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	Aspects of DHB performance the Integration dimension aims to cover


The definition, scope and focus of this dimension is subject to discussion. To date it has been variously named Consultation, Collaboration, Integration, System Effectiveness, System Integration, and System Enabler.
Under the New Zealand Public Health and Disability Act, DHBs must, among other objectives, 

· promote the integration of health services, especially primary and secondary health services

· exhibit a sense of social responsibility by having regard to the interests of the people to whom it provides, or for whom it arranges the provision of, services:

· foster community participation in health improvement, and in planning for the provision of services and for significant changes to the provision of services:

This dimension of DHB performance centres on how a DHB relates to the system as a whole, in order to achieve these objectives.  It reflects the ability of a DHB to analyse and assess the environment it is immersed in, and its ability to ensure desired results are achieved (quality of Health provision in the DHB boundaries) via relationship management and coordination with other actors in the community.

	Priority areas for performance management focus within the Integration dimension


1. Environmental Scanning and analysis

A DHB is not a solo actor in local health provision/funding.  In order to achieve better health for its population, it must manage relationships other actors who influence and interact with the system, at local and national levels. 

DHBs outcomes should align with national priorities, and thus will be captured within the Outcomes Dimension.  However, if DHB environmental scanning identifies priority areas not covered by national priorities, these local priorities will be captured within the system integration dimension. 

2. Interaction with other actors in the community 

Broadly speaking, this aspect of the dimension will cover three areas of DHB activity at a local, regional, and national level:
· The degree to which the DHB is able to create positive community partnerships
· The degree to which the DHB is able to create positive collaborative relationships with others in the health sector 

· It also covers the degree to which the DHB is able to influence/partner and contribute to health system coordination and cohesion.
	Possible Performance Measures


Making a DHB accountable for how it relates to other actors in the health community can be broad and ambitious.  It is proposed that the Ministry adopts a mixture of measures, overall generating a focused monitoring process (as opposed to a comprehensive monitoring process), a process that purposefully selects priority areas to scan for performance.

This section suggests approaches and indicators where possible.
1. Local—Primary Care: Ambulatory sensitive (avoidable) hospital admissions 

Rationale

Ambulatory sensitive hospital admissions are usually unplanned admissions that are potentially preventable by appropriate health services delivered in community settings, including through primary health care. They provide an indication of access to, and the effectiveness of, primary health care, as well as management of the interface between the primary and secondary health sectors. If there is good access to effective primary health care for all population groups, then it is reasonable to expect that there will be lower levels of ambulatory sensitive hospital admissions.  This indicator can also highlight disparities between different population groups that will assist with DHB planning to reduce disparities
.
The indicator seeks to achieve a reduction in the total number of these admissions and in the variation in ASH rates between DHBs and between different population groups. 
The rationale for the selection of these age groups is as follows:

	Age Group
	Rationale

	0 - 74
	· Captures the high volume (44% of total ASH and 55% of 0 - 74 ASH) not covered by 0 - 4 and 45 - 64 age groups
· Aligns with Headline Indicator and international reporting.

	· 0 - 4 
	· High volumes for Māori and Pacific in particular

· Significant differences in rates between ethnic groups

· Facilitates interventions for young children.

	45 - 64
	· High volumes for all ethnicities

· Significant differences in rates between ethnic groups

· Facilitates interventions around chronic disease and excess morbidity for Māori and Pacific.


Quantitative Indicator

Numerator:
(Data source:  NMDS). 

The ASH indicators are generated by the Ministry and can be viewed by DHBs on the nationwide service framework library web site NSFL homepage: http://www.nsfl.health.govt.nz/.

The total number of annual hospital discharges, considered to be ambulatory sensitive, in identified age bands, as they result from diseases and conditions sensitive to prophylactic or therapeutic interventions deliverable through primary care and are, therefore, avoidable for  - Māori / Pacific peoples / Other.

Pacific peoples defined as below under ‘Interpretation issues’.

Denominator:  (Data Source:  NMDS, Census 2006). 

The ASH indicators are generated by the Ministry and can be viewed by DHBs on the on the nationwide service framework library web site NSFL homepage: http://www.nsfl.health.govt.nz/.)
Standardising the total expected number of annual ASH hospital discharges
For Māori, expected discharges per DHB are calculated by applying national annual Māori, age, and deprivation quintile specific rates to the DHB’s Māori population broken down into corresponding age and deprivation quintile groups. 

For Other, expected discharges per DHB are calculated by applying national Other, age, and deprivation quintile specific rates to the DHB’s Other population broken down into corresponding age and deprivation quintile groups. 

For Pacific peoples, expected discharges for seven ‘official’ Pacific peoples DHBs are calculated by applying the average rates for the seven ‘official’ Pacific DHBs, by age, and deprivation quintiles to those seven DHB’s Pacific populations broken down into corresponding age and deprivation quintile groups. 

Current Census populations, projected to the year corresponding to the period used for calculating actual and expected ASH hospitalisations using medium projections.

Māori, Pacific peoples / Other.

Interpretation issues 

The following definitional issues are applied:

· Indirect standardisation (using age, ethnicity and deprivation) would be used to address small numbers in some DHBs. This means that ambulatory sensitive admission rates are expressed as ratios of observed to expected where 100 is the national average).
· Ethnicity will be defined as Māori, Pacific and Other.  Pacific ethnicity be used for the seven ‘official’ Pacific DHBs; otherwise, Pacific is grouped with Other ethnicity.  The seven Pacific DHBs include Auckland, Waitemata, Counties Manukau, Waikato, Capital and Coast, Hutt and Canterbury.  

Deliverables

Each DHB is expected to provide a commentary on their latest 12 month ASH data that’s available via the nationwide service library.  This commentary may include additional district level data that’s not captured in the national data collection and also information about local initiatives that are intended to reduce ASH admissions.  Each DHB should also provide information about how health inequalities are being addressed with respect to this health target, with a particular focus on ASH admissions for Pacific and Maori 45-64 year olds.  

Reporting period

Six monthly in the second and fourth quarters (against results based on most complete previous 12 months’ data).

Expectations 

What are the Ministry’s expectations of performance?

Quantitative measures
Targets are set in 2009/10 District Annual Plans based on comparisons with national ethnic average in the case of Māori and Other populations, and with Pacific DHBs’ average for Pacific peoples domiciled in Pacific DHBs. Reference to the ‘National Rate’ is to be interpreted as the national average for Māori, and Other ethnic groups, and the Pacific DHBs’ average for Pacific peoples domiciled in the Pacific DHBs. 

Achievement of the target will be based on progress in 2008/09 against national rate as at time of target setting. This baseline national average provides some certainty about the actual reduction in the number of discharges that are required, and greater certainty for DHB planning.

Expected improvement should fall in the following ranges based on baseline position:


[image: image1]
In addition for each of the age groups, improvement should include a reduction in inequalities between Maori and Pacific people aged 0 -74 years and Other New Zealanders aged 0-74 years.

Assessment criteria

These assessments will be based on analysis of the most complete 12 months rolling data available at the time of the fourth quarter assessment
· A not achieved rating will apply where the DHB has met less than 50% of the agreed targets for the different age and population groups (sub targets).  Where an interim quarterly report indicates that a DHB is likely to not achieve at year end, the DHB will be expected to provide an additional report in the form of an exception report. 

· A partial achievement rating will apply where the agreed target is met for 50% or more sub targets across the age and population groups.
· An achieved rating will apply where agreed targets for all age and population groups are met

An outstanding performer/sector leader rating will apply where agreed targets for all age and population groups are exceeded, and there has been a reduction in inequalities between the different population groups. 

2. Regional—Clinical Service Planning

Rationale

DHBs will collaborate with other DHBs in their region to develop Regional Clinical Service Plans (RCSPs).  The purpose of the RCSP is to describe the future configuration of services across the region that will best ensure clinical viability and financial affordability from a regional perspective, and to inform resource allocation and service provision decisions at the regional and district level.  

Regional service planning will assist DHBs to develop their strategic, annual and capacity plans at the district level, while at the same time ensuring better defined and managed clinical pathways for health service users.

The configuration of the regions will be as follows:

	Region
	DHBs

	Northern
	Northland, Waitemata, Auckland, Counties Manukau

	Midland
	Waikato, Bay of Plenty, Lakes, Tairawhiti, Taranaki

	Central
	Hawkes Bay, MidCentral, Whanganui, Wairarapa, Hutt Valley, Capital & Coast

	Southern
	Nelson Marlborough, Canterbury, West Coast, South Canterbury, Octagon, Southland


Scope and content of Regional Clinical Service Plans
The RCSP will:

· have a 10-year focus, within a 20-year horizon 

· include a financial impact analysis on global operational and capital cost changes from the current to the proposed service configuration

· be comprehensive and cover the continuum of service delivery (from primary prevention through to highly specialised care)

· have a consistent scope of content (see below)

· form the basis for the description in the District Strategic Plan (DSP) of the services to be delivered to achieve the DSP’s stated outcomes and their contribution to the RCSP, and to any National Service Plans (NSPs) 

· provide a basis for the development of district, regional and national asset management plans and capital investment strategy.
The development of RCSPs will support and inform planning at each level of the system.  For example RCSPs will inform the DSP, and the DSP will include a summary of the DHB’s contribution to the RCSP.  The RCSP will provide the overview of the future direction for all service delivery in the region.

Expectations

DHBs are to report confirming:

· The DHB has progressed the RCSP according to plan submitted to MoH
Exception report

If the DHB cannot provide the confirmation report outlined above, it is expected that the DHB will transition to compliance no later than six months after the non-compliance is first reported. A planned pathway to full compliance, including key milestones and timelines, should be formalised and provided to the Ministry no later than three months after the non-compliance is first reported.

Reporting period 

Six-monthly as part of quarter two and four reports.

3. Regional—Service Coverage
Rationale

The Minister explicitly agrees to the level of service coverage for which the Ministry and DHBs are held accountable.  Service coverage information demonstrates how government policy is to be translated into the required national minimum range and standards of services to be publicly funded.

DHBs have the responsibility to take appropriate action to ensure that service coverage is delivered for their populations.  This applies, whether services are funded directly by the DHB, or by the Ministry.

Active management of service coverage supports the principles of the New Zealand Health Strategy to ensure timely and equitable access for all New Zealanders to a comprehensive range of health and disability services, regardless of ability to pay, and a high performing system in which people have confidence.

Why was this indicator chosen?

This indicator is included to support the active management of service coverage issues.

All agreed Service Coverage gaps affecting a DHB’s population should be acknowledged in the DAP.  Exceptions will be agreed as either:

· Short term - resolution of the exception expected within the period of the DAP.

· Long term – exception agreed for the period of the DAP.

Where the exception is to be managed within the period of the DAP, DHBs will be required to report quarterly on progress towards resolution.

Changes in practice that can be expected by setting expectations and monitoring DHB performance against this indicator:

No significant changes in practice are expected, as this is a risk based measure included to help ensure that service coverage issues are identified, managed, and resolved in a timely and transparent manner.  Sharing information on how issues are resolved may lead to more efficient resolution of the same issues when faced by other DHBs, or may feed into and inform policy review processes.
Deliverable 

Qualitative indicator. 

DHBs to report providing the following information:

Report progress achieved during the quarter towards resolution of exceptions to  service coverage identified in the DAP, and not approved as long term exceptions, and any other gaps in service coverage identified by the DHB or Ministry through:

· analysis of explanatory indicators

· media reporting 

· risk reporting

· formal audit outcomes

· complaints mechanisms

· sector intelligence.

Interpretation issues 

None identified.

Reporting period

Six monthly in the second and fourth quarter reports.

Expectations

What are the Ministry’s expectations of performance?

DHBs are expected to ensure service coverage expectations are met, and to demonstrate resolution of service coverage gaps by reporting complete, comprehensive, and timely information on the deliverable outlined under the deliverable section, demonstrating an appropriate resolution plan is in place for identified issues, and adequate progress is being made against the resolution plan.
· A partial achievement rating will be obtained when a DHB has a service coverage gap that has not been agreed as a formal long term exception for the period of the DAP, and an appropriate resolution plan is supplied that demonstrates the DHB is making progress towards resolution of the service coverage gap.

· An achieved rating will be obtained when all service coverage expectations have been met for the period under review.

· An outstanding performer/sector leader rating does not apply for this risk-based measure. 

Exception reporting 
Progress reports may include: development and implementation of a work-out plan, employment of additional staff or equipment, funding additional volumes or making service(s) available through an alternate provider/DHB, or identifying funding, contractual, or other constraints, which must be addressed before the issue can be resolved.

4. Regional—Elective Services Standardised Intervention Rates (SIRs)

Standardised Intervention Rates (SIRs) measure a DHB’s delivery of services relative to their standardised population.  The Ministry will be monitoring DHB SIRs for elective surgical services, and for a range of identified elective procedures.
Rationale

One of the areas of focus for elective services is the level of service being provided to different DHB populations (as measured by Standardised Intervention Rates), and the level of service being provided for identified key conditions, including cardiac procedures, major joint replacement and cataract procedures.

The orthopaedic and cataract initiatives have focused on increasing the intervention rates for primary major joint replacement and cataract procedures.  Access to both procedures is important for people to maintain mobility and independence.  The initiatives have recently been reviewed and proposals to integrate the initiatives are being consulted with DHBs as part of the funding package for 2009/10.  It is important that the gains made through these initiatives are maintained in the medium and longer term.  Monitoring intervention rates for these procedures, alongside population change is proposed to maintain the focus in these areas.

Access to cardiac surgery is also a key focus with work underway to set expected levels of cardiac procedures.  The expectations for this area will be further developed.

Why was this indicator chosen?

Patient flow management is covered by other reporting requirements, and service provision is a priority area for elective services.  

Changes in practice that can be expected by setting expectations and monitoring DHB performance against this indicator:

DHBs will be required to continue to review intervention rates for their population and adjust purchasing decisions accordingly to improve the level of service where indicated. 

Deliverable 

Quantitative Indicator*

· For publicly funded casemix included elective discharges in a surgical DRG, a target intervention rate of at least 280 per 10,000 of population will be achieved.

· For major joint replacement procedures, a target intervention rate of 210 per 100,000 of population will be achieved.  This should be comprised of the following rates:

a. 105 per 100,000 of population for hip replacement

b. 105 per 100,000 of population for knee replacement

· For cataract procedures, a target intervention rate of 270 per 100,000 of population will be achieved.

· For cardiac procedures a target intervention rate of at least 59 per 100,000 of population will be achieved. DHBs with rates of 59 per 100,000 or above in 2007/08 will be required to maintain this rate. DHBs with rates less than 59 per 100,000 will be required to increase the level of service to at least 59: 100,000. By 2011/12 all DHBs will be delivering at a rate of at least 65 per 100,000 of population.

a. Cardiac surgery is defined as coronary artery bypass graft (CABG), valve replacement or repair, and CABG plus valve replacement or repair, for people aged 15 and over.

b. The current national intervention rate for percutaneous revascularization is 108. It is expected that DHBs will maintain their current rates of this procedure in 2009/10.

*NB -  These target intervention rates are undergoing clinical validation and are subject to further refinement.

Qualitative Indicator

For any procedure where the standardised intervention rate is below the target level a report demonstrating:

· what analysis the DHB has done to review the appropriateness of its rate

· the reason that the DHB considers the rate to be appropriate for its population, or an action plan as to how it will address its relative under-delivery of that procedure.  

Reporting period

Six monthly as follows:

· in quarter one on the previous financial years full year results

· In quarter three on the quarter one and two combined results.

Expectations

What are the Ministry’s expectations of performance?

Quantitative measures – Standardised intervention rates greater than the expected level.

Qualitative measures

The analysis report must cover the relationship between the secondary and primary sectors, including evidence of consultation with primary care as to the perceived level of access (does primary care have patients they consider should be able to access this procedure who cannot, or who they are no longer referring because of historic access issues, etc.). Any recovery plan must have actions, timeframes and responsibilities included. 

Baseline information

Current performance information can be found on the Elective Services restricted access website at www.electiveservices.govt.nz.

5. DHBs will set targets to increase funding for Māori Health and disability initiatives 

Rationale

Referred to in the Operational Policy Framework (OPF), and as an action from He Korowai Oranga and Whakatātaka Tuarua.  DHBs will set targets to increase funding over the next three years for Māori health and disability initiatives, taking into account their population profiles, needs assessments, and the services currently available. These targets will be incorporated into DHBs’ DAPs with the Minister of Health.
Changes in practice that can be expected by setting expectations and monitoring DHB performance against this indicator:

It is expected that setting expectations in DAPs and monitoring DHB performance against this indicator HKO-04 will ensure increased funding for Māori health and disability initiatives.
Deliverables 

Quantitative Indicator

Please complete the following measures in the Template provided:

Measure 1

DHB to report actual expenditure on Māori Health Providers by General Ledger (GL) code.

Measure 2

DHBs to report actual expenditure for Specific Māori Services provided within mainstream services targeted to improving Māori health by Purchase Unit (PU).

Measure 3
Where information is available, DHBs to provide a table that reflects the DHB predicted expenditure for Maori health in the DHB 2009/10 DAP in comparison to actual expenditure, with explanation of variances. 

	DHB MĀORI EXPENDITURE - Annual Report 2009/10
	
	Data source:
	
	
	
	Date received:
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	SUMMARY TABLE 
	 
	 
	Disability
	Māori
	Mental 
	Personal
	Public
	Total
	GST
	GST inclusive

	Māori health providers
	
	
	
	
	
	
	
	
	
	

	Specific Māori services
	
	
	
	
	
	
	
	
	
	

	Iwi/Māori-led PHOs
	
	
	
	
	
	
	
	
	
	

	Mainstream PHO services
	
	
	
	
	
	
	
	
	
	

	Māori workforce or provider training
	
	
	
	
	
	
	
	
	
	

	Total Expenditure
	 
	 
	0
	0
	0
	0
	0
	0
	0
	0

	
	
	
	
	
	
	
	
	
	
	

	Māori health providers
	GL Code
	PU Code
	Disability
	Māori
	Mental 
	Personal
	Public
	Total
	GST
	GST inclusive

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Total Māori health providers
	 
	 
	0
	0
	0
	0
	0
	0
	0
	0

	
	
	
	
	
	
	
	
	
	
	

	Specific Māori services
	GL Code
	PU Code
	Disability
	Māori
	Mental 
	Personal
	Public
	Total
	GST
	GST inclusive

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Total Specific Māori  services
	 
	 
	0
	0
	0
	0
	0
	0
	0
	0

	Iwi/Māori-led PHOs
	GL Code
	PU Code
	Disability
	Māori
	Mental 
	Personal
	Public
	Total
	GST
	GST inclusive

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Total Iwi/Māori-led PHOs
	 
	 
	0
	0
	0
	0
	0
	0
	0
	0

	
	
	
	
	
	
	
	
	
	
	

	Mainstream PHO services
	GL Code
	PU Code
	Disability
	Māori
	Mental 
	Personal
	Public
	Total
	GST
	GST inclusive

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Total Mainstream PHO services
	 
	 
	0
	0
	0
	0
	0
	0
	0
	0

	
	
	
	
	
	
	
	
	
	
	

	Māori workforce or provider training
	GL Code
	PU Code
	Disability
	Māori
	Mental 
	Personal
	Public
	Total
	GST
	GST inclusive

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Māori workforce or provider training
	 
	 
	0
	0
	0
	0
	0
	0
	0
	0


Reporting period

DHBs to provide annual reports to the Ministry as part of quarter four report (not part of the monthly financial reporting template).
Expectations
What are the Ministry’s expectations of performance?

· A partial achievement rating will be obtained by when data requested is incomplete.

· An achieved rating will be obtained by when data requested is complete

· An outstanding performer/sector leader rating will be obtained by data requested is complete with further information/detail to illustrate the data.
Definitions

	Māori health providers 


	Defined as providers, which are contracted to deliver health and disability services that target Māori clients, are led by Māori governance and management structures, express a Māori kaupapa (vision); and consider the wider issues of Māori development (hapū, iwi and community) and how they might apply to their own organisations.  These providers provide services that are targeted for Māori, although not exclusively.

	Specific Māori services 
	Defined as services contracted to target services specifically for Māori clients or communities.  The staffing, kaupapa, and delivery framework may be distinctly Māori, and there may be a partnership with Māori.  However, the ownership/governance of the provider organisation is mainstream.  Mainstream services not targeted specifically for Māori are also used by Māori, and many have key Māori workers or responsiveness units.  Key workers or Māori units should be included (as Specific Māori Services) only if they provide a distinctly Māori service within the broader service, and have a separate budget line within the broader service budget.   These services should be included as a minimum.  Some such services will also be supported by resources from other cost centres, such as medical staff supporting a kaupapa Māori service, or whanau ward within a mainstream hospital.  Where possible, these costs should be included (e.g. as a proportion of overheads), or identified as an area for further work.


	PHO funding 


	These should be separately identified.  PHO expenditure data should distinguish between Iwi/Māori-led PHOs and mainstream PHOs with aspects targeted specifically for Māori:

· Iwi/Māori-led PHOs include all expenditure

· mainstream PHO services include initiatives specifically intended to improve services for Māori (e.g. services to improve access, nursing innovation, rural retention, and health promotion) and, where identifiable, capitated funding allocated to any Māori-specific practices or services within the PHO.  (Do not include all capitated funding, which happens to be spent on Māori consumers, unless through a Māori initiative or service, as this stocktake is concerned with expenditure on Māori-specific services and not all expenditure on Māori consumers.)

	Māori workforce or provider funding:  
	Expenditure on DHB Māori Workforce or Provider Māori Workforce Development initiatives aimed at increasing capacity and capability.  For example:

· workforce initiatives or projects

· staff training and career opportunities

· joint workforce initiatives with other DHBs or health providers if applicable.

Do not include expenditure on initiatives funded through Māori Provider Development Scheme funding.


6. Local—DHB confirmation and exception reports – risk management

DHBs are to report confirming:

· the DHB uses a formal risk management and reporting system to manage DHB risks and report them to its Board

· the system meets current Australia / New Zealand Standard requirements
 relating to risk management

· how frequently the DHB submits formal risk report updates to its Board (or a Board approved sub-committee).

Exception report

If the DHB cannot provide the confirmation report outlined above, it is expected that the DHB will transition to compliance no later than six months after the non-compliance is first reported. A planned pathway to full compliance, including key milestones and timelines, should be formalised and provided to the Ministry no later than three months after the non-compliance is first reported.

Reporting period 

Six-monthly as part of quarter two and four reports.
         2) comparison is between DHB rate by ethnicity and national rate by same ethnicity.





note: 1) DHB rate considered same as national rate if not statistically different based on a 95% CI.





remain below this level





<95% of national rate





1% - 2.9% reduction





5% below the national rate to 10% above





3% - 5.9% reduction





10% to 20% above





6% - 9.4% reduction





20% to 30% above





9.5% -12% reduction





> 30% above national rate





Expected improvement





Baseline level














� More work is being done on the specifics.  MoH is analysing the feasibility of use part of this indicator as an indicator for Heath of Older People, including reporting on the 65-74 age bracket.


� Place holder.  MoH analysing best way of define this indicator


� Including ‘AS/NZS 4360:2004’ and ‘HB 228:2001.’
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