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‘Achieving  Government’s  priorities  &  targets’
Approach to the POLICY PRIORITES Dimension 

Aspects of DHB performance the policy priorities dimension aims to cover 

The policy priorities dimension encompasses the health goals and priority outcomes areas identified by Government.  
This dimension could be very broad in scope, however, it is intended that there is a focus on health and disability system outcomes, and this dimension will particularly concentrate on those outcome areas, and government policy priorities, where expected improvements can be attributed to DHB activity.  

Given the dimensions are being used as a tool for DHB accountability, the policy priorities dimension does not focus on societal level outcomes influenced by the activities of the health and disability system as well as wider government and society.  

The policy priorities dimension links to the following objectives of DHBs set out in the New Zealand Public Health and Disability Act 2000: 

· to improve, promote, and protect the health of people and communities: (s.22(1)(a))

· to promote the inclusion and participation in society and independence of people with disabilities: (s.22(1)(d))

· to reduce health disparities by improving health outcomes for Maori and other population groups: (s.22(1)(e)).

Within this dimension the number of performance objectives and the degree of monitoring activity will directly relate to the number of identified priority areas. 
Priority areas for performance management focus within the Policy priorities dimension

It is expected that the policy priorities dimension, will more strongly reflect the Minister of Health’s particular policy priorities for health improvement, than the other three dimensions.  Therefore the scope of this dimension may be modified more frequently.  The remaining three dimensions are expected to include key criteria of a functional health and disability system and therefore the scope covered will remain relatively consistent over time, although particular areas of emphasis may be strengthened to reflect the priorities of the day.  

1. The Minister’s priority outcome areas 
The Minister of Health’s identified priority outcome areas for DHBs will be reflected in this dimension, along with emergent areas of focus set out in the Minister’s formal DHB letter of expectations.  
2. Health Targets

It is expected that national health targets, as a group, will be identified within the policy priorities dimension, however, depending on the nature of the measures associated with the health targets, some may also be reflected in other dimensions. 

3. Priority objectives within the New Zealand Health 
The priority objectives identified within the New Zealand health strategy will also be reflected within the policy priorities dimension.  Capturing and assessing DHB contribution to delivery of the strategy is important in order to support the NZPHD Act 2000 requirement that the Minister must report every year on progress in implementing the NZHS (Part 2, s8(4)). 
Therefore in summary, it is proposed that the policy priorities dimension for 2010/11 will cover:

1. The Minister’s priority outcome areas as currently identified in the Ministry’s 2009/10 Statement of Intent 

2. The national health targets

3. Priority objectives identified within the New Zealand Health Strategy.

The ability to achieve the policy priorities identified within this dimension will be predicated, to a large extent, on the level of achievement in the other three dimensions. 

Update to 2009/10 Health Targets 

The Minister of Health has advised that the core targets set for 2009/10 are retained for 2010/11.

The changes to health targets that were previously signalled in the 2009/10 health target definitions for the 2010/11 are incorporated.  

In relation to the immunisation coverage target, DHBs are asked to negotiate and agree coverage regionally in order to achieve a 90% regional coverage target.
Performance Dimension: 
Achieving Government’s priorities and targets

Health Target:  



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.  

Target Champion – Mike Ardagh, Professor of Emergency Medicine

Rationale

Emergency Department (ED) length of stay is an important measure of service quality in DHBs, 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, those DHBs that do not met the target percentage for any of their ED facilities for the quarter must 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.

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

· 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, (here the term ‘ED intervention’ can encompass minor procedures such as analgesia or administration of intravenous fluids, for instance);
· Patients that present to the ED for pre-arranged outpatient-style treatment;
· 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.  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.

· Triage data will continue to be collected from DHBs by the Ministry of Health as part of hospital benchmark data reporting.

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, those DHBs that do not met the target percentage for the quarter must 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.

Information for analysis at local level:

DHBs are expected to internally collect and monitor patient-level data against a number of key quality indicators.  The mandatory measures are:

· Time of presentation; the time of first contact between the patient and the triage nurse or clerical staff, whichever comes first.
· Time of admission, transfer or discharge; the time at which the patient physically leaves the ED.  The ED Services Advisory Group recommends that admissions/transfers and discharge be separately monitored within the DHB before being reported as a single measure.
· Admission vs Discharge; the proportion of people admitted and the proportion discharged.
· Triage category. 

Further recommended measures across the whole system may include:  

· Self Discharge/Did Not Waits

· Ten Day Mortality After ED

· Time to Analgesics

· Time To Thrombolysis

· Patient Presentations to ED/1000 Population
· Average midnight bed occupancy over all hospital beds
DHBs will not be required to regularly report this data to the Ministry.  However, it may be requested as required to inform analysis and discussion about DHB performance in respect to the target.  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 is to be supplied quarterly.  This information will need to be available by the 20th day following the end of the relevant quarter.

A qualitative narrative is to be supplied by those DHBs that do not meet the target percentage for the quarter.
Expectations

All DHBs (and all individual ED facilities) are expected to achieve the target percentage for this Health Target agreed through the DHBs 2009/10 District Annual Plan.  

The following achievement scale will be applied:

· achieved = the DHB has met the target percentage for the quarter, and all facilities have also met the target

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

· not achieved = performance by the DHB has fallen below the target for the quarter.

Performance Dimension: 
Achieving Government’s priorities and targets

Health Target:  



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

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. 

Deliverables

The number of elective surgical discharges provided nationally will increase by an average of 4,000 discharges per annum. 

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 2010/11 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 (2008/09), the level of service planned in the current financial year (2009/10), and the achievement of equitable access to elective surgery relative to other DHBs.
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.


Performance Dimension: 
Achieving Government’s priorities and targets

Health Target:  



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.  The target is that everyone needing radiation treatment will have it within four weeks of first specialist assessment by December 2010.

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 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 (four weeks from December 2010) 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 (four weeks from December 2010) 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 (four weeks from December 2010) 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 (four weeks from December 2010) of their first specialist assessment (excluding category D).

Performance Dimension: 
Achieving Government’s priorities and targets

Health Target:  



Increased immunisation 
Indicator: 90 per cent of two year olds are fully immunised 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 or reduce the impact of vaccine preventable diseases such as measles and Pertussis (Whooping Cough).
Increasing coverage for 2-year olds will require improvements in the whole immunisation system that should increase the rates for other ages as well. 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. It is still important that DHBs measure coverage at other milestone ages as this will provide more information about the immunisation system.

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 immunisation coverage above or below 95 percent depending on the active “opt-off” rate in their population.  The targets 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
· Pacific.

For 2010/11 DHBs will be expected to set regional targets of 90 percent within which there will be a range of individual DHB targets.  The Ministry does not intend to negotiate DHB targets, but expects DHBs within a region to negotiate target levels between themselves that will deliver 90 percent coverage. 

DHBs are expected to set targets that will reduce inequalities. This will be demonstrated by presenting and agreeing Māori and Pacific targets (where relevant). DHBs should set targets with the aim of eliminating inequalities by 2012. 
Note:  To assist with setting the immunisation health targets, see the section below called: “Obtaining immunisation coverage baselines to assist with setting immunisation coverage health targets – National Immunisation Register (NIR) Datamart report instructions.”

Assessing DHB Immunisation Coverage

Progress towards the health target will be assessed quarterly.

The target will be assessed on the based on 3 months data for the previous quarter.

The assessment requirements for each quarter are set out below: 

Table 1: Quarters 1, 2 & 3 assessment

	Rating
	Explanation

	Achieved
	The DHB has reached the year’s total population immunisation coverage target for children 24 months of age (as agreed with Target Champion, and as documented in the District Annual Plan).

	Partially Achieved
	The DHB’s immunisation coverage is half way from the coverage at the start of the year and target (as agreed with Target Champion, and as documented in the District Annual Plan).

	Not Achieved
	The DHB’s immunisation is less than half way from the coverage at the start of the year and target


Table 2: Quarter 4 assessment

	Rating
	Explanation

	Outstanding Performer
	· The DHB has substantially exceeded the year’s immunisation coverage target for children 24 months of age (as agreed with Target Champion, and as documented in the District Annual Plan); and/or
· The DHB has reached the year’s immunisation coverage target for children 24 months of age for:

· the total population, and
· the Maori population group, and where applicable
· the Pacific population.

	Achieved
	The DHB has reached the year’s total population immunisation coverage target for children 24 months of age (as agreed with Target Champion, and as documented in the District Annual Plan).

	Partially Achieved
	The DHB’s immunisation coverage is half way from coverage at the start of the year and target(as agreed with Target Champion, and as documented in the District Annual Plan).

	Not Achieved
	The DHB’s immunisation coverage has failed to substantially progress towards the target for children 24 months of age (as agreed with Target Champion, and as documented in the District Annual Plan).


Deliverables

How to report on immunisation coverage and progress towards the targets

Each quarter, DHBs are expected to provide a qualitative report confirming progress is tracking toward target as planned, or provide an exception report if progress is not tracking to plan. 

The Ministry will provide summary data for the quarter on the nationwide service framework library web site NSFL homepage: http://www.nsfl.health.govt.nz/.
DHBs may wish to access information from the NIR Datamart.  A User Guide is available on NIR Datamart to assist DHBs with extracting immunisation coverage data from the NIR Datamart.
Reporting period

Quarterly- assessed on the basis of results from the previous quarter.

Obtaining immunisation coverage baselines to assist with setting immunisation coverage health targets - NIR Datamart report instructions  
Percentage of eligible children fully immunised at 24 months of age – total DHB population, Māori and Pacific

· Use the NIR Datamart ‘Milestone Ages DHB (Excl PCV7).rep’’ report.

· For the ‘Report to date’: use the first day of the previous month
. 

1. For example if today’s date is 15 October 2010, use 1 October 2010 and enter ’01/10/2010’ 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.

Performance Dimension: 
Achieving Government’s priorities and targets

Health Target:  



Better help for smokers to quit 
Indicator: 90 percent of hospitalised smokers will be provided with advice and help to quit by July 2011; and 95 percent by July 2012.  
80 percent of patients attending primary care will be provided with advice and help to quit by July 2011; 90 percent by July 2012; and 95 percent by July 2013.

Target Champion – Ashley Bloomfield, Chief Advisor Public Health and Professor Bruce Arroll, Professor of General Practice at Auckland Medical School and General Practitioner                           

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

Data is expected to be collected, and progress tracked, by facility and by ethnicity for Total, Māori and Pacific population groups.
Deliverable

For hospitalised patients DHBs will provide quarterly reports outlining confirming progress is tracking toward target as planned, or provide a exception report if progress is not tracking to plan.  DHBs will use local Patient Management Systems to capture data using coding information developed for 2009/10.. 
For primary care patients at this stage the PHO Performance Programme tobacco indicators will capture the data to report against the health target.

Reporting period

Quarterly information will need to be available by the 20th day following the end of the relevant quarter.
Expectations 

The tobacco target is a local target each DHB is individually accountable for.  The expectation in 2010/2011 is that DHBs will build on work undertaken to date via the tobacco control plans.  It is expected that progress towards meeting the target will demonstrate a continued upwards trajectory through the second year to meet the target by fourth quarter.  The primary care target will demonstrate a similar trend through its first year of implementation.
The following achievement scale will be applied:

· achieved = the DHB has met the target and all facilities have also met the 80% target.
· partially achieved =  data submitted demonstrates progression towards the 80 % target (ie an improvement from baseline or previous report).
· not achieved = data submitted does not demonstrate progression towards the 80 % target. 
Note: 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, eg NRT is now available on prescription. The lead-in time for this target was over 2009/10 to allow 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.
Performance Dimension: 
Achieving Government’s priorities and targets

Health Target:  


Better diabetes and cardiovascular services
Indicator: Indicator: 

(a) increased percent of the eligible adult population will have had their CVD risk assessed in the last five years 

(b) increased percent of people with diabetes will attend free annual checks 

(c) increased percent of people with diabetes will have satisfactory or better diabetes management.

Target Champion – Sandy Dawson, Chief Advisor, Clinical Service Development    
Rationale

Long term conditions comprise the major health burden for New Zealand now and into the foreseeable future.  This group of conditions is the leading cause of morbidity in New Zealand, and disproportionately affects Māori and Pacific peoples.  As the population ages, and lifestyles change, these conditions are likely to increase significantly.  

Diabetes is important as a major and increasing cause of disability and premature death, and it is also a good indicator of the responsiveness of a health service for people in most need.  

Reporting period

To be reported quarterly
.  Quarterly for the period to end of previous quarter.

Timing of reporting should occur as follows:

· in the first quarter, DHBs should report on rates to 30 June 2010

· in the second quarter, DHBs should report on rates to 30 September 2010

· in the third quarter, DHBs should report on rates to 31 December 2010
· in the fourth quarter, DHBs should report on rates to 31 March 2011. 

	Health target:
	Cardiovascular disease (CVD)

	Indicator:
	CVD Risk Assessment (CVDRA)

	Deliverables:


	The absolute percentage increase in the following indicator over the annual reporting period:

Numerator: The number of people in the eligible population who have had the laboratory blood tests (lipids and glucose or HBA1c) for assessing absolute CVD risk in the last five years.

Denominator:  The number of people in the eligible population.

1. The population eligible for CVDRA is as follows: 

2. Māori/Pacific & Indian subcontinent men 35-79 years of age

3. Māori/Pacific & Indian subcontinent women 45-79 years of age

4. NZ European & other men 45-79 years of age

5. NZ European & other women 55-79 years of age.
This target will be reported for Māori, Pacific, and Other ethnic groups.  DHB performance against targets will be distributed quarterly by the Ministry of Health to all DHBs.

	Commentary:
	The PHO Performance Programme includes an indicator based on CVD risk assessment, which is reported by PMS systems and forwarded to PHOs.  Aggregate (non-identifiable) data is reported by the PHO to the national PHO Performance Programme.  However, this data will not be available in a robust enough form for use in establishing targets and reporting as a national target during 2010/11.  For this reason, it has been decided to continue to use an interim indicator for CVD based on laboratory data.  This decision is based on the assumption that whenever a CVD risk assessment is performed, the individual must have had a fasting lipid group test (FLG) and a serum glucose or HBA1c (if the person has diabetes).  The national laboratory warehouse data will be used to identify the proportion of individuals with one or more FLG, and one or more glucose or one or more HBA1c test in a five year period.

The Ministry expects that the PHO Performance Programme data will be available to use to establish targets and report against these targets for the 2011/12 year.


	Health  target:
	Diabetes detection and follow-up

	Indicator:
	Proportion estimated to have diabetes accessing free annual checks

	Deliverables:
	Numerator:
(Data source:  DHB)

The number of unique individuals with type I or type II diabetes on a diabetes register, whose date of their free annual check is during the reporting period (reported for Māori, Pacific, and Other ethnic groups).

Denominator: (Data Source:  the Ministry distributes this to all DHBs for DAP planning )

The expected number of unique individuals to have type I or type II diabetes, as at the start of the reporting period (reported for Māori, Pacific, and Other ethnic groups).


	Health target:
	Diabetes management

	Indicator:
	Proportion on the diabetes register who have satisfactory or better diabetes management (HBA1c = 8.0% or less)

	Deliverables:


	Numerator:
(Data source:  DHB).

The number of people with type I or type II diabetes on a diabetes register that had an HbA1c of equal to or less than 8% and at their free annual check during the reporting period (reported for Māori, Pacific, and Other ethnic groups).

Denominator:  
(Data Source: DHB).

The number of people with type I or type II diabetes on the diabetes register, whose date of their free annual check is during the reporting period (reported for Māori, Pacific, and Other ethnic groups).

	Commentary:
	This indicator will be aligned with the PHO Performance Programme in future.  

Indicators based on HBA1c are challenging to improve in communities, but remain the best predictor of diabetes complications.  This indicator has been validated in the USA as a measure of “quality-adjusted life years saved”.


Public reporting

For the purposes of public reporting DHBs will be ranked based on the average progress made towards the three target indicators of CVD risk assessment, diabetes checks and diabetes management.

Performance Dimension: 
Achieving Government’s priorities and targets

Policy priorities
1:  Clinical leadership 

Each DHB is required to undertake and report on a self assessment of the work it has undertaken to improve clinical leadership
Type of measure:
Self-assessment report
Target-setting:
No quantitative target – expectation of progress against base position. 
A resolution plan must be provided if agreed targets/expectations have not been met.
Rationale

In February 2009, a Ministerial Task Group on Clinical Leadership was established.  Its purpose was to:

•
describe how strong clinical leadership and governance could be established in the health system;

•
describe and develop the aspects of leadership required for good clinical governance;

•
develop examples of how processes for clinical governance could be established.

The output from that Task Group was a report ‘In Good Hands’.  This report defined clinical governance, discussed the components and attributes of leadership, and advised the transformation to structures required within DHBs to achieve better quality and safety through clinical governance.  It also recommended:

•
that DHBs should be required to report on outcomes of such transformation;

•
actions to foster and train leaders;

•
that successes should be shared. 
Deliverables

The DHB provides a qualitative report in the form of a self assessment identifying progress achieved; What’s worked; what hasn’t; Planned actions - 

for each of the following areas of focus:

•
whether managers and clinical leaders feel valued and recognised for their leadership capability

•
whether joint management and clinical relationships are effective

•
whether strong and effective engagement is in place at all levels, across management and clinicians, and across disciplines

•
whether there is shared ownership of organisational outcomes across management and clinical leadership, and across disciplines.
Reporting Period

Reporting is once a year, as part of the Quarter 4 report.

Expectations

Achieved: 
The DHB supplies the required report demonstrating it has made progress, has identified what has worked and what has not, and has agreed planned actions covering all four identified areas of focus.  
Not achieved: 
The DHB does not demonstrate progress and/or has not included all aspects of the deliverable as required. 
Performance Dimension: 
Achieving Government’s priorities and targets

Policy priorities 2:  Implementation of Better, Sooner, More Convenient primary health care 

Those DHBs involved in the development of business cases with successful Expression of Interest providers are required to report on progress of the implementation of those changes as agreed to in their DAP.

Those DHBs not involved in the development of business cases are required to report on the implementation of changes to primary health care that deliver on the core  elements outlined in Chapter 3 of Better, Sooner, More Convenient and agreed to in its DAP.
Type of measure:
Accountability measure (performance expectations are set) Confirmation and exception reporting

Target-setting:
No DHB specific quantitative target required.

A resolution plan must be provided if agreed targets/expectations have not been met.
Rationale

Government’s goal is for the primary care sector to make a larger contribution to the health system as the primary point of access to a wider range of publicly funded services. Implementation of the Government’s objectives must position the primary care sector to contribute to their full potential in the health system. A shift in policy and implementation settings can help drive the changes needed in  improving the configuration of services and models of care that include but is not limited to:
· development of Integrated Family Health Centres

· nurse walk in clinics

· extended hours

· improved access to urgent care

· improved care for the frail elderly

· improved access to diagnostics

· shifting services between professional groups
· shifting services between settings Prevention as a central theme of service development.
Deliverables

The DHB is to supply a report confirming it has implemented the changes to primary care service delivery models agreed in its DAP 

OR

a report identifying why changes to primary care service delivery models agreed in its DAP have not been implemented, with an associated resolution plan. 
Reporting Period

Reporting is once a year, as part of the Quarter 4 report.

Expectations

Achieved: 
The DHB supplies a report demonstrating it has implemented the changes to primary care service delivery models agreed in its DAP

Not achieved: 
The DHB does not demonstrate it has implemented the changes to primary care service delivery models agreed in its DAP.

Performance Dimension: 
Achieving Government’s priorities and targets

Policy priorities 3:  Local Iwi/Māori engagement and participation in DHB decision-making, development of strategies and plans for Māori health gain                                                                                            

Each DHB is required to report demonstrating across seven key aspects how Local Iwi/Māori engagement and participation in DHB decision-making, development of strategies and plans for Māori health gain                                                                                            

Type of measure:
Full report to be provided 

Target-setting:
Targets for sub-measures 1, 2 and 3 to be identified and agreed in DAPs.
A resolution plan must be provided if agreed targets/expectations have not been met.
Rationale

Referenced in:

(1)
Part 3 of the New Zealand Public Health and Disability Act 2000 (the Act) ‘provides for mechanisms to enable Māori to contribute to decision-making on, and participate in the delivery of, health and disability services’.

(2)
The Operational Policy Framework (OPF).

(3) Pathway Two of He Korowai Oranga: Iwi and Māori communities and government health agencies working together in effective relationships to achieve Māori health objectives, Objective 2.1:  ‘DHBs … are expected to work in partnership with Iwi and Māori communities to ensure their decision-making effectively leads to whānau ora improvement and supports the achievement of Māori health aspirations are required to involve Iwi and other Māori communities in developing strategies to improve Māori health and enable them to influence the planning, purchasing, delivery and monitoring of services to build Māori health. In addition to developing partnerships with Iwi and Māori at the governance and operational levels, DHBs are also expected to consult with Māori communities.’

(4)
Minimum requirements for Primary Health Organisations (PHOs), and Pathway 3 of He Korowai Oranga ‘… primary health care services meet the needs of Māori whānau more effectively.’
In particular, the objective of the indicator is to ensure that DHBs are engaged with Iwi/Māori in terms of the Treaty of Waitangi principle of Participation with respect to input into the processes of:

· Health Needs Assessment (HNA)

· Prioritisation

· Planning (including a DHB’s Māori Health Plan (MHP))

· Service delivery

· Monitoring of service delivery, and implementation of planning (including monitoring DHB progress against He Korowai Oranga)

· Evaluation of services.
Deliverables 

Measure 1

Percentage of PHOs with Māori Health Plans (MHPs) that have been agreed to by the DHB:

Numerator = Total number of agreed PHO MHPs
Denominator = Total number of established PHOs.

Measure 2

Percentage of DHB members that have undertaken Treaty of Waitangi training:
Numerator = Total number of DHB members who have undertaken Treaty of Waitangi training

Denominator = Total number of DHB members.

Describe any interpretation issues or technical issues, and indicate whether DHBs generate data, or if it will be generated by the Ministry and forwarded to DHBs.

Measure 3
Provide a report demonstrating:

· Achievements against the Memorandum of Understanding (MoU) between a DHB and its local Iwi/Māori health relationship partner, and describe other initiatives achieved that are an outcome of engagement between the parties during the reporting period.

· Provide a copy of the Memorandum of Understanding (MoU).

Measure 4

Report on how (mechanisms and frequency of engagement) local Iwi/Māori are supported by the DHB to participate in the development and implementation of the strategic agenda, service delivery planning, development, monitoring, and evaluation (include a section on PHOs).

Measure 5

Report on how MHPs are being implemented by the PHOs and monitored by the DHB (include a list of the names of the PHOs with MHPs)

OR 

for newly established PHOs, a report on progress in the development of MHPs (include a list of the names of these PHOs).

Measure 6

Describe when Treaty of Waitangi training (including any facilitated by the Ministry) has, or will, take place for Board members.

Measure 7

Identify at least two key milestones from your Māori Health Plan to be achieved in 2010/11.  For reporting in Quarter 2, provide a progress report on the milestones, and for reporting in Quarter 4, provide a report against achievement of those milestones during the current year.

The performance report for measure 3 above has been endorsed by the local Iwi/ Māori health relationships.  If possible, develop a reporting template based on the key points above.

Reporting period

Six-monthly as part of the second and fourth quarter reports.

Expectations

What are the Ministry’s expectations of performance?

	An achieved rating will be obtained by
	Measure 1
	Over 80% of MHPs have been agreed by the DHB.

	
	Measure 2
	100% of Board members have undertaken Treaty of Waitangi training.

	
	Measure 3
	Visible engagement with local iwi/Māori, and input by Māori into health initiatives that pertain to Māori health issues.

	
	Measure 4
	Providing evidence that planned engagement and frequency of that engagement is undertaken and recorded appropriately to enable participation and input into the development and implementation of the strategic agenda, service delivery planning, monitoring, and evaluation.

	
	Measure 5
	(i) DHB names the PHOs that are implementing their MHPs, and that these are being monitored by the DHB.

(ii) a list of newly established PHOs, and reported progress in developing of MHPs.

	
	Measure 6
	75% of Board members have undertaken Treaty of Waitangi training, including any training offered by the Ministry.

	
	Measure 7
	Quarter 2: It is evident that progress is being made on the implementation of the DHB MHP through a description of that progress based on details concerning at least two key milestones to be achieved for 2009/10.

Quarter 4: It is evident that at least two key milestones have been achieved for 2009/10.


	An outstanding performer/

sector leader rating will be obtained by
	Measure 1
	100% of PHOs with MHPs have been agreed by the DHB.

	
	Measure 2
	100% of Board members have undertaken training, and that the training undertaken has also been offered externally to include Māori relationship Board members. 

	
	Measure 3
	Visible engagement with local iwi/Māori, and other localised Māori communities, that provides for input into DHB policy/strategic direction of DHB funding and planning activities.

	
	Measure 4
	Planned engagement and frequency of engagement is undertaken, recorded, and utilised in the development and implementation of the strategic agenda, service delivery planning, monitoring, and evaluation.

	
	Measure 5
	(i) DHBs name the PHOs that are implementing their MHPs, and have achieved 80% of their objectives monitored by the DHB.

(ii) Newly established PHOs have completed their MHPs within six months of operation.

	
	Measure 6
	100% of Board members have undertaken Treaty of Waitangi training, including any training offered by the Ministry.

	
	Measure 7
	Quarter 2: It is evident that robust progress is being made on the implementation of the DHB MHP through a description of that progress based on details concerning at least two key milestones to be achieved for 2009/10.

Quarter 4: It is evident that at least two key milestones have been achieved for 2009/10.  DHB reporting includes additional detail about the implementation of its MHP overall.


Performance Dimension: 
Achieving Government’s priorities and targets

Policy priorities 4:  Improving mainstream effectiveness 
Each DHB to report providing information on the activities undertaken to improve mainstream effectiveness ensuring clinical safety and effectiveness for Māori
Type of measure:
Full report to be provided 
Target-setting:
Targets for sub-measures 1 and 2 to be identified and agreed in DAPs.

A resolution plan must be provided if agreed targets/expectations have not been met.
Rationale
Referenced in pathway three of He Korowai Oranga: To deliver services to the highest clinical safety and quality standards within available funding, Objective 3.3, pg 22: ‘Most of the progress in ensuring clinical safety and effectiveness for Māori will come from teams of health professionals and community workers working and learning together to establish agreed protocols and processes and to share best practice initiatives.  In addition, DHBs must establish processes to gather information on Māori patient satisfaction, clinical pathways and decision-making processes, and organisational capacity and capability.  This information will assist ongoing monitoring and development of the capacity of mainstream and other providers to address Māori health priorities.’
This indicator is for the DHB’s provider arm, not all providers funded by the DHB.

The definition for ‘pathways of care’ follows:  “The continuum of health care of an individual from initial presentation to optimal health and wellbeing”.  (Note that work is in progress also with the implementation of He Korowai Oranga.)
Deliverables 

Qualitative Indicator

DHBs to report providing the following information for the DHB’s provider arm:

Measure 1

Provide a report describing the reviews of pathways of care that have been undertaken in the last 12 months that focused on improving Health outcomes and reducing health inequalities for Māori.

Measure 2

Report on an example(s) of actions taken to address issues identified in the reviews.
If possible, develop a reporting template based on the key points above.

Reporting period

Six-monthly, as part of the second and fourth quarter reports.
Expectations

What are the Ministry’s expectations of performance?

It is expected that by setting expectations and monitoring DHB performance against this indicator will assist ongoing monitoring and development of the capacity of mainstream and other providers to address Māori health priorities.
Qualitative measures
DHBs to report complete, comprehensive and timely information on the deliverables outlined under the methodology section.
The Ministry expects that review findings will be documented, and the DHB will demonstrate that access issues for Māori are addressed, or are being addressed through planning and implementation.

Expectations

	An achieved rating will be obtained by:
	Measure 1
	A report received describing the reviews of pathways of care that have been undertaken in the last 12 months that focused on improving access to effective services for Māori.

	
	Measure 2
	Issues/opportunities identified in a plan with timeframes to address these.  Lessons learned to apply to other reviews.  Problems that could enhance the pathways of care for Māori are identified.  Pathways of care not improving access to effective services for Māori need remedy.

	An outstanding performer /sector leader rating will be obtained by:
	Measure 1
	A report describes more than one review of pathways of care that have been undertaken in the last 12 months that focused on improving access to effective services for Māori.

	
	Measure 2
	Comprehensive plan developed to share lesson learned and address issues identified to improve access to effective services for Māori.


Performance Dimension: 
Achieving Government’s priorities and targets

Policy priorities 5: Waiting times for chemotherapy treatment  

Each DHB to report providing wait times data. 
Type of measure:
Data to be supplied. 
Target-setting:
Target specified in DAP. Exception reports required if wait times exceed 6 weeks.

A resolution plan must be provided if agreed targets/expectations have not been met.
Rationale

Inclusion of this measure supports Implementation of the New Zealand Cancer Control Strategy and the New Zealand Health Strategy population priority of reducing the incidence and impact of cancer.

Specialist cancer treatment and symptom control is essential in reducing the impact of cancer.  Monitoring chemotherapy waiting times helps to ensure any new or emerging problems are identified early, and equitable access levels are maintained between DHB regions.

Deliverable  
Reporting period

Wait times templates are to be supplied each quarter, The templates should display results for each month within the quarter. Qualitative comment on reasons (and management plans) for people with chemotherapy waits longer than 6 weeks is to be supplied in quarterly reports. 

The reporting template can be located via the nationwide service framework library web site NSFL homepage: http://www.nsfl.health.govt.nz/.
Expectations
Achieved: 
Wait times data supplied complete and on time and expected wait times are met
Not achieved: 
Wait times data supplied incomplete and/or expected wait times are not met.
Performance Dimension: 
Achieving Government’s priorities and targets

Policy priorities 6: Improving the health status of people with severe mental illness through improved access

Each DHB to report confirming access targets are met
Type of measure:
Confirmation and exception reports. 

Target-setting:
Targets agreed in DAPs. Exception reports required if results are below agreed expectations.

A resolution plan must be provided if agreed targets/expectations have not been met.
Rationale

This measure targets improved access, as sufficient access to services will lead to improvements in quality of outcomes.

It is expected that agreeing access rates for each DHB, and formally monitoring and managing the achievement of these rates, will ensure appropriate access to mental health services.  
Interpreting Access Rates
There are at least six factors that can impact on making informed decisions regarding access rates both by DHB and nationally.  These factors must be taken into consideration by all parties when negotiating targets.  They are:

· the more recovery-focused a service, the lower the likely demand will be for services.  A point will be reached where access will stabilise at a particular rate that is likely to be unique to each DHB

· the number and quality of primary ancillary mental health services (e.g. GPs, Private Counsellors, and Relationship Services) will have an impact on access rates to secondary mental health services

· that there is a difference between determining serious mental illness epidemiologically, and a clinical assessment of what constitutes a serious mental illness

· that some NGO, Older Person’s and Alcohol and other drugs (AoD) access data is missing from the Mental Health Information National Collection (MHINC) data set.  The Ministry’s best estimate is that approximately 16,500 people, seen by secondary services, are not being captured in the national system

· that only half of older peoples services are funded directly by mental health

· that access rates for children and young people still appear to be below expected access rates

· that access rates are being measured using 2006 Statistics New Zealand population projection, which may be inaccurate. 
Deliverables 

Numerator:
(Data source:  Ministry of Health via NZHIS)

The average number of people domiciled in the DHB region, seen per year rolling every three months being reported (the period is lagged by three months
) for:

· child and youth aged 0-19, specified for each of the three categories Māori, Other, and in total

· adults aged 20-64, specified for each of the three categories Māori, Other, and in total

· older people aged 65+, specified for each of the three categories Māori, Other, and in total.

Denominator: (Data Source: Ministry of Health)

Projected population of DHB region by age and ethnicity.

Reporting period

Six monthly in the second and fourth quarter reports.

Timing of reporting should occur as follows:

· in the second quarter, DHBs should report on rates to 30 September of the previous year

· in the fourth quarter, DHBs should report on rates to 31 March of the previous year.

Expectations 
It is expected that DHBs will meet the specific rates for each part and sub-category of this indicator, as agreed in the DAP.  

Where the rate has not been met, the DHB is expected to provide commentary/resolution plan on what it is doing to address the performance failure.
Achieved: 
Agreed rates are met
Not achieved: 
Some or all agreed rates are not met.
Performance Dimension: 
Achieving Government’s priorities and targets

Policy priorities 7: Improving mental health services using relapse prevention planning

Each DHB to supply reports on relapseprevention planning
Type of measure:
Data to be supplied. 

Target-setting:
Targets are agreed in DAPs.

A resolution plan must be provided if agreed targets/expectations have not been met.
Rationale

Te Tāhuhu—Improving Mental Health 2005–2015 and Te Kokiri: The Mental Health and Addiction Plan 2006-2015 confirm that the government remains committed to providing services for people who are severely affected by mental illness, especially those who have enduring severe illness.  Service users need easy and well-recognised access to services that are:

•
focused on wellness and recovery

• 
high quality

• 
built on an evidence base of what works best

• 
provided in the least restrictive environment.

People, who have enduring mental health conditions, are defined, for the purposes of this target, as those who have been in treatment with any mental health service for two years or more in the case of adults and one year or more for Child and Youth.  Those with enduring mental illness tend to be the main users of acute beds and rehabilitation services, and have low levels of paid employment and or have difficulty completing their education.  There is, however, significant variation across DHB mental health services in the results that are achieved for people with enduring serious mental illness.

Relapse prevention/resiliency planning has been shown to be a key component of service delivery that allows the medium to longer impacts of a serious mental illness to be minimised.  Effective prevention planning can be expected to contribute materially to improved outcomes for services. 

Accordingly, all clients with enduring serious mental illness are expected to have an up-to-date relapse prevention plan.   DHBs have been advised in writing of the detailed definitions and expectations of the target.

Relapse prevention plan identifies the bio-psychosocial needs and early warning signs for the services user and their families.  The plan identifies what the service users can do for themselves and what the service will do to support the service users. 
Ideally, the plan will be developed with involvement between the clinicians, service users and their significant others. The plan represents an agreement and ownership between parities. 

DHBs will need to articulate a methodology and have a system in place that will ensure target information is captured accurately. The system will be auditable.

Deliverables

Provide a report on:

· The number of adults and older people (20 years plus) with enduring serious mental illness who have been in treatment* for two years or more since the first contact with any mental health service (* in treatment = at least one provider arm contact every three months for two years or more.)  The subset of alcohol and other drug only clients will be reported for the 20 years plus.

· The number of Child and Youth who have been in secondary care treatment* for one or more years (* in treatment = at least one provider arm contact every three months for one year or more).

· The number and percentage of long-term clients with up to date crisis prevention/resiliency plans (NMHSS criteria 16.4 or HDSS (2008)1.3.5.4), and describe how this is assured.

Reducing Inequalities focus 

Deliverables 1 – 3 are to be reported by Māori and non-Māori.

DHBs are to report the percentage of Māori with relapse prevention plans separately.  For those seven DHBs with high Pacific Island populations the percentage Pacific Island consumers with relapse prevention plans are also required to be reported.  

Where DHBs have exceptionally high rates of Māori and Pacific Island acute bed use rates, the relevant DHBs will be notified and asked to review their treatment of these long term consumers.

Reporting period

Six monthly based on data for the six month period just completed. 
Expectations
DHBs are expected to have in place a process that ensures all long term consumers have relapse plans.  
Part 1—It is expected the DHB accurately report the number of people who have been in contact with services for two years or more since the first contact since with any mental health service for ages 20 years plus (including the people addiction subset) and one of more years for 0-19 year olds.

Part 2—It is expected that DHBs can demonstrate a process that ensure all clients have up-to-date crisis prevention/resiliency plans.

Where the agreed target has not been met, the DHB is expected to provide commentary/resolution plan on what it is doing to address the performance failure. 
Achieved: 
All agreed expectations are met
Not achieved: 
Some or all agreed expectations are not met.
Performance Dimension: 
Achieving Government’s priorities and targets

Policy priorities 8: DHBs report alcohol and drug service waiting times and waiting lists 

Type of measure:
Full report required 

Target-setting:
No quantitative performance target is set, expectation relates to supply of information as required. 

A resolution plan must be provided if agreed targets/expectations have not been met.

Rationale

Inclusion of this measure supports ‘Improving Mental Health’, one of the government’s strategic priorities for 2007/08.  Improving the availability of and access to addiction services is one of the 10 leading challenges in Te Tahuhu—Improving Mental Health 2005–2015.  Service users need easy and well-recognised access to services that are:

· focused on wellness and recovery

· high quality

· built on an evidence base of what works best

· provided in the least restrictive environment.

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

Reduced waiting times and clients staying engaged with services for longer, resulting in improved treatment results.
Why was this indicator chosen?

Waiting time and retention have been identified as key service features that impact on the results for clients of addiction services (National Treatment Agency for Substance Misuse, Retaining Clients in Drug Treatment NHS, 2005).

Waiting lists are an indicator of unmet need.  Addressing the unmet need to access quality addiction treatment services is a high priority for the Government.  

Methodology

Waiting times are measured from the time of referral for treatment to the first date the client is admitted to treatment, following assessment in any service whether it be NGO or provider arm.  Reporting will be on the longest waiting time in days, plus the number of people on the waiting list for treatment at the end of the month, i.e. volume and time.  Whilst assessment and motivational or pre-modality interventions may be therapeutic, they are not considered to be treatment.  If a client is engaged in these processes, they are considered to be still waiting for treatment.  DHBs will report their longest waiting time, in days, for each service type for one month prior to the reporting period.

A narrative is also required to:

1. identify the name and location of service(s) with the longest waiting time and waiting list 

2. explain variances of more than 10% in waiting times or waiting lists

3. explain/identify targets that the DHB may have for reducing waiting times and or waiting lists

Service type:  Inpatient Detoxification, Specialist Prescribing, Structured Counselling, Day Programmes and Residential Rehabilitation.

DHBs will report waiting times by Māori and Other ethnicities.

Reporting period

Waiting times and waiting lists are to be measured, for one month, every six months, to inform Ministry policy and, to determine the variation and extent of waiting times and waiting lists to determine if targets will be required to be set in the future.  Reports due: in the second and fourth quarters.

Baseline Information

Baseline information, collected every month from both NGO and provider arm services, for inpatient medical detoxification, Social/residential detoxification specialist prescribing, structured counselling, day programmes’, residential programmes.  The waiting times and lists for each DHB will be averaged to provide national average waiting times and lists for each service type.

Inpatient medical detoxification, Social/residential detoxification, Specialist Prescribing, Structured Counselling, Day Programmes, Residential Programmes.

Waiting Times 
Reporting by Māori ethnicity

	Service Type
	Longest waiting time in days for each month 

Quarter 2
	Longest waiting time in days for each month 

Quarter 4

	
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	Apr
	May

	Inpatient Detoxification
	
	
	
	
	
	
	
	
	
	
	
	

	Residential/social Detoxification
	
	
	
	
	
	
	
	
	
	
	
	

	Specialist Prescribing
	
	
	
	
	
	
	
	
	
	
	
	

	Structured Counselling
	
	
	
	
	
	
	
	
	
	
	
	

	Day Programmes


	
	
	
	
	
	
	
	
	
	
	
	

	Residential Rehabilitation
	
	
	
	
	
	
	
	
	
	
	
	


Reporting by Other ethnicities

	Service Type
	Longest waiting time in days for each month 

Quarter 2
	Longest waiting time in days for each month 

Quarter 4

	
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	Apr
	May

	Inpatient Detoxification
	
	
	
	
	
	
	
	
	
	
	
	

	Residential/social Detoxification
	
	
	
	
	
	
	
	
	
	
	
	

	Specialist Prescribing
	
	
	
	
	
	
	
	
	
	
	
	

	Structured Counselling
	
	
	
	
	
	
	
	
	
	
	
	

	Day Programmes


	
	
	
	
	
	
	
	
	
	
	
	

	Residential Rehabilitation
	
	
	
	
	
	
	
	
	
	
	
	


Narrative:  Waiting Times


	Identify the name and location of service(s) with the longest waiting time 


	

	Explain variances of more than 10% in waiting times


	

	Explain/identify targets that the DHB may have for reducing waiting times


	


Waiting List

Reporting by Māori ethnicity

	Service Type
	The number of people on the waiting list at the end of the month
Quarter 2
	The number of people on the waiting list at the end of the month
Quarter 4

	
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	Apr
	May

	Inpatient Detoxification
	
	
	
	
	
	
	
	
	
	
	
	

	Residential/social Detoxification
	
	
	
	
	
	
	
	
	
	
	
	

	Specialist Prescribing
	
	
	
	
	
	
	
	
	
	
	
	

	Structured Counselling
	
	
	
	
	
	
	
	
	
	
	
	

	Day Programmes


	
	
	
	
	
	
	
	
	
	
	
	

	Residential Rehabilitation
	
	
	
	
	
	
	
	
	
	
	
	


Reporting by Other ethnicities

	Service Type
	The number of people on the waiting list at the end of the month
Quarter 2
	The number of people on the waiting list at the end of the month
Quarter 4

	
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	Apr
	May

	Inpatient Detoxification
	
	
	
	
	
	
	
	
	
	
	
	

	Residential/social Detoxification
	
	
	
	
	
	
	
	
	
	
	
	

	Specialist Prescribing
	
	
	
	
	
	
	
	
	
	
	
	

	Structured Counselling
	
	
	
	
	
	
	
	
	
	
	
	

	Day Programmes


	
	
	
	
	
	
	
	
	
	
	
	

	Residential Rehabilitation
	
	
	
	
	
	
	
	
	
	
	
	


Narrative: Waiting Lists

	Identify the name and location of service(s) with the longest waiting list 


	

	Explain variances of more than 10% in waiting lists


	

	Explain/identify targets that the DHB may have for reducing waiting lists


	


 Performance Dimension: 
Achieving Government’s priorities and targets

Policy priorities 9: Delivery of Te Kokiri: the Mental Health and Addiction Action Plan.   

Type of measure:
Full report required 

Target-setting:
No quantitative performance target is set, the performance expectation relates to supply of information as required. 

A resolution plan must be provided if agreed targets/expectations have not been met.

Deliverable

DHBs are to provide a summary report on progress made towards Implementation of Te Kokiri: the Mental Health and Addiction Action Plan.  A template for this report can be found on the the nationwide service framework library web site NSFL homepage: http://www.nsfl.health.govt.nz/.
Reporting period

Annual as part of the third quarter report.

Performance Dimension: 
Achieving Government’s priorities and targets

Policy priorities 10: Oral health – Mean DMFT score at year 8  

Each DHB to report providing oral health DMFT data
Type of measure:
Accountability measure (performance expectations are set). 

Target-setting:
Targets are agreed in DAPs.
A resolution plan must be provided if agreed targets/expectations have not been met.
Rationale

This is an outcome indicator to measure oral health status, in line with the NZHS population priority objective of improving oral health.  This indicator will provide information that allows DHBs, and the Ministry, to evaluate how health promotion programmes, and services such as the DHB Community Oral Health Service (COHS) and other child oral health providers, are influencing the oral health status of children.  The data breakdowns by ethnicity and fluoridation status will enable DHBs to identify and target the pockets of deprivation in their district where children’s oral health status is poorest.  It will also provide DHBs with information to support the fluoridation of water supplies, which will be important when dealing with local Council authorities.

Deliverables 

Quantitative Indicator

Numerator:
(Data source:  DHB via COHS and other oral health providers.)
The total number of permanent teeth of year eight children, Decayed, Missing (due to caries), or Filled and the total number of caries free children at the commencement of dental care, at the last dental examination, before the child leaves the DHB COHS.

Denominator:  
(Data Source: DHB via COHS and other oral health providers.)
The total number of children, who have been examined in the Year eight group, in the year to which the reporting relates.  
Other components of this indicator:

1.
The data must be broken down by:

· Ethnicity, ethnicity will be defined as Maori, Pacific and Other.  Pacific ethnicity be used for the seven ‘official’ Pacific DHBs; otherwise, Pacific is grouped with Other ethnicity
.
· fluoridation status (of the school area the child attends).
2.
The data for this indicator will be generated by DHBs.  There are a number of technical interpretation issues associated with oral health.  This centres largely around variances in:

· processes for data collection amongst DHBs

· technologies for management of data amongst DHBs.
3. DHBs are encouraged to record data at the unit (individual child) level, using the National Health Index, but data are reported in an aggregated format and should be provided using the Ministry of Health Excel template, available on the quarterly reporting database or from the oral health team.  

4. DHBs are encouraged to report the number of Decayed, Missing (due to caries), or Filled teeth separately but where existing data systems do not enable this an aggregated total number of Decayed, Missing (due to caries), or Filled teeth can be reported. 

Reporting period

Annually as part of the quarter three report (for the period 1 January to 31 December) 2010.

Expectations

What are the Ministry’s expectations of performance?

DHBs to report complete, comprehensive and timely information.  It is expected that all DHBs will meet the specific individually agreed targets, set by ethnicity, for this indicator, as agreed in the 2009/10 DAPs.  Where the target has not been met, the DHB is expected to provide commentary / resolution plan on what it is doing to address the performance failure.  
The Ministry will provide national current baseline data for this indicator, against which DHB specific targets can be set.  Targets should only be set for Pacific population groups when the Pacific population group is greater than 25 children.  Targets should not widen inequalities between population groups.  

Achieved: 
All expected rates are met
Not achieved: 
Some or all expected rates are not met.
Reporting Template
The Ministry of Health Excel reporting template is located on the nationwide service framework library web site NSFL homepage: http://www.nsfl.health.govt.nz/.
Performance Dimension: 
Achieving Government’s priorities and targets

Policy priorities 11: Children caries free at 5 years of age 

Each DHB to report providing oral health caries free data
Type of measure:
Data to be supplied. 

Target-setting:

Targets are agreed in DAPs
A resolution plan must be provided if agreed targets/expectations have not been met.
Rationale

This indicator provides information that allows DHBs and the Ministry to evaluate how health promotion programmes, and services such as Well Child and the Community Oral Health Service (COHS), are influencing the oral health status of children.  The data itemised by ethnicity and fluoridation status will enable DHBs to identify and target the pockets of disadvantage in their district where children’s oral health status is poorest.  It will also provide DHBs with information to support the fluoridation of water supplies, which will be important when dealing with local Council authorities.

Deliverables 

Numerator:
(Data source:  DHB via COHS and other oral health providers.)
The total number of caries free children and the number of primary teeth decayed, missing (due to caries), or filled at the first examination after the child has turned five years, but before their sixth birthday.
Denominator:  (Data Source: DHB via COHS and other oral health providers.)
The total number of children who have been examined in the age five group, in the year to which the reporting relates. 
This data should be collected at unit level, on first examination after the child has turned five years of age, but before their sixth birthday.
Other components of this indicator:

1.
The data must be broken down by:

· Ethnicity, ethnicity will be defined as Maori, Pacific and Other.  Pacific ethnicity be used for the seven ‘official’ Pacific DHBs; otherwise, Pacific is grouped with Other ethnicity

· fluoridation status (of the school area the child attends).

2.
The data for this indicator will be generated by DHBs.  There are a number of technical and interpretation issues associated with oral health data.  This centres largely around variances in:

· processes for data collection amongst DHBs

· technologies for management of data amongst DHBs.
3. DHBs are encouraged to record data at the unit (individual child) level, using the National Health Index, but data are reported in an aggregated format and should be provided using the Ministry of Health Excel template, available on the quarterly reporting database or from the oral health team.  

4. DHBs are encouraged to report the number of decayed, missing (due to caries), or filled primary teeth separately but where existing data systems do not enable this an aggregated total number of decayed, missing (due to caries), or filled primary teeth can be reported. 

Reporting period

Annually as part of the quarter three report,(for the period 1 January to 31 December 2010). 

Baseline Information

Information reporting the situation to the end of the previous calendar year will be provided by the end of the following calendar year (end of quarter two in the next financial year). 
Reporting Template
The Ministry of Health Excel reporting template is located on the nationwide service framework library web site NSFL homepage: http://www.nsfl.health.govt.nz/.
Achieved: 
All expected rates are met
Not achieved: 
Some or all expected rates are not met.
Performance Dimension: 
Achieving Government’s priorities and targets

Policy priorities 12: Utilisation of DHB funded dental services by adolescent from Year 9 up to and including age 17 years 

Each DHB to report providing oral health utilisation data.
Type of measure:
Data to be supplied. 

Target-setting:
Targets are agreed in DAPs.

A resolution plan must be provided if agreed targets/expectations have not been met.
Rationale

This indicator will provide information that allows DHBs and the Ministry to evaluate the effectiveness of adolescent oral health service utilisation.  

The data itemised by ethnicity will enable DHBs to identify overall coverage and target the groups at greatest disadvantage in their district where children’s oral health status is poorest.  
Deliverables
Numerator:
(Data source:  DHB via HealthPAC and other DHB contracted adolescent oral health providers.)
The total number of completions and non-completions under the Combined Dental Agreement for adolescent patients plus additional adolescent examinations with other DHB funded dental services (eg Community Oral Health Service (COHS), Māori Health providers and other contracted providers).

Adolescents are defined as people from Year 9 up to and including age 17 years.
Denominator:  (Data Source: NZ Census sourced estimates of DHB population by age).  DHBs do not need to report a denominator.  The Ministry will source denominator data.

The denominator will be calculated as follows:

· Half of the cohort aged 13 years

· All of the cohorts aged 14-17 years inclusive.

Other components of this indicator:

1. The data must be broken down by:

· ethnicity.  Ethnicity will be defined as Maori, Pacific and Other.  Pacific ethnicity be used for the seven ‘official’ Pacific DHBs; otherwise, Pacific is grouped with Other ethnicity
.

Reporting period

Annually in quarter four for the period 1 January to 31 December 2010.
Performance Dimension: 
Achieving Government’s priorities and targets

Policy priorities 13: Improving the Number of children enrolled in DHB funded dental services 

Each DHB to report providing oral health enrolment data.
Type of measure:
Data to be supplied. 

Target-setting:
Targets are agreed in DAPs.

A resolution plan must be provided if agreed targets/expectations have not been met.
Rationale

This reporting requirement measures early childhood contact with oral health services, in line with the NZHS population priority objective of improving oral health.  It will provide information that allows DHBs and the Ministry to evaluate how health promotion programmes, and services such as Well Child and the Community Oral Health Service (COHS), are influencing the oral health status of children.  The data itemised by ethnicity will enable DHBs to identify and target the pockets of disadvantage in their district where children’s oral health status is poorest.  
Deliverable

Numerator:
(Data source:  DHB via COHS and other oral health providers.)
The total number of children enrolled with DHB funded dental services (COHS and other contracted providers) under age five years.
Denominator:  (Data Source: NZ Census sourced estimates of DHB population by age.)
DHBs do not need to report a denominator.  The Ministry will source denominator data.

Other components 

· Ethnicity will be defined as Maori, Pacific and Other.  Pacific ethnicity be used for the seven ‘official’ Pacific DHBs; otherwise, Pacific is grouped with Other ethnicity
.
· The data will be generated by DHBs.  There are a number of technical and interpretation issues associated with oral health data.  This centres largely around variances in processes for data collection amongst DHBs and technologies for management of data amongst DHBs.

Data Definitions

Children aged from 0 to 4 years inclusive enrolled with the DHB provider arm dental service, and any other DHB funded oral health service providing early childhood oral health services (e.g. Māori health providers).

Reporting period

Annual as part of quarter three report (for the period 1 January to 31 December 2009).

2. Number of preschool and primary school aged children enrolled in DHB funded dental services who did not receive an examination according to the planned recall period
This measures timely delivery of publicly funded dental services for preschool and primary school aged children, in line with the NZHS population priority objective of improving oral health. 

It will provide information that allows DHBs and the Ministry to evaluate whether the oral health service programmes are delivering timely oral health services to children.  This reporting is planned to become an Indicator of DHB Performance in 2009/10, however a decision on this cannot be confirmed until baseline data becomes available for review. The data itemised by ethnicity and school decile will enable DHBs to identify and target the pockets of disadvantage in their district where children’s oral health status is poorest.  

Reporting requirements:

Numerator:
(Data source:  DHB via COHS and other oral health providers.)
The total number of preschool and primary school children enrolled with DHB funded dental services (COHS and other contracted providers) who have not been examined according to their planned recall period. 
Denominator:  (Data source:  DHB via COHS and other oral health providers.)
The total number of preschool and primary school children enrolled with DHB funded dental services (COHS and other contracted providers).
Other components 

· Ethnicity will be defined as Maori, Pacific and Other.  Pacific ethnicity be used for the seven ‘official’ Pacific DHBs; otherwise, Pacific is grouped with Other ethnicity
.
· The data for this indicator will be generated by DHBs.  There are a number of technical and interpretation issues associated with oral health data.  This centres largely around variances in processes for data collection amongst DHBs and technologies for management of data amongst DHBs.

Data Definitions

· Preschool and primary school children aged from 0 years to end of Year 8 inclusive, enrolled with the DHB provider arm dental service and any other DHB funded oral health service providing early childhood oral health services (e.g. Māori health providers).

· Decile of the school the clinic is located within, or the decile of the school the majority of the children managed by the clinic attend, if the clinic is not located in a school.

Reporting period

Annual as part of quarter three report (for the period 1 January to 31 December 2009).
Performance Dimension: 
Achieving Government’s priorities and targets

Policy priorities 14: Family violence prevention

Each DHB to report confirming audit score targets are met.
Type of measure:
Confirmation and exception reports. 

Target-setting:
Target is combined audit score of 140/200 unless otherwise agreed in DAP.

A resolution plan must be provided if agreed targets/expectations have not been met.
Rationale

Violence Intervention Programmes (VIP).

DHBs are funded so that New Zealand's health sector will provide consistent, effective, high-quality and responsive family violence intervention to reduce and prevent the significant health impacts of child, partner and elder abuse and neglect.  VIP programmes are  based on the Ministry's best-practice evidence-based Family Violence Intervention Guidelines:  Child and Partner Abuse and Neglect (2002) and Elder Abuse and Neglect (2007),  

VIP specifies a system to support health professionals initiate identification, assessment and referral of victims of  domestic violence and abuse.    Multidisciplinary, multiagency staff training is required to develop the knowledge and skills health professionals require to implement effective and safe family violence intervention within their practice.  
Monitoring DAP indicators reinforces the quality improvement focus that is increasingly evident in VIP programmes.  Quality improvement tools developed and implemented in 2009 include chart audits, service implementation assessment and staff survey tools.  Data from these is used to inform future programme needs, particularly staff training.  Multidisciplinary staff training is encouraged between health professionals through VIP.  (Evidence indicates that VIP programmes in DHBs that have good relationships with community service providers  are able to provide more  effective care pathways for family violence victims and efficient intersectoral collaboration).  

.  
 A strong relationship with the Paediatric Society of New Zealand Child Protection Special Interest Group has resulted in joint leadership of new child protection projects in health care settings.  
Improving DHB responsiveness to victims of family violence contributes to the Minister's priorities for reducing inequalities and Whanau Ora.  While VIP promotes a universal screening programme, evaluation includes assessment of cultural responsiveness.  A Whanau Ora workforce development plan for VIP that will support the  Minister's SOI objectives for Whanau Ora will be implemented in 2010/2011.  
Deliverables

Confirmation report based on combined audit score. 

Data sources:
Provided to DHBs by the Auckland University of Technology (AUT) Hospital Responsiveness to Family Violence, Child and Partner Abuse Audit.
Reporting period

Annual as part of Quarter Four report. 
Expectations

DHBs are expected to achieve overall audit scores of 70/100 for child and partner abuse components of their VIP programme.

Where an overall score below 70/100 is not achieved, DHBs are required to identify the combined audit score and provide an exception report on specific actions taken since the audit to progress the recommendations of the audit.  

Quarter four assessment

	Rating
	Explanation

	Partial achievement
	· combined audit scores between 100/200 and 139/200

· and/or the DHB has provided a progress report on specific actions taken since the audit to progress the recommendations of the audit.  


	Achieved
	· combined audit scores 140/200 or above.



	Outstanding performer/         sector leader
	· combined audit scores of 170/200 or above.


Baseline information 

Current performance information will be taken from the most recent AUT Hospital Responsiveness to Family Violence Audit of the DHB. 
� The requirement to set a Pacific target applies only to those DHBs with high Pacific populations. These DHBs are: Counties Manukau, Auckland, Waitemata, Waikato, Capital & Coast, Hutt Valley and Canterbury DHBs.


� The first day of the previous month is used to ensure the complete month’s data has been loaded onto the NIR Datamart.


� Note:  Quarterly reporting for the diabetes indicators are those detection and management measures from the annual Get Checked data.  Get Checked spreadsheets are still to be completed in full, in the third quarter.


� Providers are required to return information to NZHIS by 20th of month following delivery of service.  NZHIS has a grace period to load—and providers are required to clean up their data within three months.





� For more information on Ethnic Groupings, refer to the Ministry of Health, Ethnicity Data Protocols for the Health and Disability Sector, 2004.
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