED after hours, 

10,000 fewer bed days and 300 fewer acute readmissions compared with what would be expected if system changes 

were not made. 

Likewise the community falls prevention programme for those aged 75+ continues to contribute to a reduction in 

acute bed days.  In the six years of the programme running there have been approximately 2,600 fewer ED 

attendances, 800 fewer fractured neck of femur (NOF), 51,000 fewer NOF bed days and 300 fewer deaths at 180 

days compared to if the programme was not implemented.  

MILESTONE 

5ŜǎǇƛǘŜ /ŀƴǘŜǊōǳǊȅΩǎ !ŎǳǘŜ .ŜŘ 5ŀȅ ǊŀǘŜ ōŜƛƴƎ ǎƛƎƴƛŦƛŎŀƴǘƭȅ ōŜƭƻǿ ǘƘŜ ƴŀǘƛƻƴŀƭ ŀǾŜǊŀƎŜ, further reducing this rate 

is a high priority for Canterbury to manage its population within a constrained bed supply that will continue, even 

after the new Acute Services Building opens in 2019/20. Higher than projected population growth is anticipated to 

ǇƭŀŎŜ ǇǊŜǎǎǳǊŜ ƻƴ /ŀƴǘŜǊōǳǊȅΩǎ ƛƴǇŀǘƛŜƴǘ ŎŀǇŀŎƛǘȅ ǿƛǘƘ ǎȅǎǘŜƳ-wide efforts underway to manage the demand on 

hospital services.  

In this context, work to reduce the ethnic variation in the Acute Bed Day rates is being progressed alongside a focus 

(and setǘƛƴƎ ƻŦ ŀ ƳƛƭŜǎǘƻƴŜύ ƻƴ /ŀƴǘŜǊōǳǊȅΩǎ ¢ƻǘŀƭ !ŎǳǘŜ .ŜŘ 5ŀȅǎ ǊŀǘŜΦ Canterbury considered setting a milestone 

ōŀǎŜŘ ƻƴ ǘƘŜ ŜǘƘƴƛŎ ǾŀǊƛŀǘƛƻƴ ōŜǘǿŜŜƴ ǘƘŜ aņƻǊƛΣ tŀŎƛŦƛŎ ŀƴŘ ǘƻǘŀƭ ǇƻǇǳƭŀǘƛƻƴΣ ƘƻǿŜǾŜǊ ƛǘ ƛǎ ǳƴŎƭŜŀǊ ǿƘŀǘ ŜǘƘƴƛŎ 
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ǾŀǊƛŀǘƛƻƴ ƛǎ ŀǇǇǊƻǇǊƛŀǘŜΦ {ǘǊƛǾƛƴƎ ŦƻǊ ŜǉǳƛǾŀƭŜƴǘ ŀŎǳǘŜ ōŜŘ Řŀȅ ǊŀǘŜǎ ŀŎǊƻǎǎ ŀƭƭ ŜǘƘƴƛŎƛǘƛŜǎ Ƴŀȅ ƭŜŀŘ ǘƻ aņƻǊƛ ŀƴŘ 

Pacific populations who have a higher burden of disease not receiving optimal access to acute hospital care. In 

seeking equitable health outcomes Canterbury will work towards appropriate hospitalisation for all ethnicities. 

Finally, in the process of establishing an achievable milestone for 2019/20, further analysis of Canterbury generated 

data on Acute Bed Days was undertaken including consideration of the admitting medical conditions and how 

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

Rehabilitation admissions) and non-amenable (Mental Health and Maternity admissions) highlighted that 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 calculations continue to inform the setting of 

/ŀƴǘŜǊōǳǊȅΩǎ ƳƛƭŜstone.  

¢ƘŜ /ŀƴǘŜǊōǳǊȅ IŜŀƭǘƘ {ȅǎǘŜƳΩǎ ŀƎǊŜŜŘ ƳƛƭŜǎǘƻƴŜ ŦƻǊ WǳƴŜ нл20 is to reduce the Acute Bed Days rate to 280 per 

1,000 population or less.6 ¢Ƙƛǎ Ƙŀǎ ōŜŜƴ ƎŜƴŜǊŀǘŜŘ ǳǎƛƴƎ /ŀƴǘŜǊōǳǊȅΩǎ !ŎǳǘŜ .ŜŘ 5ŀȅǎ average over the three 

years to December 2018. It is noted that within this longer-term trend, the Acute Bed Days rate will be influenced 

by external factors such as the severity of the influenza season.  

CONTRIBUTORY MEASURES 

 

REDUCED LENGTH OF STAY FOR ACUTE ADMISSIONS  

Outcome sought: To reduce the number of occupied bed days following an acute admission while ensuring patients 

receive clinically appropriate care during their hospital stay and after discharge, to avoid a readmission. 

Rationale for selection: /ŀƴǘŜǊōǳǊȅΩǎ investment in primary care and work on condition specific pathways has 

supported an overall reduction in the acute phase of hospital stays. At September 2018 /ŀƴǘŜǊōǳǊȅΩǎ ǎǘŀƴŘŀǊŘƛǎŜŘ 

average length of stay of 2.37 bed days is below the New Zealand average stay of 2.49 bed days.7   

Measure description: The 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 be 

monitored locally as indicators of the length 

of stay for acute admissions, this measure is 

considered a key metric for monitoring 

change.  

Data source: Local data generated through 

Signals from Noise (SFN).  

                                                                 

 

6 Milestone set using the National Minimum Data Set Acute Hospital Bed Days to December 2018 (age standardised using WHO 2000 Population Standard) by 

prioritised ethnic groups. The previous three years (December 2016-18) Total rate was averaged to develop the milestone for June 2020. 
7 National Minimum Data Set Inpatient Average Length of Stay (OS3) at September 2018 (standardised on age, sex, ethnicity, rurality, deprivation, acuity, 
primary diagnosis, secondary diagnoses, comorbidity/complexity, operations, external cause codes) 
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MONITOR ACUTE READMISSIONS  

Outcome sought: That people receive effective (and safe) treatment in our hospitals, as well as appropriate support 

and care on discharge. 

Rationale for selection: Measures of readmission rates are important balancing metrics for the reduced length of 

stay for acute admissions. Monitoring the rates at different times post-discharge provides a more comprehensive 

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 measures provide appropriate 

balancing metrics. The contributors to the readmission rates are multifaceted. Based on current knowledge, it is 

ǇǊƻǇƻǎŜŘ ǘƘŀǘ ŀƴ ŀŎǳǘŜ ǊŜŀŘƳƛǎǎƛƻƴ ǘƻ ƘƻǎǇƛǘŀƭ ǿƛǘƘƛƴ о Řŀȅǎ Ƴŀȅ ōŜ ŀƴ ƛƴŘƛŎŀǘƻǊ ƻŦ ŀ ΨŦŀƛƭŜŘ ŘƛǎŎƘŀǊƎŜΩΦ !ƴȅ 

increase in this rate would suggest further exploration into discharge timing, planning and its implementation, and 

patient readiness was required. While an increase in the 28 day readmission rate could be driven by an additional 

number of factors; with ŦǳǊǘƘŜǊ ƛƴǾŜǎǘƛƎŀǘƛƻƴ ƛƴǘƻ ŎƻƴǘǊƛōǳǘƻǊǎ ǎǳŎƘ ŀǎ ǇŀǘƛŜƴǘǎΩ ŀŎŎŜǎǎ ǘƻ ǎŜǊǾƛŎŜǎΣ ǘƘŜ ŘƛǎŜŀǎŜ 

process, the integration and coordination of primary care and community services required.   

Measure description: Monitor 

/ŀƴǘŜǊōǳǊȅΩǎ ŀŎǳǘŜ ǊŜŀŘƳƛǎǎƛƻƴ ǘƻ 

hospital within 3 days.  

Numerator: /ŀƴǘŜǊōǳǊȅΩǎ average 

number of acute readmission stays in 

hospital within 3 days for a medical or 

surgical admission. 

Data source: Local data generated 

through SFN. 

 

 

Measure description: Monitor 

/ŀƴǘŜǊōǳǊȅΩǎ ŀŎǳǘŜ ǊŜŀŘƳƛǎǎƛƻƴ ǘƻ 

hospital within 28 days.  

Numerator: /ŀƴǘŜǊōǳǊȅΩǎ average 

number of acute readmission stays in 

hospital within 28 days for a medical 

or surgical admission. 

Data source: Local data generated 

through SFN. 

 

 

 

 

 

REDUCTION IN FALLS  

Considerations for this measure: In October 2018 Christchurch Hospital Campus and Ashburton Hospital 

successfully went live with SI PICS (for all services except maternity which is scheduled for early 2019). SI PICS 

works in conjunction with the existing South Island-wide clinical portal Health Connect South and is a step 

closer to the vision of a fully integrated electronic patient record. With more than one million patient records 

transferred into the new patient management system we have experienced some unexpected challenges with 

data quality. One of the key issues being faced is that during the migration to SI PICS a number of irregularities 


