
133 Molesworth 
Street 

PO Box 5013 
Wellington 6140 

New Zealand 
T+64 4 496 2000 

 

By email:  
Ref:  H2022018291 

Tēnā koe   

Response to your request for official information 

Thank you for your request, which was transferred from Te Whatu Ora - Health New Zealand 
to Manatū Hauora (the Ministry of Health) on 12 December 2022 for information about the 
emergency department (ED) waiting time target. Please find a response to your request 
below: 

“(I) any reports, memorandums, agendas, minutes that detail the establishment of 
waiting 
time targets around the end of the year 2009 or the start of 2010. 
(II) any reports, memorandums, agendas, minutes, emails that request a change to the
establishment of wait times targets over the last 5 years.
(III) any reports, memorandums, agendas, minutes, emails that graph or show data of
the
wait times in the last 5 years.
(IV) any reports, memorandums, agendas, minutes, emails that graph or show data of
the
wait times targets in the last 5 years.
(V) any reports, memorandums, agendas, minutes, emails that discuss changes to
reporting methods of the wait times targets, in the last 5 years.”

On 15 December 2022, you were contacted by Manatū Hauora to refine your request, as it 
would likely require a substantial amount of time to collate and may be refused under section 
18(f) of the Act. On 19 December 2022, you agreed to refine your request to: 

Final briefings about ED targets that address the nature of your request and historic 
data regarding waiting time targets for the period of your request. 

Manatū Hauora has identified 14 documents within scope of your request. All documents are 
itemised in Appendix 1 and 2 with copies of the documents enclosed. I note that documents 
numbered 10 to 13 relate to the replacement of the suite of health targets (including the ED 
target) with the health system indicator measurement and improvement framework. 

Where information is withheld under section 9 of the Act, I have considered the 
countervailing public interest in release in making this decision and consider that it does not 
outweigh the need to withhold at this time. 

27 January 2023

s 9(2)(a)

s 9(2)(a)

s 9(2)(a)
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Although you have requested data for the ED waiting time target from the last five years, I 
have decided to provide you with data from the period of 2009/10, as this was when the 
targets were first established. This data reflects the changes in waiting times performances 
over the years.  
 
Please note in Document 7, the Health Targets 2009/10 Report is publicly available at: 
www.moh.govt.nz/notebook/nbbooks.nsf/0/BA51FF94147D2889CC2576820000CD98/$file/h
ealth-targets-0910-nov09-v3.pdf.  
 
Further information regarding current waiting times in emergency departments is available 
on Te Whatu Ora website at: www.tewhatuora.govt.nz/about-us/publications/national-
performance-reporting-metrics-dec-2022/.  
 
I trust this information fulfils your request. Under section 28(3) of the Act, you have the right 
to ask the Ombudsman to review any decisions made under this request. The Ombudsman 
may be contacted by email at: info@ombudsman.parliament.nz or by calling 0800 802 602. 
 
Please note that this response, with your personal details removed, may be published on the 
Manatū Hauora website at: www.health.govt.nz/about-ministry/information-
releases/responses-official-information-act-requests.  
 
 
Nāku noa, nā 
 
 
PP  
 
 
Robyn Shearer 
Deputy Chief Executive & Deputy Director-General 
System Performance and Monitoring | Te Pou Mahi Pūnaha 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.moh.govt.nz/notebook/nbbooks.nsf/0/BA51FF94147D2889CC2576820000CD98/$file/health-targets-0910-nov09-v3.pdf
http://www.moh.govt.nz/notebook/nbbooks.nsf/0/BA51FF94147D2889CC2576820000CD98/$file/health-targets-0910-nov09-v3.pdf
http://www.tewhatuora.govt.nz/about-us/publications/national-performance-reporting-metrics-dec-2022/
http://www.tewhatuora.govt.nz/about-us/publications/national-performance-reporting-metrics-dec-2022/
mailto:info@ombudsman.parliament.nz
http://www.health.govt.nz/about-ministry/information-releases/responses-official-information-act-requests
http://www.health.govt.nz/about-ministry/information-releases/responses-official-information-act-requests
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Appendix 1: List of documents for partial release 
 

# Date Document details Decision on release 
1 19 December 2008 The Working Group for Achieving 

Quality in Emergency Departments – 
Final Report  

Some information 
withheld under section 
9(2)(a) of the Act, to 
protect the privacy of 
natural persons. 
 

2 20 February 2009 Report from the Working Group for 
Achieving Quality in Emergency 
Departments – Outcome of 
Consultation (HR20090257) 

 

3  Improving the Quality of Emergency 
Department Services – Next Steps 
(HR20090258) 

 

4 17 April 2009  DHB Feedback on New Health Targets 
for 2009/10 

 

5 20 July 2009 Update on the Shorter Stays in 
Emergency Departments Health Target 
(HR20091268) 

 

6 1 October 2009 Health Targets – 2008/09 results and 
2009/10 publication  
(HR200915817) 

 

7 10 November 2009  Publication of the Health Targets 
2009/10 Summary Report 
(HR20092142) 

 
 

8 2009-2010 DHB Reporting Requirements 2009/10 
Final  

 

9 14 December 2010 Update on progress and activities to 
support achievement of the shorter 
stays in Emergency Departments 
Health Target  

 

10 20 December 2017 Potential next steps to reshape and 
refresh health targets (HR20171714)  

 

11 22 January 2021 Briefing: Cabinet paper Implementing 
Health System Indicators – a new 
measurement framework for publicly 
reporting health system performance 
(HR20210013) 

 

12 31 May 2021 Briefing Health System Indicators 
Framework – Implementation approach 
and sector feedback 
(HR20211225) 
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# Date Document details Decision on release 
13 8 December 2021 Health System Indictors Framework – 

consultation findings (HR20212680) 
 

 
Appendix 2: List of documents for full release 
 

# Date Document details Decision on release 
1 2009/10-2021/22 Shorter stays in Emergency 

Department Performance (spreadsheet 
version) 

Released in full 
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2009/10 DHB Performance Reporting Framework 
As presented in the diagram on the previous page. The DHB reporting framework 
has four levels: 

• Level 1 – reporting on performance improvement in relation to health targets 
and key annual priorities 

• Level 2 – performance reporting in relation to the key dimensions of DHB 
performance 

• Level 3 – reporting in response to issues identified through enquiry or sector 
analysis 

• Level 4 – reporting on CFA variations and direct contracts. 
 
The performance reporting framework was introduced in 2008/09 to reflect the 
sector’s sharpening focus on and increased effort directed at performance 
improvement. Reports are focused on the government’s key priorities and health 
targets.  
 
Level 1:  2009/10 Health Targets overview 
Each of the health targets reflects a priority health area for the government and aims 
to focus efforts to improve our performance and ensure our health system is 
contributing to maintaining and improving health outcomes in these important areas. 
 
Health targets should be seen within the context of the broader health priority that 
they are part of. They are indicative of progress in a wider range of services provided 
in each priority area.  The targets are also one part of a comprehensive performance 
management and accountability system in the health sector and are designed to 
challenge the health system as a whole to continue to do better. 
 
The Sector Capability and Innovation Directorate of the Ministry will proactively work 
with the sector to build capability, share best practice and innovations, and assist the 
sector to achieve improved performance and achieve the health targets.  Target 
‘Champions’ will continue to provide a leadership role in assisting the sector. 
 
to new developments or risks that are not actively monitored through the IDP 
arrangements.
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Level 1:  2009/10 Health Targets 
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 Shorter stays in Emergency Departments (ED) 
 
Indicator: 95 percent of patients will be admitted, discharged, or transferred from an 
Emergency Department (ED) within six hours.   
 
Note that a target date for achievement will be set once current performance data 
has been collected. 
 

 
Target Champion – Mike Ardagh, Professor of Emergency Medicine 

 
 
 
Rationale 
 
Emergency Department (ED) length of stay is an important measure of service 
quality in emergency departments, because: 

• EDs are designed to provide urgent (acute) health care; the timeliness of 
treatment delivery (and any time spent waiting) is by definition important for 
patients 

• long stays in emergency departments are linked to overcrowding of the ED 
• the medical and nursing literature has linked both long stays and overcrowding 

in EDs to negative clinical outcomes for patients such as increased mortality 
and longer inpatient lengths of stay 

• overcrowding can also lead to compromised standards of privacy and dignity for 
patients, for instance, through the use of corridor trolleys to house patients. 

 
Definition  
 
Each DHB will be required to submit their numerator data (number of patient 
presentations to the ED with an ED length of stay less than six hours) and their 
denominator data (number of patient presentations to the ED) to the Ministry 
separately for each relevant ED facility.  In addition, for the first and fourth 
quarters, DHBs are to provide narrative comment on the quality of their data, steps 
taken to meet the target and improve the quality of emergency department care, and 
any difficulties encountered with implementation of the target. 
 
Numerator: 
 
The number of patient presentations to the ED with an ED length of stay less than six 
hours. 
 
Denominator: 
 
The number of patient presentations to the ED. 
 
 
Explanation of terms: 
 

1. ED length of stay for a patient equals the time period from time of 
presentation, to time of admission, discharge or transfer. 
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2. Time of presentation; the time of first contact between the patient and the 
triage nurse or clerical staff, whichever comes first. 

3. Time of admission; the time at which the patient is physically moved from ED 
to an inpatient ward, or the time at which a patient begins a period of formal 
observation, whether in ED observation beds, an observation unit, or similar.  
The physical move will follow, or be concurrent with, a formal admission 
protocol, but it is the patient movement that stops the clock, not associated 
administrative decisions or tasks. 

4. Inpatient wards include short stay units (or units with a similar function).  
Under certain circumstances, a ‘decant’ ward designed to deal with surge 
capacity will qualify as an inpatient ward.  Key criteria are that patients should 
be in beds rather than on trolleys, and be under the care of appropriate 
clinical staff. 

5. Time of discharge; the time at which a patient being discharged from the ED 
to the community physically leaves the ED.  For the avoidance of confusion; if 
a patient’s treatment is finished, and they are waiting in the ED facilities only 
as a consequence of their personal transport arrangements for pickup, they 
can be treated as discharged for the purposes of this measure. 

6. Time of transfer; the time at which a patient being transferred to another 
facility physically leaves the ED. 

 
Inclusions and exclusions: 
 

1. Data provided to the Ministry of Health will be provided at facility level, for all 
EDs of level 3 and above, within a DHB, according to the role delineation 
model, as elaborated in the ED service specification.  Where a DHB has more 
than one facility, the overall percentage calculated for the DHB will be a 
weighted result, not a simple average of the results of individual facilities. 

2. All presentations between 00:00 hours on the first day of the quarter, and 
00:00 hours on the first day of the next quarter, are included – excepting; 

3. Patients who do not wait for treatment will be removed from both the 
denominator and the numerator, and; 

4. GP referrals that are assessed at the ED triage desk (using the Australasian 
Triage Scale), but are then directed to an Admission and Planning Unit or 
similar unit without further ED intervention, are excluded from the measure 
(here the term ‘ED intervention’ can encompass minor procedures such as 
analgesia or administration of intravenous fluids, for instance). 

5. Patients that present to the ED for pre-arranged outpatient-style treatment are 
excluded from the measure. 

6. No exceptions from measurement are made for particular clinical conditions.   
 
In certain situations it may be that good clinical practice or a particular service model 
will compromise the ability to meet Health Target expectations, and that this will 
begin to become apparent as data is collected.  Where this situation arises, the 
Ministry will discuss this with the DHB affected, and the definition can be re-
interpreted on a case-by-case basis where relevant. 
 
Interpretation 
 
A high percentage is better than a low percentage. 
 
Relationship with triage times 
• Previous analysis by the Ministry of Health suggests there is a weak correlation 

between triage and length of stay. 
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• Triage data will continue to be collected from DHBs by the Ministry of Health as 
part of hospital benchmark data reporting and will form a new Indicator of DHB 
Performance for 2009/10 with triage 1, 2 and 3 rates collected on a quarterly 
basis. 

• As part of an upcoming review of accountability measures, consideration will be 
given to:  

▪ extending the reporting of triage rates to include triage 4 and 5  
▪ tightening the definitions used in triage rate reporting 
▪ making triage rate reporting a formal accountability measure.        

 
2009/10 Deliverables  
 
Key Information: 
 
Each DHB will be required to submit their data (numerator, denominator) to the 
Ministry separately for each relevant facility. A reporting template will be supplied by 
the Ministry.  
 
In addition, for the first and fourth quarters, DHBs are to provide narrative comment 
on the quality of their data, steps taken to meet the target and improve the quality of 
emergency department care, and any difficulties encountered with implementation of 
the target. 
 
Supporting Information: 
 
Other supporting quantitative information will also be provided to the Ministry.  There 
are no targets associated with this information.  Instead, it will be used by the Ministry 
in developing a rounded view of performance against target: 

• the admission rate from ED to inpatient settings 
• average midnight bed occupancy over all hospital beds. 

 
Information for analysis at local level: 
 
While it will not be collected by the Ministry, each DHB should collect and hold 
patient-level data that includes the triage level of the patient, and the time of key 
milestones in the ED patient journey, in particular, the time of presentation, and time 
for admission, discharge, or transfer.  This material may be required for analysis and 
discussion with the Ministry, if expectations (as set out below) are not met.  The 
Ministry has begun to consider the future collection of this patient-level data through 
national data collections by 2010/2011. 
 
Reporting period  
 
All quantitative data (including supporting information) is to be supplied quarterly.  
This information will need to be available by the 20th day following the end of the 
relevant quarter. 
 
Qualitative narrative is to be supplied in the first and fourth quarters only. 
 
Expectations 
 
All DHBs (and all individual facilities) are expected to achieve a benchmark of 95 
percent against this Health Target.   
 
The following achievement scale will be applied: 
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• achieved = the DHB has met the target percentage for the quarter, and all facilities 
have also met targets 

• partially achieved = the DHB has met the target percentage for the quarter, though 
some facilities have not reached their target 

• not achieved = performance by the DHB has fallen below the target. 
 
For the first and second quarter of the 2009/2010 year, the target will be piloted, with 
an expectation that modifications may be made to the measure definition for the 
subsequent quarters based on any flaws uncovered during implementation. 
 
The target would be fully operational in a final form for the four quarters of the 2010 
calendar year. 
 
Escalation 
 
From the third quarter of 2009/2010 onward, where any facility fails to achieve its 
target, the DHB is responsible to carry out an audit of patients with ED length of stay 
greater than six hours, in order to determine the reasons for failure to achieve target.  
The audit results and remedial actions should be reported to the Ministry by the 
quarter following the reported failure to achieve. 
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Improved access to elective surgery 
 
Indicator: The volume of elective surgery will be increased by an average 4,000 
discharges per year (compared with the previous average increase of 1400 per year). 
 
 

 
Target Champion – Kieran McCann, Manager, Elective Services 

 
Rationale 
As signalled in the 2009/10 Minister’s Letter of Expectations, the government wants 
the public health system to deliver better, sooner, more convenient healthcare for 
all New Zealanders.  
 
Over the period 2000/01 to 2007/08 the number of publicly funded elective surgical 
discharges rose by an average of 1,432 discharges per annum. The growth in 
elective surgical discharges did not keep up with population growth over this period. 
The Minister has set an expectation that the annual increase in elective surgical 
discharges will improve. The growth in elective surgical discharges will increase 
access and should achieve genuine reductions in waiting times for patients.  

2009/10 Deliverables 
The number of elective surgical discharges will increase by an average of 4,000 
discharges per annum. Therefore, there will be at least 134,000 publicly funded 
elective surgical discharges by 2011/12.  

DHBs will be required to report on progress quarterly on an exception basis against 
the target agreed in their District Annual Plan. This level of reporting will provide early 
warnings of any DHB that may be experiencing difficulty in achieving their annual 
target and provide the opportunity for corrective actions to be undertaken. 

Reporting period 
Quarterly reporting.  Note reporting for this measure operates on a delayed 
timetable – not as per the Operational Policy Framework – as the hospital activity 
needed for reporting is not available until one month after the quarter ends. Data will 
be made available to DHBs via the Electives Services Quickplace website. Electives 
services Managers, GMs Funding and Planning will be notified via email that the data 
is available.  

Expectations  
At a national level DHBs will deliver an average increase of 4,000 elective discharges 
each year in surgical specialties. Each DHB will identify a minimum level of elective 
surgery to be provided to the people living in its regions in the 2009/10 District 
Annual Plan (DAP). The level of surgery to be provided should be determined by the 
DHB’s actual level of service in the previous financial year (2007/08), the level of 
service planned in the current financial year (2008/09), and the achievement of 
equitable access to elective surgery relative to other DHBs. 
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There will be four levels of achievement for this indicator; Outstanding Performer, 
Achieved, Partially Achieved and Not Achieved.  A rating will be determined for each 
indicator. 
 
Quantitative measures  
 
DHBs will set a target number of publicly funded, casemix included, elective 
discharges in a surgical specialty (defined by surgical purchase units excluding 
dental) for people living within the DHB region. Performance will be measured using 
data from the National Minimum Data Set (NMDS).  
 
Achievement Levels 
 

 Full Year Quarterly (year to date) 

Outstanding 
Performer 

DHB delivers at least 5% more 
elective surgical discharges than 
their agreed target. 

DHB delivers at least 5% more 
elective surgical discharges than 
their agreed target. 

Achieved DHB delivers their agreed target 
number of elective surgical 
discharges. 

DHB delivers their agreed target 
number of elective surgical 
discharges. 

Partially 
Achieved 

DHB does not deliver their agreed 
target but delivers more elective 
surgical discharges than the 
previous year. 

DHB delivers less than their agreed 
quarterly target but submits a report 
that meets Ministry approval by 
providing the reasons for under-
delivery and an action plan as to 
how it will address the under-
delivery and achieve the full year 
target. 

Not Achieved DHB delivers less than the number 
of elective surgical discharges 
required for partially achieved 
(above). 

DHB delivers less than their agreed 
quarterly target and either does not 
submit a report or does not submit a 
report that meets Ministry approval. 

 
 
Baseline information 
Elective services health target baselines can be found on the Ministry of Health 
website under Health Target Reporting.   
http://www2.moh.govt.nz/QuickPlace/electiveservices/Main.nsf 
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Shorter waits for cancer treatment  
 
Indicator: Everyone needing radiation treatment will have this within six weeks by 
the end of July 2010 and within four weeks by December 2010. 
 

Target Champion – John Childs, National Clinical Director Cancer Programme 

Rationale  
Specialist cancer treatment and symptom control is essential in reducing the impact 
of cancer.  Development of indicators that mark quality cancer treatment is, however, 
restricted by the lack of routinely collected information on common treatment.  In the 
interim, waiting times for radiation oncology treatment have been chosen as a 
representative indicator of specialist treatment, and is an area with waiting time 
issues for patients.  This is justifiable, because radiotherapy is of proven 
effectiveness in reducing the impact of a range of cancers, and delay to radiotherapy 
is likely to lead to poorer outcomes of treatment.  A six week wait time is currently 
targeted.  The expectation will move to four weeks by December 2010. 

2009/10 Deliverables  
 
1. Cancer Centre DHBs – wait time templates 
Completed monthly templates that measure the interval between the patient's first 
specialist assessment and the beginning of radiation treatment along with other 
related measures, are supplied on time and complete from each Cancer Centre as 
detailed in the reporting template located on the nationwide service framework library 
web site NSFL homepage: http://www.nsfl.health.govt.nz/. 
 
1. All DHBs – Confirmation and exception reports  
Provide a report confirming the DHB has reviewed the monthly wait time templates 
produced by the relevant Cancer Centre(s) for the quarter.  Non-cancer centre DHBs 
should source this information from Cancer Centre DHBs .  
Where the monthly wait time data identifies: 
• any patients domiciled in the DHB waiting more than 6 weeks, due to capacity 

issues, and/or  
• wait time standards were not met, for patients in priority categories A and B 
DHBs must provide a report outlining the resolution path that has been agreed with 
the cancer centre. 
 
Interpretation issues 
First specialist assessment is currently used as a proxy for a formal decision to treat.  
It is intended that the indicator is adjusted to measure the time between a formal 
decision to treat and the start of radiation treatment, as soon as data on decision to 
treat data can be reliably collected by all cancer centres.  
 
Wait times outside the acceptable treatment standard occur either when a service is 
facing capacity issues or when a patient chooses to wait for treatment or there are 
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clinical reasons for delay. Where there are clearly identified reasons for delays, other 
than service capacity issues, the target will be treated as met. 
 

Reporting period 
Deliverable 1 - Monthly supply of templates (within 2 weeks of the end of the month). 
 
Deliverable 2 – Quarterly supply of confirmation and exception reports. 
 

Target Expectations  
 
Achievement Levels 
• A not achieved rating will apply where for one month or more in the period under 

review there were some patients who did not receive radiation oncology 
treatment within six weeks of their first specialist assessment (excluding Category 
D). 

• A partial achievement rating will apply where for two of the three months under 
review, all patients received radiation oncology treatment within six weeks of their 
first specialist assessment (excluding Category D).  

• An achieved rating will apply where for all of the months under review, all 
patients receive radiation oncology treatment within six weeks of their first 
specialist assessment (excluding Category D).  

• An outstanding performer/sector leader rating will apply, at the end of the 12 
month period, where all patients are treated within four weeks of their first 
specialist assessment (excluding category D). 
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Increased immunisation  
 
Indicator: 85 percent of two year olds are fully immunised by July 2010; 90 per cent 
by July 2011; and 95 per cent by July 2012. 
 
 

 
Target Champion – Pat Tuohy, Chief Advisor, Child and Youth Health 

 
 
Rationale 
The national immunisation goal is 95% of children fully immunised at two years of 
age by ethnicity.   
Immunisation can prevent a number of diseases and is a very cost-effective health 
intervention.  Immunisation provides not only individual protection for some diseases 
but also population-wide protection by reducing the incidence of diseases and 
preventing them spreading to vulnerable people.  Some of these population-wide 
benefits only arise with high immunisation rates, depending on the infectiousness of 
the disease and the effectiveness of the vaccine.  New Zealand’s current 
immunisation rates are low by international standards and are not sufficient to 
prevent measles or reduce the impact of whooping cough. 
 
Coverage for 2-year olds tells us whether children have received the full series of 
infant immunisations when they are most vulnerable and also tells us which children 
are not being reached by our immunisation system. It is a commonly-used measure 
internationally. Measuring coverage at different ages provides more information 
about the immunisation system; for example the coverage level of 6-month olds 
indicates the timeliness of their first immunisations; coverage of 5-year olds indicates 
the level of immunity for children at school, and coverage of the boosters given to 11-
year olds indicates immunity levels in adolescents. Coverage data for older children 
will become available from the National Immunisation Register over time, the first 
cohort of children in the register were born in 2005 and are turning 4 this year. These 
other measures remain important and will be monitored by DHBs and the Ministry but 
keeping the Health Target simple provides focus, and increasing coverage for 2-year 
olds will require improvements in the whole immunisation system that should 
increase the other measures as well. 
 
 
2009/10 Immunisation Coverage Targets 
 
Immunisation coverage will be measured using the National Immunisation Register.  
Achieving this target will require different rates of improvement, and some DHBs will 
have final targets above or below 95 percent coverage.  These will be set by the DHB 
in negotiation with the Target Champion. This target will be reported for Maori, Pacific 
(where relevant), and Other ethnic groups.   
 
DHB local targets are to be set for: 

• DHB total 
• Māori 
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• For the ‘Report to date’: use the first day of the previous month2.  
1. For example if today’s date is 15 April 2008, use 1 March 2008 and enter 

’01/03/2008’ as the ‘Report to date’ 
 

• Print the report from the ‘3 month’ tab  
 

• Use the 24 month milestone age data in the report from the ‘Total’, ‘Māori’ and 
‘Pacific’ columns. 

 

 
2 The first day of the previous month is used to ensure the complete month’s data has been loaded onto 
the NIR Datamart. 
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Better help for smokers to quit     
 
Indicator: 80 percent of hospitalised smokers will be provided with advice and help 
to quit by July 2010; 90 percent by July 2011; and 95 percent by July 2012.  Similar 
target for primary care will be introduced from July 2010 or earlier, through the PHO 
Performance Programme. 
 

     Target Champion – Ashley Bloomfield, Chief Advisor Public Health 

 
Rationale 
Smoking kills an estimated 5000 people in New Zealand every year, and smoking-
related diseases are a significant opportunity cost to the health sector.  Most smokers 
want to quit, and there are simple effective interventions that can be routinely 
provided in both primary and secondary care.  
 
This target is designed to prompt providers to routinely ask about smoking status as 
a clinical ‘vital sign’ and then to provide brief advice and offer quit support to current 
smokers.  There is strong evidence that brief advice is effective at prompting quit 
attempts and long term quit success.  The quit rate is improved further by the 
provision of effective cessation therapies – pharmaceuticals, in particular nicotine 
replacement therapy (NRT), and telephone or face-to-face support.  
 
Definition and Interpretation 
 
Eligible population: 
• Hospitals: all adults 15+ admitted to hospital either acutely or for elective 

procedures 
• Primary Health Organisations: 15 to 75 years old enrolled in the PHO 
• Provider Arms: 15 to 75 years old inpatients 
 

2009/10 Deliverable 

??? 
 

Reporting period 

Quarterly- assessed on the basis of data /qualitative report YTD ?a 12 month rolling 
average?. 

Expectations  
The primary care target will be monitored via the PHO Performance Programme 
indicators, which include recording of smoking status. This target will require smoking 
status to be routinely asked about, recorded, and then acted on through offering brief 
advice to quit and referral for further quit support.  Activities are already underway to 
support GPs and other professionals to do this, including making NRT available on 
prescription from the middle of this year. The lead-in time for this target is to allow 
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primary care to put in place the changes needed both to provide this advice and 
support to smokers routinely and to monitor progress in achieving the target. 
 
The tobacco target is a local target each DHB is individually accountable for.  The 
expectation in 2009/2010 is that DHBs will build on work undertaken to date via the 
tobacco control plans.  Progress towards meeting the target will demonstrate an 
upwards trajectory through the first year to meet the target by forth quarter. This 
target will be reported for Māori, Pacific, and Other ethnic groups.   
 

 
Achievement Levels 
• A not achieved rating will apply where  
 
• A partial achievement rating will apply where  
 
• An achieved rating will apply where  
 
• An outstanding performer/sector leader rating will apply  
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Contacts: Clare Perry, Group Manager , Integrated service design, Service Commissioning  

Sam Kunowski, Group Manager, System Outcomes, Service Commissioning  

Grant Pollard, Group Manager, Operational Excellence, Service Commissioning  

Page 1 of 6 

Security classification: In-Confidence 
Quill record number: 

File number: AD62-14-2017 
Action required by: Urgent 

Potential next steps to reshape and refresh health targets 
To: Hon Dr David Clark, Minister of Health 

Purpose 
This report responds to your request for advice on “next steps to reshape and refresh health targets to 
focus more on prevention and reducing inequality of access.” 

Key points 
• Since their introduction in 2007/08, health targets have provided a strengthened focus on

improving system performance through the establishment of clear and manageable priorities.
Health targets have been successful in shifting sector performance in the areas targeted.

• Health targets have been selected in areas identified as Government and public priorities where it
has been difficult to deliver sustained performance improvement, and where faster progress is
expected to achieve a significant impact in a relatively short time period.

• There are both short term and longer term opportunities to reframe existing targets, introduce new
targets, and repackage the suite of health targets to provide greater emphasis on prevention and
equity, while ensuring sustainable performance.

• Ministry officials are available to discuss a range of options for framing the suite of health targets
and its contribution to the DHB and sector performance story.  This could include using health
targets in different ways by reframing the overall focus of the targets approach, adjustments to
measures within the set and new styles of presentation of performance/results. For example,
health targets could be more directly aligned with the desired system shifts described by the New
Zealand Health Strategy, or focused on new or emerging government priorities, or be more
strongly focused on service and system integration etc.

• There are some practical considerations in target selection and implementation. Health targets
need to deliver meaningful change in a two to three year period, be supported by service providers;
be easily understandable by the public and have sufficient volume of activity to be able to reflect
DHB level results, even for smaller DHBs, on a regular basis. A development period is likely to be
necessary, particularly if data to support the target is not currently used for performance reporting.
Experience has shown that phasing allows the sector to implement and shift resources and
capacity to one or two totally new target areas at a time.

• The Ministry would like to discuss with you:
- the overall approach to framing and packaging of the health targets
- potential changes to the current health targets that could be included in February 2018

planning advice for implementation from 1 July 2018
- examples of options for new areas of target focus/new approaches to existing target areas,

reflecting a greater emphasis on prevention and equity that could be explored for inclusion in
2019/20 planning advice, for 1 July 2019 implementation. Including options to refresh the
approach for framing and presenting health target results.

• Separate advice has been provided to you [refer HR 20171709] summarising the current approach
to improving elective care and providing options to adjust the electives health for 2018/19.
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Potential next steps to reshape and refresh health targets 

Recommendations 

The Ministry recommends that you: 
c) Agree to meet with Ministry officials to discuss possibilities for reframing overall

health target approaches, examples of options for changes to health targets that
could be implemented for 1 July 2018, and 1 July 2019, and potential changes to
the presentation of health target results.

Yes/No 

Jill Lane Minister’s signature: 
Director 
Service Commissioning Date: 
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Potential next steps to reshape and refresh health targets 
Overview of the health targets 
1. Health targets have been included within DHB performance frameworks since 2007/08 when they

were introduced to provide a strengthened focus on improving system performance through the
establishment of clear and manageable priorities.

2. The current health targets are a set of six national performance measures that sit within wider
sector accountability arrangements and alongside other key measures of system level
performance, quality improvement and population outcomes. Each of the key measure sets has a
role in supporting aspects of performance improvement and in prioritising system performance.

3. The particular role that health targets play within these frameworks is as a focus for action in areas
identified as Government and public priorities, where it has been difficult to deliver sustained
performance improvement, and where faster progress is expected to achieve a significant impact
in a relatively short time period. Because health targets are primarily a tool for supporting service
performance improvement, the primary audience for health targets are the leaders of service
providers and their teams, who are delivering the service improvement needed to meet the target
goals.  It is also important that the targets positively impact health outcomes and inequities and are
meaningful to the public.

4. The current health targets, excluding electives [refer HR 20171709], operate without supporting
financial rewards or penalties.  Relationship based processes and reputation effect are the key
performance levers, this includes public reporting of results in a league table form supported by
individual communication of each DHB’s achievements, and facilitation of shared learning.

5. Health targets have been successful in shifting sector performance in the areas targeted.  Although
not all national goals have been met, all targets have seen substantial improvements in
performance from baselines.

6. Collective responsibility has been a key focus. Ministry of Health target champions are in place for
each health target to support poorer performers, share best practice and identify changes required
to achieve success in the target. Strong DHB governance level engagement in the health targets
has been a key driver for local performance improvement, and the Ministry has observed that
DHBs with strong health target performance have a combined emphasis on system, leadership
and culture within their approaches that is also providing a platform for wider service
improvements.

Changes to the health target approach 
7. There are opportunities to reframe the overall health target approach, this could include a new

focus for health targets as a performance tool. For example rather than primarily driving service
related performance in areas of government or public priority, target approaches could be more
strongly focused on integration, or improving health literacy etc.  A refresh of the targets could also
provide an opportunity to more directly align targets with the desired system shifts described by the
New Zealand Health Strategy (the Strategy).  All existing targets except ‘Raising Healthy Kids’
predate the current Strategy and have therefore not been considered for their potential to drive
implementation of the Strategy.

8. A strengthened focus on targets which reflect reducing inequalities is aligned with the ‘Value and
high performance’ theme, which is about “striving for equitable health outcomes for all New
Zealand population groups” (pg 25). Through their focus on access to services, long term
conditions and prevention, all existing targets, as a group, provide a level of support for the ‘Closer
to home’ theme of the Strategy.  All DHBs have explicitly aligned their local health target activities
to a strategy theme in their Annual Plans.

9. If a continued focus on service-related performance is agreed, there are opportunities to enhance
the focus on prevention and equity within this approach, to make adjustments to measures within
the set, and to implement new styles of presentation. Some examples of options for changes to
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health targets that could be implemented for 1 July 2018, and 1 July 2019, and changes to 
presentation of health target results are outlined below.   

10. Practical considerations for health target selection and implementation, are noted later in this
report, one key consideration is ensuring there is sufficient volume of activity to be able to reflect
DHB level results, even for smaller DHBs, on a regular basis. A development period will be
necessary particularly if data to support the target is not currently used for performance reporting.
The opportunities to identify new targets for inclusion in February 2018 planning signals for
implementation from 1 July 2018 are limited, however some changes could be made to the current
target set and to the way results are presented to begin to refocus on equity.

Potential changes to the current health target set for implementation 1 July 2018 
11. The Ministry has reviewed the current set of six targets.  Where data allows, current targets could

be adjusted to provide an enhanced equity focus, including in the presentation of results and this
could be signalled in February 2018 planning signals for implementation from 1 July 2018. In
addition, for the Immunisation target, a new focus on five-year-old immunisation coverage and a
phased introduction of antenatal immunisation for pertussis (whooping cough) are also suggested.
A change to the Emergency Departments (ED) target could be made to explicitly focus on acute
admission from ED. Potential changes to the electives health target are identified in separate
advice [HR 20171709].

Examples of potential options for new targets of health target focus / new approaches to 
existing target areas for 1 July 2019 implementation 
12. The Ministry considers there are a range of additional areas where there are known inequalities

and inequities, where a prevention focused health target has the potential to support the pace of
performance improvement and reduce hospitalisations.  All of these areas would require a
development period to assess if a target approach is appropriate, consideration of where to focus a
target measure and goal including an evaluation of evidence regarding performance improvement
approaches.

13. Once a potential target focus is identified, development would involve key stakeholders and include
a detailed assessment against target selection criteria, confirmation of baselines and consideration
of technical details such as systems for data capture etc.

14. Examples of options for new targets are outlined below, a selection from the options below could
be developed for your consideration with a view to implementation from 1 July 2019:

• long term conditions1 - explore options focused on prevention and equity

• healthy ageing - explore options linked to the healthy ageing strategy

• immunisation new focus - explore options focused on antenatal pertussis immunisation

• childhood obesity - explore options to focus on later growth measurement (i.e. year 9) and /or
a focus on healthy child and youth nutrition, physical activity and sleep, better prevention and
equity

• cancer - explore options including expanding the patient cohort/ or replace with a wider
measure of hospital access

• smoking - explore options to shift focus to smoking cessation and equitable benefits.

• acute demand - explore options to focus on managing acute demand and providing acute
care in the right setting and reducing avoidable hospitalisations.

15. The following options for future health target focus have also been considered.  For the reasons
outlined below, the Ministry’s view is that these areas are not appropriate for further development
as health targets at this stage:

1 Long term health conditions include cardiovascular disease, chronic respiratory conditions, cancer, mental health conditions, diabetes and 
musculoskeletal conditions. (Refer page 22 NZ Health Strategy: Future Direction) 
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• maternal and child health – currently the focus of other measure sets. From July 2017
reductions in potentially avoidable hospitalisations for children (0 to 12), and early enrolment
with a Lead Maternity Care are the focus of the health-led Better Public Service targets.
These measures are in the early stages of implementation; however, baselines are in place
and intervention logic has been developed.  Ambulatory sensitive (avoidable) hospitalisation
rates for 0 to 4 year-olds is currently one of the system level measures that provide a
framework for continuous quality improvement and system integration.

• mental health access – decisions about the development of a mental health target are most
appropriately considered as part of work related to the mental health inquiry.

• suicide prevention – decisions about the development of a suicide prevention health target
are most appropriately considered in alignment with work related to the mental health inquiry.

• oral health - the Ministry has considered options for an oral health target. The oral health
initiative identified as most likely to prevent dental decay and reduce inequalities is
community water fluoridation (CWF). The effectiveness of water fluoridation in preventing
dental decay is supported with a body of evidence and a programme of work is already
underway. The Health (Fluoridation of Drinking Water) Bill, which proposes that DHBs rather
than local authorities can decide which community water supplies are fluoridated, is currently
awaiting its second reading in the House. Measuring CWF coverage would not be
appropriate as a health target, however subject to the Bill passing, the Ministry is seeking the
opportunity to develop a performance measure to maintain or increase CWF coverage
nationally. This could be signalled to DHBs in various ways, such as your Letter of
Expectations or through the annual planning process.

Options to refresh the approach for presenting results 
16. In addition to changes to the focus of the suite of health targets, there are also opportunities to

refresh the format for health target publication and reframe the way health target results are
presented to provide more emphasis on reducing inequalities.

17. Public reporting was introduced based on evidence that performance approaches that rely on
improving results simply by providing information to professionals and managers are relatively poor
levers. However, where an organisation’s performance is publicly reported the organisation
responds to perceived threats to their ‘reputation, status and professional pride’ as long as there is
a high and sustained level of publicity attached to performance measurement.

18. Health target results are currently published as paid advertisements in national newspapers and
the NZ Doctor publication as well as on Ministry and DHB websites. Discontinuing the use of print
media to publish results would provide a cost saving, although some of the benefits of public
reporting may be reduced if the health target results were solely reported on web sites as this may
lessen the impact of reputational effect as a performance lever.

19. The Ministry has undertaken some preliminary work to investigate processes for reporting health
target results through other news media platforms such as ‘stuff’. However, preliminary
investigations did not suggest there would performance benefits or cost savings from this type of
approach.

20. Changes to the style of presentation of health target results have also been considered and greater
focus on reducing inequalities could be included in the presentation of health target results from
quarter one of 2018/19.

• This could be achieved by including an additional column on the health target results table to
indicate if the result is equitable across specified population groups. For example the
inclusion of a = or ≠symbol.

• The Ministry has also considered introducing more colour into the results tables such as
different colours for each target icon.  This would provide more visual interest and allow for a
clearer distinction between the target areas. (Note additional use of colour does not impact
on the cost of publication).
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21. Some immediate changes to target presentation could be applied for 2017/18 quarter two results to
reflect feedback from the sector and provide more focus on positive achievement as outlined
below:

• The sector has previously requested that results tables more clearly distinguish when a
target is met and that ranking does not occur for DHBs at or above target.
o This could be achieved by the use of green shading for any DHB that has met the

target goal and/or allocation a ranking of “1“ for all DHBs at or above target.

• The sector has also previously requested that if a target is achieved by a DHB, arrows
indicating the comparison with previous quarters are not included, reducing the potential for
inappropriate focus on small upward and downward movements between quarters when a
DHB is already performing at or above the national goal.

Approach to target selection 
22. Targets are selected with a presumption that a degree of performance shift towards the target goal

is measurable year-on-year.  Targets may remain in place for a longer period where improvements
require system-wide changes to be embedded.  Some areas of current focus such as elective
services, cancer waiting times and immunisation coverage have been in place since 2007/08.
However the specific goals and measures for these targets have evolved over time. Raising
Healthy Kids is the newest area of focus, with the current target introduced in quarter one of
2016/17.

23. A range of criteria are applied when considering potential new targets. These include the
significance of the outcome sought, noting in particular your greater emphasis on prevention and
reducing inequalities, measurability, data robustness, and the evidence base for intervention logic
that supports performance improvement activity along with wider criteria more specific to the
national targets regime.

24. The number of health targets at any one time has ranged between six and ten. Experience has
shown that a target set of six is an appropriate size to ensure focused performance approaches
and improvements are achievable across the targets.

25. Any targeting regime needs to consider the potential for unintended consequences such as gaming
of results and inappropriate diversion of resources. Approaches to minimise the impact of
unintended consequences have included careful target selection, sector engagement from target
champions, DHB governance level engagement, and an emphasis on reputational effect via
publishing of results that rank DHBs as a performance lever, rather than financial incentives or
sanctions.

Implementation of new targets and transition processes for removal of targets  
26. Changes to health targets form part of the DHB annual planning processes, this means once

development work is completed and a target is agreed with you it will be widely consulted with the
sector through annual planning consultation and finalised in annual planning advice.

27. When a target approach has achieved its maximum benefit, the target measure is typically moved
to the set of DHB accountability measures for a period.  This helps ensure performance gains are
not lost in the transition away from the focus of the health targets programme.  It can also be useful
to phase in the introduction of a new target by including the intended measure as a DHB
accountability measure for a period to support establishment of baselines and frameworks for data
capture, reporting and service improvement.

END. 
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Briefing 

Health System Indicators Framework – implementation approach and 
sector feedback 
 

Date due to MO: 31 May 2021 Action required by: N/A 

Security level: IN CONFIDENCE Health Report number: 20211225 

To: Hon Andrew Little, Minister of Health  

 

 

Contact for telephone discussion 

 

Minister’s office to complete: 

 

Name Position Telephone 

Robyn Shearer Deputy Chief Executive, Sector Support 
and Infrastructure 

 

Jess Smaling Associate Deputy Director-General, DHB 
Performance and Support 

 

☐ Approved ☐ Decline ☐ Noted 

☐ Needs change ☐ Seen ☐ Overtaken by events 

☐ See Minister’s Notes ☐ Withdrawn  
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Health System Indicators Framework – 
implementation approach and sector 
feedback 
 
Security level: IN CONFIDENCE Date:  31 May 2021  

To: Hon Andrew Little, Minister of Health 

Purpose of report 
1. This report provides feedback to you from targeted health sector engagement on the 

new Health System Indicators Framework, the high level measures and the plan for 
implementation [SWC-21-MIN-0002 refers]. 

Summary 
2. The Health System Indicator Framework was approved on 22 February 2021 by the 

Cabinet Social Wellbeing Committee for publicly reporting health system performance. 
The Ministry of Health (the Ministry) is working towards a 1 July 2021 implementation 
date. 

3. As requested in May 2021, targeted feedback was sought from the sector. This feedback 
indicates: 

a. There was support for the Health System Indicators Framework, building on the 
philosophy of the system level measures programme. Continuous quality 
improvement grounded in improvement science, informed by data and co-designed 
with the sector, with a focus on system integration and equity were all raised as 
essential components. 

b. Publishing the initial measure set at the national level on 1 July 2021 as a tool to 
monitor the system during transition was considered acceptable but some 
limitations with the measure set were noted. There was strong support for 
developing the framework and measures with the sector over 2021/22. This should 
include a focus on equity for Māori. The sector viewed further engagement 
positively.  

c. Two measures in the initial set require further development before they can be 
publicly reported. This is due to both limitations in data completeness and the 
interpretation of the measures. These measures include both access to primary 
mental health and addiction services, and participation in bowel screening. 
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Recommendations 

We recommend you: 

a) Agree that, pending your announcement of the health system indicators, the 
baseline data at the national level (2019 data) for the ten measures be publicly 
reported online from date of announcement. 

Yes/No 

b) Note that the national health targets will be retired at the date of 
implementation of the Health System Indicators. 

 

c) Agree that the framework structure, processes and measures are developed 
and refined over 2021/22 alongside early implementation of the health and 
disability system reforms. 

Yes/No 

 

 
 
Robyn Shearer  Hon Andrew Little 
Deputy Chief Executive  Minister of Health 
Sector Support and Infrastructure  Date: 
Date:    
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Health System Indicators framework  
Purpose and summary  
1. This report provides feedback to you from targeted health sector engagement on the 

new Health System Indicators Framework and its implementation [SWC-21-MIN-0002 
refers]. 

2. The Health System Indicators Framework is a new approach to health system 
performance measurement. The framework is premised on shared accountability. The 
Government sets high-level goals for the system; the Ministry and the Health Quality and 
Safety Commission (HQSC) develop high level measures for those goals with input from 
the health sector; and local providers work with input from local consumers to agree 
what local actions are needed to contribute to the high-level goals. 

3. A two-phased approach to implementation is proposed to align with the health and 
disability sector reform agenda.  

4. In phase one, baseline data for ten high level measures (that are already routinely 
reported) representing the Government’s five priorities for the health system are publicly 
reported. Publishing baseline data for these measures, and tracking it quarterly, 
demonstrates to the public and the Government that health services continue to be 
delivered, and performance monitored, as the health reforms are implemented.  

5. The Ministry continues to work towards a 1 July 2021 implementation date for the 
Health System Indicators. Phase one runs from 1 July 2021 to 30 June 2022. 

6. In phase two, the full Health System Indicator Framework, including local contributory 
measures, is co-produced alongside implementation of the health system reforms over 
2021/22. This development time is important to establish the necessary processes, 
measures and structures for the new framework, for ensuring equity is built in and to 
develop strong working relationships between the centre and local providers.  

7. The new framework is expected to be developed by 1 July 2022. 

Key findings 

8. Overall, there was support for the Health System Indicator Framework approach of 
building on the System Level Measures (SLM) programme philosophy. The sector values 
a focus on co-design, integration, improvement science and support for quality 
improvement. 

9. The initial set of measures was considered a reasonable starting point to monitor the 
system during a year of transition, although some limitations were noted. This included 
no visibility of youth or support for smoking cessation. It is recommended to further 
develop the measures reporting access to primary mental health and addiction services 
and participation rates in bowel screening over 2021/22. 

10. There was strong interest in working with the Ministry and HQSC to co-produce the 
framework over 2021/22. This includes developing the measure set to ensure it includes 
measures with a focus on equity, primary care and prevention.  For further information, 
see Appendix One. 

  

Document 12

RELEASED UNDER THE O
FFICIAL IN

FORMATIO
N ACT 19

82



Briefing: 20211225           4
           

How is the Health System Indicator Framework different to targets? 
11. The framework was developed in partnership by the Ministry and HQSC to create a more 

flexible and devolved approach to performance management, focused on learning rather 
than control. The new approach explicitly links integration at a local level through 
supporting local relationships and health system improvement.  

12. It proposes a co-operative trust-based approach with the following key elements: 

a. The Ministry1 and HQSC identify high level measures that match Government 
priorities. 

b. Locality networks2 work with their local population to co-produce locality plans that 
address local issues, and tailor services to local needs, while contributing to 
improvement on high level measures. 

13. The new framework is not just public reporting of a set of measures but a learning 
system supporting improvement. It is important that we tell a more complete story of 
health system performance that supports consistent improvement. The new framework 
empowers hospital and primary health care clinicians, managers and analysts to develop 
local actions for improvement; and to use appropriate contributory measures to tell a 
local data story connected to the national story that is publicly reported. The emphasis 
will be on continuous improvement of current performance with a strong focus on 
equity. 

14. Devolved improvement activities and actions with consideration for unique local 
contexts is linked to both accountability at the locality and regional levels, and national 
improvement. 

What is the Health System Indicator Framework? 

15. The new framework recognises the importance of collaboration; of mutually agreed 
aims; and of using a range of measures to report and improve on rather than focusing 
on a single target that can lose its improvement focus as it becomes a target to hit. 

16. It aligns with, and builds on, the established SLM programme philosophy of 
collaboration and shared accountability for continuous improvement of health services, 
consumer experience and equitable care.  

17. The framework uses two different types of measures: 

a. ‘High level measures’: these are aligned with high level goals to help understand 
how the health system is performing. What they measure is high-level and would be 
difficult for providers to find work-arounds that make their performance appear 
better than it actually is. 

b. ‘Contributory measures’, these measure the impact of local initiatives where 
improvement not only serves the specific community/locality, but also leads to 
improvement on the high level measure.  

 
1 In the new structure, this is likely to be undertaken jointly by the Māori Health Authority and Health NZ as the agencies who 
commission services, oversee performance and lead improvement. 
2 These provide a range of primary and community services. Communities, along Iwi-Māori partnership Boards will be 
involved in developing locality plans that set priorities for local health services. 
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26. The second phase proposed to occur over 2021/22 is to co-produce the Health System 
Indicator Framework alongside initial implementation of the health system reforms. The 
approach proposed requires, and supports, the development of strong working 
relationships between the centre (Ministry, HQSC and Health NZ) and local communities 
and providers. 

27. Activity includes: sector engagement with a range of stakeholders including health 
providers, Māori/Iwi partnership Boards, consumers and clinicians; establishing 
processes for locality planning and measurement; processes around consumer advisory 
groups; establish processes for approval and monitoring of plans and execution (Health 
NZ/the Ministry); measure development to create a coherent and robust set of 
measures; and communications. HQSC will lead development of the reporting platform 
and maintaining the measures library.  

Sector engagement 
28. Key themes of the feedback from the following groups are included: Te Tumu Whakarae, 

DHB General Managers Planning and Funding, Pacific perspectives, senior Pacific 
academic, General Practice NZ National Leader’s forum, PHO Clinical Leaders, Directors 
of Allied Health, trusted DHB Chief Executives, the Office of Disability Issues, HQSC 
Integrated Advisory Group and Treasury. Appendix One refers to a summary of the 
feedback received. 

29. The following groups were engaged with in 2020: DHB Chief Executives, DHB Chief 
Medical Officers, DHB General Managers Planning and Funding, Te Tumu Whakarae, 
PHO Chief Executives, PHO Clinical Leaders and HQSC’s Integrated Advisory Group. 

Measures that require further development  

30. There are two measures that are not recommended to be included in the Health System 
Indicator reporting for 2021/22. These are access to primary mental health and addiction 
services and participation in the bowel screening programme. Health System Indicator 
reporting needs a stable baseline at both the national and DHB level to allow tracking of 
change over time. Data will be reported on a rolling 12-month average and be updated 
quarterly. This means a full years’ worth of data is required for the baseline. For the 
clinical measures, the baseline will be 2019, given the impact of COVID-19 on health 
services in 2020. Neither of these measures have nationally complete data for 2019. 

Access to primary mental health and addiction services. 

31. Contracting for the new primary mental health and addiction services is split equally 
between the Ministry, who directly contracts with NGOs for the delivery of kaupapa 
Māori, Pacific and youth primary mental health and addiction services, and contracts via 
DHBs with integrated primary mental health and addiction services. Most of these 
providers have no existing systems for reporting data to the Ministry. For services 
contracted via DHBs, a new reporting system will be functional from 1 July 2021 but 
there is no historical baseline data. For the services contracted directly by the Ministry, 
most of which have not yet been implemented, reporting systems need to be developed.  
It will take time for their reporting to mature to a standard where it can withstand public 
reporting and media scrutiny. 
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32. The philosophy of the Health System Indicator Framework reporting is that DHBs are 
accountable for local activity to increase access. It is difficult to have a clear line of sight 
with the split contracting model. 

33. More broadly, it was noted that this is not a measure of integration or the ‘system’, 
rather it is specific to a primary mental health funded programme.  

34. It is recommended that a measure for mental health, that fits with the new structures 
implemented in the HDSR reforms, be developed with the sector over 2021/22. In the 
meantime, reporting systems will be embedded, and baseline data captured. 

Participation in the National Bowel Screening Programme (BSP) 

35. While the aligned government priority is ‘improving wellbeing through prevention’, the 
BSP is not a measure of prevention, rather it looks at early detection. BSP itself does not 
focus on prevention or public health interventions such as healthy eating. 

36. This is not a whole of system measure. The measure is calculated as the percent of those 
invited to participate who complete the test. This is not a measure of population 
‘national participation’, rather it is measure of uptake once people have been invited. 
Most participants (95 percent) do not have contact with a health professional and their 
GP will only know when an individual has participated in the programme by receiving 
the screening test result. GPs have no visibility when an individual is invited or if their 
patients either opt out or don’t participate. 

37. BSP invites the eligible cohort in a DHB over a two-year timeframe. This means there will 
not be a national coverage rate until two years after the last DHB has implemented. 
Based on current timelines this will be in December 2023.  

38. The 2019 data represents seven DHBs at various stages of implementation. While this is 
a useful thing to monitor, it should be part of a suite that includes population 
participation. Reporting uptake of those invited in a selection of DHBs requires different 
framing. 

39. It was suggested that a composite screening measure including, for example, cervical, 
breast and possibly even cardiovascular risk assessment (CVDRA) may be a better 
option.   

Announcing the new framework and retiring the health targets 

40. Health target performance continues to be reported by the Ministry as part of meeting 
public commitments. The Cabinet paper [CAB-21-MIN-0024] agrees that the health 
target performance reporting will be retired at the date of the implementation of the 
Health System Indicators Framework. This would mean health target performance 
reporting concludes in quarter four 2020/21. DHBs already have planned activities for 
2021/22 and will continue to be held to account pending structural changes from July 
2022. 

Equity 
41. The implementation of the Health System Indicators has Treaty of Waitangi implications. 

Under article three of Te Tiriti, Māori are guaranteed the same rights as other New 
Zealanders. All non-financial measures will be stratified by ethnicity, which will clearly 
highlight differences in health outcomes for Māori. Further disaggregation by age and 
gender will help identify the largest equity gaps. 
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42. The new Māori Health Authority will be involved in agreeing on priorities with Health 
New Zealand and the locality networks. Locality network alliances will involve Māori 
providers, iwi and natural groupings to ensure that local activity, supported by local 
measures, focusses on areas of importance to Māori.  

43. Each indicator will monitor change by ethnicity and narrowing the gap will be a focus. An 
intervention will not be considered a success if it worsens or does not improve 
differences between Māori, non-Māori and non-Pacific populations. 

Consultation 
44. This report has undergone consultation with HQSC and been shared with Treasury.  

Next steps 
45. We await your instructions on announcing and publicly reporting the Health System 

Indicator Framework. 
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Appendix One: Key themes from sector engagement 

Equity for Māori 

• The importance of Māori involvement in developing the framework so that it improves equity 
of outcomes was raised multiple times. 

• There needs to be focus on improving services for Māori health. This should include both 
kaupapa Māori and mainstream providers and be based on the evidence/data – this is what 
we need to do to achieve equity. Providers should be held to account for achieving certain 
outcomes. 

• How will equity be prioritised? How will the framework be Te Tiriti based? Will prevention 
measures for Māori be prioritised? Is there a way in the reporting to target and be specific 
for improvements in Māori, to move the set away from measures of equality and towards 
measures of equity? This links with other discussions around the need for better primary care 
data. 

• There were questions around the role of the Māori Health Authority in measuring and 
monitoring improvement. 

The framework 

• Many groups talked about developing comprehensive metrics, with the high level measures, 
the connected contributory measures, the rationale and the contribution that different 
people can make. Measures need to represent activity done throughout the system and no 
one agency should be penalised for events that occur throughout the network. There was 
support for a multi-disciplinary approach to accountability.  

• There were questions on on-going sector governance of the programme. 

• Ensuring that groups have the appropriate systems and processes to take an improvement 
approach was raised. Does the workforce have the skills and capabilities to drive the change? 
For example, for smoking cessation, does the workforce have enough capability in 
motivational interviewing? Or for immunisation, is the workforce sufficiently prepared to 
counter anti-vaccination information? 

Data  

• The importance of knowing your data is a key recommendation from the Pacific window 
2021 report developed with Pacific perspectives and HQSC. The Health System Indicators 
framework is an opportunity to build on this, specifically around mandating access to and 
use of data with benchmarking and data standards.  

• The lack of primary care data is a limitation. Addressing access to data is a critical part of 
what the HDSR reform would deliver. 

• There is a lack of capability in the sector for analysis and the sector needs upskilling. National 
equity analyses are important ways to empower local providers to act; groups liked that all 
analyses will be presented by ethnicity. Providing data at the DHB, PHO and locality levels 
was suggested to ensure the same approach to representing equity and bringing the data 
intelligence as close to the quality improvement ‘engine’ as possible. 

• Limited disability disaggregation in the Health System Indicators Framework was noted. The 
ability to disaggregate the patient experience survey results was seen as a good start to work 
on.  
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Accountability 

• There needs to be consequences for not achieving equity. 

• Why are there different sets of indicators for monitoring the performance of the health 
sector, e.g. SLM and annual plans?  

• Important to have accountability in the ethos alongside improvement. 

• What will the lines of accountability be for the framework (regional, provider, localities)? It is 
important that the framework focuses on those who are responsible. 

Funding 

• Where will funding sit in the future? The tension in the current SLM programme with funding 
aligned to PHOs but the work requiring a whole of system response was noted. It was 
suggested that removing the financial incentive was a good thing and likely to enhance a 
system-wide approach. 

• The counterview raised was that the SLM programme has always been led out of primary 
care and funding for quality improvement is critical for it be able to gain traction. Some 
noted that if you want to effect change, there needs to be funding. Some noted that without 
payment they wouldn’t be able to get data from primary care.   

Measures 

• Most groups wanted the opportunity to discuss the measures further, although excluding the 
primary mental health and bowel screening measures, there were no showstoppers. Some 
groups thought the measures were logical and sensible. It was recommended that framing to 
the sector needs to be clear that the initial measure set is for one year only and that the 
Ministry and HQSC are open to working with them to develop the measure set over 2021/22.  

• There were some comments around the link between the Government priorities and the 
measures. For example, the measures to improve wellbeing and prevention (Ambulatory 
Sensitive Hospitalisations (ASH) and bowel screening participation) do not have a wellbeing 
or prevention focus. ASH focuses on improved management in primary care (to reduce 
hospital admissions) and bowel screening focuses on early detection. There was general 
support for both ASH high level measures as they focus on primary care access and quality in 
the management of a specific set of conditions. 

• The impact of the wider determinants of health on improving against some indicators 
(specifically child ASH) was raised. It was suggested to think about the overall measures, 
contributory measures and links to social and other agencies. Another view was that this 
work should focus on health and what is in health’s scope. 

• For Māori equity a focus on non-communicable diseases, morbidity and mortality measures, 
such as improving cancer outcomes are important. Improving life expectancy is a 20 – 30-
year journey. Amenable mortality can be a good measure for this. This indicator was also 
noted as relevant for people with intellectual disabilities who have much shorter life 
expectancy. 

• For Pacific, measures that focus on children, prevention and primary care were key.  

• Are there other measures for primary care? The framing of ‘better primary health care’ 
implies that primary care is not currently performing well.  
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• There could be a measure of unmet need in secondary care to sit alongside unmet need in 
primary care, for example using the newly added question in the New Zealand Health Survey. 
There was support for the patient experience survey questions.  

• Referral from primary care and decline rate is not captured but could be useful in the context 
of cost and demand (financial measures). 

• The measure ‘babies living in smoke free homes’ was identified as an important driver of 
integration. 

• Workforce measures to grow the Māori workforce could be potentially transformational but 
need time to establish. Cultural competence measures should be included. 

• Workforce measures were suggested several times as useful additions to the financial 
indicators. These could include workforce wellbeing or safe staffing levels. 

• Ensuring that the whole workforce is considered in the framework, increasingly important 
with changing models of care. 

• The financial measures will need changing once DHBs are disestablished. There was interest 
in developing measures of value.  

• Keen to move to outcomes-based reporting and away from ‘widget’ counting.  

• For equity need to see a longer time frame for planning and change.  

• The New Zealand Disability Strategy has an action to increase access to health services and 
improve outcomes for disabled people with a specific focus on people with learning / 
intellectual disabilities. This links well with the indicator that asks about people’s ability to 
access primary care (and can be split by disability). 
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Appendix Two: Example of online reporting 
Proposed reporting from 1 July 2021, national results using data for 2019. The webpage is interactive, when a measure is selected (as in the yellow highlight), data 
showing results over time and by ethnicity are displayed. 
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Health System Indicators Framework – consultation findings 
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Health System Indicators Framework – 
consultation findings 

Security level: IN CONFIDENCE Date:  8 December 2021 

To: Hon Andrew Little, Minister of Health 

Purpose of report 
1. This report provides feedback to you on the findings from sector consultation on the

Health System Indicators framework, undertaken over October and November 2021.

Summary 
2. The Health System Indicators Framework was approved on 22 February 2021 by the

Cabinet Social Wellbeing Committee as a new system for publicly reporting health
system performance, with the public announcement made on 6 August 2021.

3. Sector consultation was obtained via five virtual workshops attended by more than 100
people in total. Each workshop had focused discussion on one or two of the Government
priorities for health. The goal was to test the high-level indicators for their suitability to
support local improvement. This included the two developmental indicators (access to
primary mental health and addiction services and participation in the bowel screening
programme). Two new indicators for the financially sustainable health system priority are
proposed. These would replace the current indicators that are focused on district health
board deficits.

4. In most cases, the high-level indicators were supported, where they were not,
alternatives are recommended.
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Recommendations 

We recommend you: 

a) Agree that eight of the high-level system indicators are retained as they are.  Yes/No

b) Agree that:
i) the developmental indicator ‘access to primary mental health and

addiction services’ is reported from 1 July 2022.
ii) initial reporting is limited to data from Integrated Primary Mental

Health and Addiction services, expanding to all providers as the NGO
dataset is validated and a time series is established.

Yes/No 

c) Agree that for the priority of ‘improving wellbeing through prevention’, the
high-level indicator is reducing bowel cancer incidence, with participation in
the bowel screening programme a mandatory contributory measure.
Reporting to start from 1 July 2022.

Yes/No 

d) Agree that for the priority of a financially sustainable health system, the two
high-level indicators reported from 1 July 2022 are:
• Contracted FTE per 100,000 population.
• Expenditure on assets repairs and maintenance as a percent of total net

book value of assets.

Yes/No 

Robyn Shearer Hon Andrew Little 
Deputy Chief Executive Minister of Health 
Sector Support and Infrastructure Date: 
Date:  
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Health System Indicators framework 
Purpose and summary 
1. This report provides feedback to you from health sector consultation on the new Health

System Indicators (HSIs) framework.

2. The HSIs Framework is a new approach to health system performance measurement. The
framework is premised on shared accountability. The Government sets high-level goals
for the system; the Ministry of Health (the Ministry) and the Health Quality and Safety
Commission (HQSC), to develop high level measures for those goals with input from the
health sector; and local providers networks work with whānau and local communities to
agree what local actions are needed to contribute to the high-level goals.

3. During 2021/22, development of the full Health System Indicator Framework, including
finalising the developmental indicators and developing contributory and balancing
measures is underway. The new framework is expected to be developed by 1 July 2022.

Key findings 

4. Sector consultation was obtained via five virtual workshops, attended by more than 100
people in total. Each workshop had focused discussion on one or two of the Government
priorities for health. The goal was to test the high-level indicators for their suitability to
support local improvement. This included finalising the two developmental indicators
(access to primary mental health and addiction services and participation in the bowel
screening programme). Two new indicators for the financially sustainable health system
priority are proposed. These would replace the current indicators that are focused on
district health board (DHB) deficits.

5. In most cases, the high-level indicators were supported, where they were not,
alternatives are recommended.

Background 
6. Implementation of the HSIs framework requires the following deliverables to be

completed over 2021/22:

i. Testing the indicators with sector experts
ii. Developing balancing measures
iii. Report back to the Minister on the findings of consultation
iv. Work with Māori stakeholders to ensure the framework prioritises and

demonstrates equity
v. Training and support for those involved in establishing local improvement plans
vi. Finalising the process, including reporting mechanisms, instructions, timelines,

and criteria for local planning.

7. This report meets deliverable iii, summarising the feedback from deliverables i and ii.

8. This builds on targeted feedback that was sought from the sector at your request, in
May 2021. That feedback indicated:
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i. Support for the HSIs Framework. Continuous quality improvement grounded in
improvement science, informed by data, and co-designed with the sector, with a
focus on system integration and equity were all raised as essential components.

ii. Support for developing the framework and measures with the sector over 2021/22.
Limitations of the indicator set were noted. This included no visibility of youth or
support for smoking cessation. It was recommended to further develop the
indicators reporting access to primary mental health and addiction services and
participation rates in bowel screening over 2021/22.

Feedback obtained via five virtual workshops 
9. Five sector workshops structured around the Government priority areas were held over

October and November 2021. The priorities of ‘improving wellbeing through prevention’
and a ‘strong and equitable public health system’ were combined into one workshop
given the high overlap between these areas.

10. A key feature of the HSIs framework is that regional offices work collaboratively with
their health sector partners1 to develop improvement plans containing local actions with
associated contributory and balancing measures. A guide for using the HSIs framework
to improve performance is being developed as part of deliverable v. and vi.

11. The workshops built on previous sector feedback on the high-level indicators but sought
detailed feedback on improvement actions for each indicator, in keeping with the spirit
of the HSIs framework which is that it is co-designed with the sector. The focus was on
developing an intervention logic or theory of change for each high-level indicator by
identifying actions with a line-of-sight for improvement for each indicator. The resulting
intervention logics are expected to be the engine room for local improvement and are
expected to better support improvement, share knowledge of what works and promote
activity with a grounding in evidence.

12. Workshopping the intervention logic for each indicator served multiple purposes
including:

i. Allowing each high-level indicator to be tested to confirm it was sufficiently
broad to allow system-wide improvement activities to logically sit under it

ii. Identifying actions, questions and measures that could be employed locally for
each high-level indicator

iii. Allowing the concept of mandating certain contributory measures to be tested
(the idea being that certain improvement activity may be essential to be
implemented nationwide)

iv. Giving valuable feedback on the barriers and enablers for improvement for each
HSI

v. Socialising the HSIs framework and the concept of using an intervention logic as
a basis for planning, both internally in the Ministry teams and externally

1 Work is expected to occur at a locality level once the new system locality settings are in place. In the interim a variety 

of approaches may be taken that build on existing DHB arrangements with their local partners. 
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community care while line-of-sight actions to improve participation in bowel screening 
do not focus on prevention or public health interventions such as healthy eating. 

26. Two intervention logics for this developmental indicator were prepared for discussion at
the workshop:

i. Participation in bowel screening programme
ii. Reducing bowel cancer incidence

27. There is inequity in bowel cancer incidence and trend over time with rates in Māori
increasing (both male and female) while for non-Māori incidence rates have been
declining.

28. Workshop participants favoured a focus on preventive health, with actions to support
whānau to stay well. This includes risk stratification to identify those most likely to
benefit; screening and brief intervention for risk factors; self-management support,
education, and resources; and co-designed wrap around services including social
services.

29. Review of the intervention logics favoured reducing bowel cancer incidence as a high-
level indicator, supported by participation in bowel screening as a mandatory
contributory measure. A focus on reducing bowel cancer incidence will allow regions
considerable scope to undertake prevention activity and many of these activities
(smoking, alcohol, obesity, physical activity, and nutrition) overlap with preventive
activities for non-communicable diseases. This would complement activity to reduce
adult ASH rates.

30. Constructs and actions that support reducing bowel cancer incidence that were
endorsed at the workshop were:

i. Patients and whānau are informed and aware of bowel cancer risks.
ii. Patients and whānau are aware of benefits and able to access screening and early

detection for bowel cancer. Actions and contributory measures to improve
participation in the bowel screening programme sit in this dimension.

iii. Patients and whānau are supported to identify and reduce risk factors for bowel
cancer.

iv. Patients and whānau receive high-quality, equitable care.

31. It is recommended that the high-level indicator is reducing bowel cancer incidence, with
participation in the bowel screening programme a mandatory contributory measure.

Financially sustainable health system 

32. Ten potential indicators were put up for discussion at the workshop, focusing on three
drivers of expenditure and sustainability: workforce, capital, and technology. It was noted
that technology expenditure is confounded by an increasing move to using software as a
service. Increasing expenditure would be difficult to interpret – it could reflect
investment or wastage / duplication. It was therefore agreed to develop high-level
indicators on workforce and capital investment.

Workforce 

33. Workforce expenditure represents approximately 66 percent of Vote Health and
workshop participants supported a workforce indicator as being important from both a
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financial and sustainability perspective. This incorporates the quadruple aim for quality 
improvement3 adding the fourth pillar of improving the work life of the health care 
workforce.

34. Two aspects of workforce were discussed:

i) measures of staff wellbeing and

ii) FTE growth relative to service demand. A limitation is that these measures only
include the health workforce directly employed by the hospital sector (no dataset
is available for the primary and community sector).

35. Staff wellbeing is important for a sustainable workforce, particularly during COVID-19.
Metrics include sick leave usage, long-term sick leave, annual leave balances over two
years, vacancy rates, wellbeing/satisfaction surveys and staff retention (turnover/length
of service). Performance on each of these measures has cost implications. However, the
group concluded that as high-level indicators, each one of these was either difficult to
interpret or had the potential to create the wrong incentives and / or unintended
consequences.

36. Drivers of health workforce FTE growth include increasing demand as a result of more
acute care and increasing clinical complexity; workforce shortages; the long training
pipeline; use of locums; and increasing numbers of staff working part time. Potential
indicators include contracted FTE per 100,000 population, FTE against a measure of
hospital volume and ethnicity of health workforce as a proportion of resident
population.

37. The preferred option was contracted FTE per 100,000 resident population4, using trend
over time to consider the balance between sustainability and cost. FTE growth can be a
good thing and contribute to sustainability, for example, through the use of Care
Capacity Demand Management (CCDM). Other workforce growth may also be positive
by improving satisfaction and reducing burnout. However, increasing workforce to
compensate for inefficiencies or shortcomings in technology or capital is less positive.
Monitoring growth by occupation will be useful to see whether implementing different
models of care (including the increased use of technology), ensuring staff are working at
the top of their scope and changing the make-up of the workforce (e.g., employing
more peer / whānau or community support workers) are having the desired impact.

38. It is recommended that contracted FTE per 100,000 population is the high-level
indicator, with the other measures forming part of the contributory measure suite.

Capital investment 

39. Workshop participants agreed the purpose of the indicator would be to measure
whether the right investments in capital are being made. This could include age of assets

3 The Triple Aim for quality improvement aims to optimise health system performance through improved quality, safety 

and experience of care, improved health and equity for all populations, and better value 
4 Note this currently doesn’t include primary health care as there is no reliable data source 
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to measure whether are assets being used beyond their life expectancy or are in poor 
condition, or an indicator of deferred maintenance. 

40. Limitations to available data narrowed potential indicators (for example, there is no
national data on deferred maintenance or assets in poor condition), while indicators
such as the age of assets, are difficult to interpret meaningfully. Age alone does not
determine whether an asset is in poor condition.

41. An indicator of expenditure on asset repairs and maintenance as a percent of total net
book value of assets (excluding land) is proposed. This would provide insight on how
much a district health board is spending on maintenance, both reactively and
proactively.

42. It is recommended that expenditure on assets repairs and maintenance as a percent of
total net book value of assets is the second high-level indicator. If this is agreed, further
work to identify contributory and balancing measures will be undertaken.

Equity 
43. The implementation of the HSIs supports the health system meeting its Te Tiriti o

Waitangi obligations. All non-financial measures, including the headline measures and
contributary measures, will be stratified by ethnicity, which will clearly highlight
differences in health outcomes for Māori. Further disaggregation by age and gender will
help identify the largest equity gaps. These will help the system to respond to Te Tiriti
principles of equity and active protection, sharing information with Te Tiriti partners.

44. The new Māori Health Authority and Iwi Māori Partnership Boards will be involved in
agreeing on priorities with Health New Zealand and the locality networks. Locality
network alliances will involve Māori providers, iwi and whānau to ensure that local
activity, supported by local measures, focusses on areas of importance to Māori.

45. Each indicator will monitor change by ethnicity and achieving equity will be a focus. An
intervention will not be considered a success if it worsens or does not improve
differences between Māori, non-Māori, and non-Pacific populations.

46. There is a deliberate cross-over between Health System Indicators and the measures in
Whakamaua: Māori Health Action Plan 2020-25. While some measures are specific to
each set, the two frameworks share key measures. Therefore, efforts to address a
number of the indicators are directly supported by actions in Whakamaua.

47. In the medium terms it is expected that the measures in the HSIs will evolve as new
information becomes available and the strategic focus of the system evolves.
Whakamaua contains an action, from the Health Services and Outcomes Kaupapa
Inquiry (Wai 2575), to co-design measures of pae ora (health futures).  As these
measures are developed and implemented it is expected they will influence future
iterations of the HSIs.

Consultation 
48. This report has undergone consultation with HQSC and Treasury and been shared with

Te Aho o Te Kahu. The proposal on the workforce indicator has been discussed with TAS.
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Next steps 
49. The HSIs framework will be an important component of the monitoring arrangements

for the new system.

50. We are working with the Transition Unit to understand the future structures and entities
in the reformed health system that will be responsible for developing and implementing
improvement plans.  We will issue guidance to the sector on the new accountability
framework and will publish a guide on how to use HSIs for quality improvement, in
collaboration with HQSC.
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Appendix One: Main themes of workshop discussions framed under the key system shifts. 

The themes are oriented towards improvement actions for providers across the system – some are specific to a sector, such as primary health 
care, while other actions are relevant for all.  

Te Tiriti principles 

• All providers have a role in ensuring principles of Te Tiriti o Waitangi are upheld.
• Iwi Māori Partnership Boards (IMPB) seen as an important mechanism to ensure locality improvement plans include Te Tiriti principles and

focus on addressing inequities.
• Whānau trust and engagement is an important aspect of access into services and for some whānau there is inter-generational distrust.

Resolving this may include addressing dis-trust created by previous poor experience of health care, poor follow-on care, and lack of
collaboration between providers. Solutions include ‘ecomapping’ across localities of hāuora Māori services and establishing, encouraging, and
monitoring e-referral mechanisms. Co-located to deliver services where communities gather and combine multiple agencies, e.g., health,
housing, and education. Iwi Māori Partnership Boards could be a mana-enhancing way to improve access.

• People and whānau need choice. Services need to be co-designed with Māori to help ensure they are the first choice for patients and whānau.
Ask whānau about the value they place on tamariki/rangitahi and their ora and reflect this in the measures and activities.

• Upholding Te Tiriti needs a workforce that is competent to engage with Māori and higher needs whānau. Providers need to ensure their
workforce has the capability to engage with Māori.

• All providers need to understand their data on access to and quality of care for Māori and take action to address inequities. Applying a
strengths model, co-design must be authentic.

• Focus on underlying issues and mechanisms of inequity to inform improvement (who did you ask, what did they say, how is the voice
reflected?)

• Engagement may require time spent on wider conversations rather than transactions.
• Consider iwi affiliation, mātauranga Māori, non-traditional providers e.g., rongoā

System shift: the health system will reinforce Te Tiriti principles and obligations to address current inequities and provide a stronger voice and 
influence for Māori, including a new Māori Health Authority and Iwi Māori Partnership Boards. 
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Integrated primary and community services to support people to stay well in communities 

• Take a life-course approach, address social determinants of health, and apply the principles of proportionate universalism to promote
population health. The financial benefits and links to a financially sustainable health system of prevention and early intervention was
underscored.

• Proposed actions should be evidence-based and include early identification, intervention, and prevention. Activities could improve health
literacy and support self-management through behavioural change and increasing self-efficacy, and address key modifiable risk factors (diet,
physical activity, alcohol, and smoking). This would require additional investment, for example through expanding the role of primary care
nurses.

• Trust is an important aspect of access and engagement into services. Which patient groups are more likely to report not being as involved in
decisions as much as they would like?

• Localities could explicitly integrate services by linking providers. Shared care plans across all involved providers are vital.
• Access to community services varies between regions. Integration requires both providers and consumers to have a locality-based

understanding of what services are available in a region, who is providing them and how to connect. For example, allowing referral between
general practices for speciality services such as iron infusions or long acting reversible contraception. Currently, this practice is limited by
capitation clawbacks.

• Limits on what and how services are funded creates complexity for providing integrated services. Examples include access to specific services
after-hours, the ability to access group visits for primary mental health or who is funded for insulin starts.

• All regions should support primary health care to provide access to diagnostic services including advanced imaging. Addressing this could
reduce some post-code lottery, especially for conditions like lung and bowel cancer where there are high prevalence and late diagnosis for
Māori and are important drivers of inequity and mortality.

• Allow patients to self-refer for specific services, for example, contraception, sexual health, or self-management groups.
• Widening access through allowing enrolment to occur with a wider range of providers.
• Outreach and wraparound care need to be protected.
• Integration requires the sector to be aligned. One approach could be to the development of regional plans across all providers with clear

shared priorities and regular review and supporting strong links between types of providers.

System shift: people will have more support to help them stay well in their communities through a better range of integrated primary and community 
services with increased access and protected funding to help them stay well. 
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Equitable access to emergency or specialist care 

• Proportionate universalism could provide a framework for appropriate use of resources, enabling an increased level of resourcing to be applied
proportionate need.

• Equitable access to specialist care starts with access to primary care. There needs to be equity at each point in the pathway, using data to
inform improvements, for example, equitable primary care enrolment and referral rates (adjusted for need). Are patients actively engaged or
are some patients first accessing care via ED?

• Much of the focus was on taking an integrated systems approach, with good data sharing and led by whānau preferences.
• Discussion on primary health care capacity, measures of availability and access including extended hours.

Emergency access:

• This links to the adult ASH indicator and requires effective management of long-term conditions (risk stratification, medication review, recalls
and care plans with anticipatory medicine).

• What options are available in the community, e.g., diagnostics, home-based monitoring, hospital in the home, outreach. Are primary options
for acute care (POAC) operating as intended?

• What time are patients arriving in ED, is after-hours access a problem? ‘See and treat’ services offered by ambulance can reduce need for ED
care.

Access to specialist care 

• Timeliness of care across the patient journey is important.
• How many planned care procedures are completed in primary care or in the community? Increased access to physician to physician consults

are more effective than e-advice request.
• Referral process. Are health pathways used? Referral rates by practice, quality of referrals (what percent are returned as incomplete). Do decline

letters provide the information that primary care and patients need? Who gets to refer?
• Concept of hospital in-the-home as a way to address indigenous health and rural population (Australian example)
• Prioritisation. Is a formal triage process used? Are procedures prioritised using a nationally approved tool?
• What is the interface and information flows between primary and secondary care like? Transfer of care – who transfers care, is it criteria based,

is sufficient information provided for GPs, Māori health providers and the patient? Does it include proactive or preventive care, e.g., checking
immunisation status and developing a plan for the whole whānau? Weekend discharges?
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• Improving access to secondary services requires workforce issues to be addressed (planning, recruitment, retention, wellbeing, professional
development

System shift: high quality emergency or specialist care when it’s needed to ensure equitable access through services planned to ensure the best 
distribution of care and equitable access across all regions. 

Digital services provide more care in people's homes 

• Telehealth is considered particularly important for rural communities.
• Services should be provided based on patient preference. During the first lockdown most hospital appointments were virtual, after lockdown

this reverted to face-to-face, largely due to provider preference (custom and practice). Did patients want this change to be ongoing?
• Patient portal use. Evidence suggests use improves patient-provider relationship, shared decision making and engagement in self-

management, but implementation and functionality varies. Some practices only allow limited functionality while others provide a lot more
health information including test results, diagnoses, management resources, scheduling, and referral status.

• Making technology and / or funding available for undertaking home-based monitoring for ASH-related conditions like chronic obstructive
pulmonary disease or diabetes may improve care and prevent admissions.

• Caution on too much focus on digital and telehealth as high needs communities are less likely to have reliable access to data and technology.
The counterview was that some Iwi and those less confident approaching services are increasingly asking for telehealth consultation; and apps
that have perceived non-judging humans.

• Point of care access / live chat currently isn’t covered in primary care funding model, although potentially could be.

System shift: digital services and technology will provide more care in people’s homes and communities building on the virtual care we saw during the 
COVID-19 response and providing more ways for people to access safe, quality, and convenient services. 

Workforce 

• The importance of the health workforce was raised at every workshop.
• The lack of planning and co-ordination to ensure that tertiary education providers are supplying the needs of the health system was raised as

a long-standing problem in need of being addressed.  The over-reliance on overseas trained health care workers is unethical (NZ capitalises
on other countries’ investment in the health workforce)

• Long wait times for appointments is a key barrier to access for primary health care and mental wellbeing support and is likely in part to be
due to workforce shortages.
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• Implementing different models of care was viewed as a possible solution. Increasing the training pipeline is important but not sufficient given
the long lag time and the volumes required. Ensure practitioners are operating at the top of their scope and broaden the type of roles, for
example, NGOs who are trusted in their communities may be able to support better navigation to services who can address social
determinants of health. Using the existing health workforce more effectively, e.g.: increased role of pharmacy to provide frontline care.
Upskilling non-clinical and associated staff to make best use of clinical time.

• Further discussion is presented in the paper under the financially sustainable health system priority.
• Ensure the workforce reflects the ethnic composition of the population served. What percent of the resident Māori and Pacific population are

represented in the health workforce? Strategies to address this include ensuring the advertising and recruitment processes are attractive to
Māori and Pacific. This links with Whakamaua: Māori Health Action Plan. Strategies in Health Science programmes are also required to ensure
access pathways for Māori and Pacific students are prioritised.

• Importance of consolidating practice-based evidence and horizontal learning
• Importance of retention of the health workforce by addressing working conditions and burnout. Retention can be supported through pay

equity across sectors. e.g., ensuring pay parity for nurses in primary care with those employed in hospitals. There is also a need to increase
proportional investment in primary and community care services, it is not sustainable to continue asking primary care to do more with
minimal investments in teams.

• Need to design and develop the workforce

System shift: Health and care workers will be valued and well-trained ensuring we have enough trained people, resourced to provide better services for 
our communities.       

Data-informed quality improvement 

• The underpinning philosophy of the framework is that regions and localities use quantitative and qualitative data to understand population
needs and opportunities for improvement using benchmarking. This will require some regions to increase their access to data and capability
and capacity to use it.

• The Commission’s measures library will be enabler, especially for regions with less existing data capability and capacity. Analyses by age,
ethnicity and gender could be provided to regions and localities.

• The lack of national primary care data remains a barrier for national quality improvement initiatives. Current patient management systems do
not support whānau approaches to care that include the whole social context

Document 13

RELEASED UNDER THE O
FFICIAL IN

FORMATIO
N ACT 19

82



• Integrated data between providers was noted as an enabler for all HSIs, for example, data sharing between Well Child services, general
practice and oral health would enable opportunistic care and help identify those who are missing out. This requires actively working with
other agencies to share information.

Culturally safe services 

• The workforce should be supported to provide locally appropriate, culturally safe care. While training is a necessary component, it may not be
sufficient and further development may be needed (for instance reflective practice).

• Using data to identify differences in care by ethnicity, e.g., audit of care provided and self-reflection on own biases.
• Navigator/kaiāwhina roles and broadening partnerships across the NGO sector may improve early engagement and navigation.
• Some of the community engagement and outreach undertaken regarding COVID-19 could be continued although this would require

considerably more funding.
• Involve relevant target populations in communication and engagement planning to ensure they understand the key messages.

COVID-19-related disruption 

• What needs to happen to manage the effects of COVID-19-related disruption? Has an aligned whole-sector plan been developed with all
stakeholders? Are protocols needed to ensure ongoing delivery during COVID-19, e.g., how to deliver childhood vaccinations?

• What approaches from COVID-19 should be continued, for example, community-led outreach, virtual appointments. How is collaboration
between different agencies encouraged?

• What opportunities, capacity and capability do we now have as a result of the COVID-19 response that we can now re-
purpose/join/extend/duplicate?

• What care has been missed during the last two years and how are we ensuring those gaps are being addressed?
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