
Primary Care 

Data Analysis & 

Pacific Health 

Pacific Data Sovereignty conference  
10 Nov 2022



• Primary role & responsibilities

• 1 of 7 PHOs in Auckland

• 170 GP practices (family doctors – privately owned) 

• 831,000 enrolled patients (Auckland mainly)

• 101,000 Pacific 

- Primary Health Organisation (PHO)



He ika kai ake i raro, he rāpaki ake i raro 

– committing to a journey begins with the first steps. 

Our Purpose

Supporting and uplifting the health and wellbeing of the people of 

Aotearoa New Zealand.

Our Mission

Together we are reimagining healthcare to deliver the most 

progressive, pro-active and equitable health and wellbeing services 

in Aotearoa New Zealand.

Our Vision

An Aotearoa where all people, across all life stages are enabled to 

meet their full potential.

❖ Integrity guides us.

❖ We walk alongside people.

❖ All people are taonga.

❖ We courageously embrace 

meaningful change.

❖ We collaborate for collective 

impact.

Values and behaviour



• Community led 

• Consultation / Workshops / focus groups

• Themes

• Voted on priorities 

• Alignment with Te Tiriti

• Equity gaps was the focus 

Population Health analysis 2018  



2021 Iteration
• Select data by 

month

• Refreshes 

overnight (CIS)

• Links to Tracking 

run charts & 

patient NHI lists

Population Health Strategy: health goals 





Population Health Strategy: 5 health goals (2022-2023)

Healthy start to life 

(0-4 years)

Increased engagement 

with primary care 

(15-24 years)

Engaged and 

enabled to improve 

wellbeing

Improved quality of 

life for people living 

with LTCs

Improved quality of life 

for older people

• Reduce ASH rates and 

ASH inequities

• 80% pregnant women 

(M/P/Q5) health and 

social needs 

assessment and care 

plans for unmet current 

& postpartum needs

• Increased/equitable 

utilisation

• 50% practices 

implemented youth 

friendly changes

• Reduced teen 

pregnancies & STIs

• Improvement in youth 

experience of care

• Equitable access to 

preventive care & 

wellbeing support 

(smoking/alcohol/

mental health)

• Improvement in patient 

experience of care 

• Reduced suicide rates 

& inequities

• Reduce ASH rates CVD, 

heart failure and 

diabetes and ASH 

inequities 

• Improvement of care 

processes for CVD, 

diabetes, heart failure, 

COPD and gout and a 

reduction in inequities

• Reduce ASH rates and 

ASH inequities

• 80%  M/P aged 65+ & 

Others 75+ holistic 

assessment

• Equitable optimisation of 

medical mgmt

• Improved coordination of 

care via shared 

care plans and care co-

ordinators



Healthy start to life

0 - 4 years

Increased engagement

15 - 24 years

• Respiratory 

hospitalisations

• SUDI

• Registration with LMC in 

the first trimester

• Gestational Diabetes

• 5-14 years – oral 

health/dental conditions

• Youth suicide / Mental 

health

• Cellulitis/other skin 

infections

• MMR / Vaccinations

• Asthma/chronic respiratory disease

• Lung conditions /cancer & Breast Cancer

• Arthritis / Gout

• Cardiovascular disease including Heart Failure

• Diabetes and Kidney disease

• Multimorbidity (have 2 or more long term 

conditions)

Engaged and enabled

Wellbeing

Improved Quality of life

Long Term Conditions

Improved Quality of life

for older people

Top priority health areas for Pacific

• Covid-19 related issues 

• Obesity

• Smoking

• Mental health –depression

• Cancer prevention – HPV 

vaccination

• Cancer screening



Healthy start to life 0 - 4 years – Pacific data insight
Tamaiki, mokopuna, and fanau have the right to thrive!



Engaged and enabled Wellbeing - data

Our kainga are engaged and empowered to be leaders in their mo’ui lelei



GP practices can 

access their own 

report

Sort data in 

ethnicity

Diabetes measures 

e.g. HbA1c, BP, 

appropriate 

treatment etc

Develop a plan to 

close the gaps and 

improve health 

outcomes



Older people



Data informs health 

improvement



Better Together Collaboratives 2021

80 Family doctors (7 topics) participated in 2021

133 practice staff attended one or more sessions



Problem definition: Microalbuminuria is most often an early sign of kidney damage from diabetes and if left untreated can

progress to end stage kidney failure. 

The aim

Quantitative Feb 2021

Total (purple) = 77%

Maori (blue)= 76%

Pacific (orange)= 79%

Q5 (other) = 75%

Present situation The changes

By July 2021

Total (purple) = 87%

Maori (blue)= 89%

Pacific (orange)= 88%

Q5 (other) = 87%

Outcome

What are the changes that we 

tried?

• Printed off NHI list monthly

• Nurse phone patient weekly

• Standardise process

• Health navigator information

• Change enrolment forms

• Develop infographic

• Consumer-assisted translation

Intervention

1 2

3

4

Microalbuminuria Management Collaborative



Pacific 



How data insight 

influenced 

service delivery



Unmet needs report 
that GP practices can 
access for their enrolled 
population

* Data can be sorted 
into ethnicity and unmet 
needs metrics



1. Fanau at the centre of what we do – outreach mobile service

UNMET NEEDS – HEALTH INEQUITY

What our data showed: 

The biggest health inequity exists for Māori & Pacific families who have the 
highest unmet needs. They are the people who are not engaged in services.

• 71% - of households, people in households and number of unmet needs 
are Pacific

• The high unmet needs demonstrate the bigger gaps and inequities that 
our Pacific families face (10-26 unmet needs per household)

• Efficient model of care – address a range of unmet needs 
• Fanau-centred: Taking the service to our people 

ARA HAUORA – PROCARE MOBILE HEALTH WAS INTRODUCED!!
• Referrals are mainly Pacific families



USING DATA TO EMPOWER

OUR COMMUNITY

• “Know your numbers”

• Take ownership of their health 

• Support system/ environment / relationship 

• Collaboration for Collective impact



MALO ‘AUPITO

Note: Check out our Pacific Cultural App

TALA-MOANA


