APPENDIX 1
Health Needs Assessment Annual Update
Prepared by the Clinical Advisor, Health Information and Data Quality,
MidCentral DHB
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PURPOSE

To provide the Committees with an annual update of the health needs assessment for
Whanganui and MidCentral District Health Boards, in accordance with their work
programme.

2

SUMMARY

This annual health needs assessment update for both MidCentral District Health Board and
Whanganui District Health Board includes:
 Recently released district health board-related 2013 Census data from Statistics New
Zealand
 NZDep2013 socio-economic deprivation information, which has just been completed by
the Wellington School of Medicine, Otago University
 Amenable mortality analysis
Key points from these statistics show:


MidCentral district’s population increased from 158,841 at the 2006 Census to 162,564 at
the 2013 Census; although an increase of 2.3%, this growth rate was smaller than the
national rate of population growth (5.3%)



MidCentral has a higher proportion of older people compared to New Zealand (16.5%
and 14.3% respectively).



The age balances of MidCentral and New Zealand continue to age, with higher
proportions of older people and smaller proportions of younger people
MidCentral has higher proportions of Maori residents than New Zealand overall (17.4%
and 14.1% respectively)
Regular cigarette smoking continues to decline










MidCentral has lower median household incomes compared to New Zealand
When MidCentral’s population is distributed across the ten socio-economic deprivation
ranking categories (deciles), the distribution shows greater socio-economic deprivation
compared to New Zealand (NZDep2013)
MidCentral, and New Zealand’s, yearly amenable mortality rates declined from 2002 to
2010 (2010 is the latest mortality data we have to hand)
MidCentral’s yearly amenable mortality rates (from 2002 to 2010) have been higher than
New Zealand’s rates
Amenable mortality analysis confirms poorer health status for Maori and Pacific
populations

MidCentral DHB’s population has higher proportions of groups with higher health needs
(Maori, socio-economically disadvantaged people, and older people), compared to New
Zealand overall. This influences the general health status of the population. Improving the
health status of the population depends on how well these high need populations are catered
for.
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RECOMMENDATION

It is recommended:
that this report be received

Dr Richard Fong
Clinical Advisor
Health Information and Data Quality
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Health Needs Assessment Update 2014
1

Summary

This annual health needs assessment update includes:
 Recently released district health board-related 2013 Census data from Statistics New Zealand



NZDep2013 socio-economic deprivation information, which has just been completed by the
Wellington School of Medicine, Otago University
Amenable mortality analysis

Key points from 2013 Census data:










MidCentral’s population increased from the 2006 Census to the 2013 Census, but this growth
rate was smaller than New Zealand’s growth rate (MidCentral’s 2006 population was 158,841,
2013 population was 162,564; an increase of 2.3%. New Zealand’s population increase was
5.3% for the same period.)
Whanganui’s population declined between the years 2006 to 2013 (Whanganui’s 2006
population was 62,208, 2013 population was 60,120; a decline of 3.4%)
Both MidCentral and Whanganui have higher proportions of older people compared to New
Zealand (16.5%, 18.2%, and 14.3% respectively). Older people generally have higher health
needs than younger people
The age balances of MidCentral, Whanganui, and New Zealand continue to age, with higher
proportions of older people and smaller proportions of younger people
MidCentral and particularly Whanganui have higher proportions of Maori residents than
New Zealand overall (17.4%, 23.5%, and 14.1% respectively)
Regular cigarette smoking continues to decline for MidCentral, Whanganui, and New Zealand
MidCentral and Whanganui have lower median household incomes compared to New
Zealand

Key points from NZDep2013 deprivation information




NZDep2013 ranks small areas by levels of socio-economic deprivation. This ranking uses data
from the 2013 Census
When MidCentral’s population is distributed across the ten ranking categories (deciles), the
distribution shows greater socio-economic deprivation compared to New Zealand
Whanganui’s population distribution shows even greater socio-economic deprivation than
either MidCentral or New Zealand

Highlights from amenable mortality analysis







Amenable mortality is mortality from conditions amenable to health service intervention.
Amenable mortality usually considers people aged 0 to 74, because deaths in these ages are
considered preventable.
MidCentral, Whanganui, and New Zealand’s yearly amenable mortality rates declined from
2002 to 2010 (2010 is the latest mortality data we have to hand)
MidCentral’s yearly amenable mortality rates (from 2002 to 2010) have been higher than
New Zealand’s rates
Whanganui’s yearly amenable mortality rates (from 2002 to 2010) were higher than both
MidCentral and New Zealand’s rates
Amenable mortality analysis confirms poorer health status for Maori and Pacific peoples
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Conclusions


MidCentral DHB and especially Whanganui DHB populations have higher proportions of
groups with higher health needs (Maori, socio-economically disadvantaged people, and older
people), compared to New Zealand overall



This influences the general health status of their populations



Improving the health status of MidCentral and Whanganui populations depends on how well
high needs populations are catered for

2

Introduction

Statistics New Zealand recently released 2013 Census data by district health board. This report
describes those topics of interest or which affects strategic health service planning.
The Wellington School of Medicine, Otago University has also released NZDep2013, Index of
Deprivation. This report examines some general district health board profiling using NZDep2013
data.
This report also examines amenable mortality rates, as they apply to MidCentral and Whanganui
District Health Boards and their main ethnic groups.

3

2013 Census Data

3.1

Demography

Population counts
At the 2013 Census the usually resident populations were recorded as:
 MidCentral
162,564
 Whanganui
60,120
 New Zealand
4,242,048
Compared to 2006, MidCentral’s population increased, but at a lesser rate than New Zealand
(2.3% and 5.3% increases respectively). Whanganui District Health Board’s population reduced
by 3.4% compared to 2006.

MidCentral DHB, Whanganui DHB, and New Zealand Populations
at 2006 Census and 2013 Census
% change 2006 to
2006
2013
2013
MidCentral
158,841
162,564
2.3%
Whanganui
62,208
60,120
‐3.4%
New Zealand
4,027,947
4,242,048
5.3%
Both MidCentral and Whanganui have higher proportions of people aged 65 years and older,
compared to New Zealand (16.5%, 18.2%, and 14.3% respectively).
All three populations continue the trend of ageing population age balances. Their percentages of
older people increased when 2013 is compared to 2006. In general, older people are more
susceptible to illness and have greater health needs than younger people.
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MidCentral DHB, Whanganui DHB, and New
Zealand Population Aged 65+ Years at 2006
Census and 2013 Census
2006
22,344
9,792
495,600

MidCentral
Whanganui
New Zealand

MidCentral DHB, Whanganui DHB, and New
Zealand Percentage of Population Aged 65+
Years at 2006 Census and 2013 Census

2013
26,880 MidCentral
10,932 Whanganui
607,029 New Zealand

2006
14.1%
15.7%
12.3%

2013
16.5%
18.2%
14.3%

In contrast to the trend for older people, the proportion of younger people declined from 2006 to
2013 for all three populations.
Unlike the pattern for older people, the proportion of people aged 20 or less is similar for
MidCentral, Whanganui, and New Zealand - 27% to 28%.
MidCentral DHB, Whanganui DHB, and New
MidCentral DHB, Whanganui DHB, and New
Zealand Population Aged 0 to 20 Years at 2006 Zealand Percentage of Population Aged 0 to
Census and 2013 Census
20 Years at 2006 Census and 2013 Census
2006
2013
2006
2013
MidCentral
46,716
44,799 MidCentral
29.4%
27.6%
Whanganui
18,474
16,407 Whanganui
29.7%
27.3%
New Zealand
1,167,771
1,161,387 New Zealand
29.0%
27.4%

Ethnicity
Both MidCentral and Whanganui’s proportion of Maori residents is higher than New Zealand’s.
Maori form 17.4% of MidCentral’s population (up from 16.8% in 2006). Whanganui Maori make
up 23.5% of the population, which is a similar percentage to 2006 (23.2%). New Zealand Maori
make up 14.1% of New Zealand’s population, very similar to the percentage in 2006 (14.0%).
Maori, as a group, are known to experience poorer health status than non-Maori ethnicities.
Therefore, MidCentral, and especially Whanganui, will require greater commitment to Maori
health issues because they have higher proportions of Maori residents than New Zealand overall.
MidCentral and Whanganui’s percentages of other non-European ethnicities are lower than New
Zealand overall.
Population breakdown by ethnic groups is shown in the three tables below. Note that census
respondents can affiliate with more than one ethnic group, so the percentages can add up to more
than 100%. The category “Not Elsewhere Included” are for responses that are outside the
provided categories.
The decline in the “New Zealander” category is probably due reduction in public concern that
they were being labeled by their ethnicity and not considered as New Zealanders. There were a
number of media stories raising this concern just before the 2006 Census.
MidCentral District Population by Ethnicity at 2006 Census and 2013 Census (percentages)
Māori

Pacific
Peoples

Census

European

Asian

2006

71.4%

16.8%

2.9%

4.4%

2013

77.9%

17.4%

3.5%

5.8%

Middle
Eastern/
Latin
American/
African(2)

Other Ethnicity
New
Zealander

Other
Ethnicity
nec

Total
people,
Other
Ethnicity

0.6%

12.5%

0.0%

12.6%

97.3%

2.7%

100.0%

0.7%

2.0%

0.0%

2.1%

95.1%

4.9%

100.0%

Total
people
stated

Not
Elsewhere
Included

Total
people
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Whanganui DHB District Population by Ethnicity at 2006 Census and 2013 Census (percentages)
Census European

Māori

Pacific
Peoples

Asian

Middle
Eastern/
Latin
American/
African(2)

Other Ethnicity

Total

people,
Other
Other
Ethnicity
Ethnicity
nec

New
Zealander

Total
people
stated

Not
Elsewhere
Included

Total
people

2006

69.9%

23.2%

2.2%

2.0%

0.2%

10.9%

0.0%

10.9%

96.4%

3.6%

100.0%

2013

76.3%

23.5%

2.9%

2.5%

0.3%

1.9%

0.0%

1.9%

94.7%

5.3%

100.0%

New Zealand Population by Ethnicity at 2006 Census and 2013 Census (percentages)
Census

European

2006

64.8%

14.0%

6.6%

8.8%

2013

70.0%

14.1%

7.0%

11.1%

3.2

Māori

Pacific
Peoples

Asian

Middle
Eastern/
Latin
American/
African(2)

Other Ethnicity

Total
people,
Other
Ethnicity

Total
people
stated

Not
Elsewhere
Included

Total
people

New
Zealander

Other
Ethnicity
nec

0.9%

10.7%

0.0%

10.7%

95.8%

4.2%

100.0%

1.1%

1.6%

0.0%

1.6%

94.6%

5.4%

100.0%

Cigarette Smoking

Cigarette smoking data for the years 2006 and 2013 was obtained for MidCentral, Whanganui, and New
Zealand.
Whanganui regular smoking proportions were slightly higher than MidCentral’s, which in turn, were
slightly higher than New Zealand’s (18.1%, 15.4%, 13.7% respectively).
All three populations experienced declines in regular smoking percentages from 2006 to 2013.
MidCentral DHB, Whanganui DHB, and New Zealand: Cigarette Smoking at 2006 Census and 2013 Census

District Health Board

Regular
Smoker

MidCentral - 2006
Census

26,322.00

MidCentral - 2013
Census

19,989.00

Whanganui - 2006
Census

11,562.00

Whanganui - 2013
Census

8,610.00

New Zealand - 2006
Census

597,792.00

New Zealand - 2013
Census

463,194.00

21.1%

15.4%

23.9%

18.1%

18.9%

13.7%

Ex-Smoker

25,737.00
20.6%
28,413.00
21.9%
10,272.00
21.2%
11,382.00
23.9%
637,293.00
20.2%
702,015.00
20.8%

Never
Smoked
Regularly
64,017.00
51.2%
70,023.00
54.0%
22,197.00
45.9%
23,055.00

Total people
stated(1)

116,076.00
92.9%
118,425.00
91.3%
44,034.00
91.0%
43,047.00

Not
Elsewhere
Included(2)
8,838.00
7.1%
11,307.00
8.7%
4,380.00
9.0%
4,647.00

Total people

124,917.00
100.0%
129,732.00
100.0%
48,411.00
100.0%
47,694.00

48.3%

90.3%

9.7%

100.0%

1,653,924.00

2,889,009.00

271,365.00

3,160,371.00

52.3%

91.4%

8.6%

100.0%

1,900,617.00

3,065,823.00

310,593.00

3,376,416.00

56.3%

90.8%

9.2%

100.0%
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3.3

Household Income

Both MidCentral and Whanganui have lower median household incomes than New Zealand. This
is true at both the 2006 Census and 2013 Census. Whanganui median household income was
lower than MidCentral’s.
These patterns are consistent with the NZDep2013 patterns described in the next section.
Of interest, both MidCentral and Whanganui median household incomes declined from 2006 to
2013, relative to New Zealand’s median household income. This suggests growing income
disparity, but probably requires more detailed analysis before such a conclusion can be made.
Median Household Income at 2006 Census and 2013 Census
2006
Median Income
43,000.00
37,800.00
51,400.00

MidCentral
Whanganui DHB
New Zealand

4

2013

As % of NZ Median
As % of NZ Median
Income
Income
Median Income
83.7%
52,200.00
81.8%
73.5%
45,700.00
71.6%
100.0%
63,800.00
100.0%

NZDep2013 Index of Socio-Economic Deprivation

The Wellington Medical School, Otago University, recently released NZDep2013 Index of SocioEconomic Deprivation, based on data from the 2013 Census.
NZDep2013 categorizes small geographical areas according to socio-economic deprivation of the
people living in those areas. This was done using 2013 Census results.
The areas are graded into one of ten categories (deciles), with decile 1 being the least socioeconomically disadvantaged and decile 10 being the most disadvantaged.
The deciles are comparative, so that approximately 10 percent of New Zealand’s population fits
into each one. The graph below shows New Zealand’s population distributed across the ten
deciles.

New Zealand Population by NZDep2013
Decile
Percentage of population

12.0%
10.0%
8.0%
6.0%
4.0%
2.0%
0.0%
1

2

3

4

5

6

NZDep2013 decile

7

8

9

10

Page 8 of 12

The next two graphs show MidCentral District Health Board and Whanganui District Health
Boards’ populations distributed across the same ten deciles.
MidCentral’s population shows greater socio-economic disadvantage than New Zealand. There
are higher proportions of the population living in areas with decile ratings 7 to 10; and lower
proportions living in decile 1 to 4 areas.
Whanganui’s population shows even greater socio-economic disadvantage than MidCentral.
There is almost a straight line gradation, with very low percentages in decile 1 and very high in
decile 10. Almost one in five Whanganui residents live in a decile 10 area (over 18%).
Socio-economic disadvantage is associated with poorer health status. This implies both
MidCentral and especially Whanganui populations would have poorer health status than the New
Zealand average.

MidCentral DHB Population by NZDep2013
Decile
16.0%

Percentage of population

14.0%
12.0%
10.0%
8.0%
6.0%
4.0%
2.0%
0.0%
1

2

3

4

5

6

7

8

9

10

NZDep2013 decile

Whanganui DHB Population by NZDep2013
Decile
20.0%

Percentage of population

18.0%
16.0%
14.0%
12.0%
10.0%
8.0%
6.0%
4.0%
2.0%
0.0%
1

2

3

4

5

6

NZDep2013 decile

7

8

9

10
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4

Amenable Mortality

4.1

Amenable mortality in last year’s Health Needs Assessment Update

Last year’s health needs assessment update reported on “amenable mortality” – mortality from
conditions amenable to preventative or health service intervention in people aged 74 or less. It is
meant to be a measure of the effectiveness of health services towards their population.
Last year’s mention of amenable mortality was in response to a Treasury report and newspaper
article, ranking district health boards by amenable mortality.
A Community and Public Health Advisory Committee member suggested that we examine our
own population using amenable mortality.
The graph, reproduced below, was published in a Treasury document, “Health Projections and
Policy Options for the 2013 Long-term Fiscal Statement”. It was also used in a New Zealand
Herald article “Revealed: where it’s best to be sick”, which was published on 2 April 2013.
The graph shows amenable mortality in 2009 by district health board. MidCentral is ranked 14th
of New Zealand’s 21 district health boards (Otago and Southland are regarded separately).
Whanganui is ranked 19th.

4.2

District health board differences in amenable mortality mostly due to
population characteristics

Last year’s health needs assessment update report also described the conclusions of a 2010
Ministry of Health report on district health boards’ amenable mortality, “Saving Lives –
Amenable Mortality in New Zealand, 1996 to 2006”. One of the report’s conclusions was that
most of the variation in amenable mortality across district health boards is due to differences in
demographic and socio-economic status of district health boards’ residents.
The 2013 Census and NZDep2013 information described above indicates MidCentral, and
especially Whanganui populations consist of greater proportions of people with higher health
needs than New Zealand overall.
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4.3

Examining MidCentral DHB, Whanganui DHB, and New Zealand amenable
mortality rates by ethnicity

MidCentral DHB, Whanganui DHB, and New Zealand amenable mortality rates
The graph below shows yearly amenable mortality rates for MidCentral District Health Board,
Whanganui District Health Board, and New Zealand from 2002 to 2010. The rates have been
adjusted to compensate for differences in age balances between the populations.
MidCentral, Whanganui, and New Zealand amenable mortality rates all trended downwards
across the 2002 to 2010 period.
MidCentral yearly rates are consistently higher than New Zealand rates. Whanganui yearly rates
are consistently higher than both MidCentral and New Zealand. This pattern is consistent with
the differences in socio-economic status among the three populations.

Age adjusted rate (per 100,000 population)

MidCentral DHB, Whanganui DHB, and New Zealand Amenable
Mortality 2002 to 2010 Age Adjusted to WHO population
200
180
160
140
120
100
80
60
40
20
0
2002

2003

2004

2005

MidCentral All Ethnicities

2006

2007

2008

2009

2010

Year
New Zealand All Ethnicities

Whanganui All Ethnicities

The two graphs below show yearly amenable mortality rates for MidCentral’s and Whanganui’s
main ethnic groups. There is a third graph, for comparison, which shows equivalent rates for
New Zealand’s ethnic groups. They all demonstrate the poorer health status of Maori.
MidCentral and Whanganui Pacific rates are calculated from very small numbers and should be
regarded with caution, as statistically unreliable.
The third graph, showing New Zealand amenable mortality rates by ethnicity, should be used to
show the relationship between ethnicities, when there are sufficient case numbers to calculate
stable rates. This is especially true for Pacific peoples, where MidCentral and Whanganui case
numbers are very small.
The New Zealand graph shows higher amenable mortality rates for both Maori and Pacific
peoples.
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Age adjusted rate (per 100,000 population)

MidCentral Amenable Mortality 2002 to 2010, by Ethnicity
Groups, Age Adjusted to WHO Standard Population
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Whanganui Amenable Mortality 2002 to 2010, by Ethnicity
Groups, Age Adjusted to WHO Standard Population

Age adjusted rate (per 100,000 population)

Age adjusted rate (per 100,000 population)

1000
900
800
700
600
500
400
300
200
100
0
2002

2003

2004

2005

2006

2007

2008

2009

2010

Whanganui Maori

Whanganui Pacif ic

Whanganui Other Ethnicities

Whanganui All Ethnicities

New Zealand Amenable Mortality 2002 to 2010, by Ethnicity
Groups, Age Adjusted to WHO Standard Population
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5

Conclusion

MidCentral and especially Whanganui District Health Boards have higher proportions of
population groups known to experience poorer health status, compared to New Zealand overall.
This is true for Maori residents, people experiencing socio-economic hardship, and older people.
(Nationally, Pacific peoples are also known to have higher health needs. If MidCentral and
Whanganui Pacific populations were larger, we would see that pattern in our data too.)
These differences in disadvantage are reflected in the amenable mortality comparisons:
Whanganui mortality rates are higher than MidCentral’s, which in turn, are higher than New
Zealand’s.
How successful MidCentral and Whanganui District Health Boards are in improving their
populations’ health depends on how successful they are in catering for high needs population
groups.
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APPENDIX 2
centralAlliance Strategy – Whanganui and MidCentral DHB
Guiding principles and approach to support the selection of potential options
for shared planning and delivery of clinical services
INTRODUCTION
Purpose of this document
This document provides a set of guiding principles and an approach to be used by the centralAlliance
Strategy Project Steering Group to support the selection of opportunities to be assessed further for
potential improved clinical service collaboration by WDHB and MCDHB.

Background
Since the Central Region District Health Boards worked together on collective regional clinical services
planning for the regional plan developed in 2008, there has been an understanding that the region
needed to respond to a number of strategic challenges to clinical and financial sustainability by
developing new models of service delivery.
Subsequently, a foundation agreement between WDHB and MDHB established the centralAlliance.
This signalled the intent to consider areas of collaboration for shared services.

Aims of the Joint Strategy project
Specifically, the centralAlliance now wishes to explore further opportunities for collaborative planning
and integration of clinical services, with a focus in the first instance on specialist services.
The Alliance is seeking to understand the long‐term specialist health service delivery needs of both
DHBs and the impact this demand will have on both clinical and financial sustainability, over a 10‐year
planning horizon.

Overview of proposed approach
The production of a set guiding set of principles to assist the identification of opportunities for
collaboration is one of the first milestone deliverables for the project.
It is anticipated that a consensus will be reached at the next Steering Group meeting (scheduled for 4
September 2014) on the three to five clinical services that are priorities for exploring collaboration
opportunities between the two DHBs. At this meeting the project team will present an initial list of
potential services for discussion.
Once this selection has been confirmed by the Steering Group, the project team will work with
clinicians and other staff within each of the DHBs to identify potential approaches to shared planning
and delivery of clinical services within each area. Further analytical work will take place to understand
the impact of options for integration in these areas including identification of potential benefits, costs
and issues (including impact on workforce and potential union implications).
This assessment will be presented back to the Steering Group for them to develop recommendations
to the respective DHB boards and their Iwi Māori Relationship Board partners on priority areas for
actions (timeframes for reporting back to the Steering Group will be confirmed once we understand
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the number and scale of services to be assessed), leading to the documentation of agreed plans to
progress collaboration in a Joint Strategy document.

PRINCIPLES GUIDING THE WAY OF WORKING
The following set of principles will guide the way in which the DHBs approach this work and the shape
the development of the Joint Strategy. They are a re‐interpretation of the set of engagement
principles documented in the amended centralAlliance foundation Agreement (September 2013) that
underpins the alliance between the DHBs (see Annex 1 for the original principles).

Ways of working


Act at all times with integrity.



Be open to considering all options, a change in the status quo and innovative models of care.



Ensure that partnership, at all levels of service, is reflected in the proposals for and
implementation of shared arrangements.



Require decision making to be open and transparent.



Ensure that regular communication occurs with key stakeholders.



Recognise the importance of the role that Communities play in successfully supporting health
services.

Desired features of the strategy and service solutions


The New Zealand Triple Aim of ‘improved quality, safety and experience of care’, ‘improved health
and equity for all populations’ and ‘best value for public health system resources’ to guide the
direction of the strategy is used as a foundation.



Planning is based on a combined districts needs’ assessment basis and is cognisant of combined
districts and respective priorities and differences.



Service provision arrangements are as close to the community as is practical and sustainable
(financial and clinical).



Arrangements are viable and sustainable.



Approaches should be evidence based and evaluated.



Reducing inequalities for population groupings and improving the health of Māori is a prime
consideration for all options



Planning includes the use the Equity of Health Care for Māori Framework (MOH 2014).



Approaches provide the support and development required for staff of both parties and make
best use of expertise available.



In terms of financial arrangements, each DHB shall remain responsible for funding services for its
district. (Mechanisms for determining cost and income share will reflect the level of services
provided for each DHB or be based upon the Population Based Funding.)
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WHAT IS THE CENTRAL ALLIANCE SEEKING TO ACHIEVE?
Following review of key source documents, we have identified the following outcomes (or solutions
to problems) sought from increased collaboration. In the following table, we have mapped against
the three NZ Triple Aim components:


desired features of the strategy and service solutions (interpreted from the centralAlliance
foundation Agreement and included where relevant to desired outcomes);



common achievements expected from regional collaboration as identified in the most recent
Central Region Regional Service Plan 2013/14 (see Annex 2 for the original list); and



other key drivers for change/considerations that have been referenced by the centralAlliance in
the project documentation reviewed to date.

We propose to refer back to these desired outcomes throughout the project when exploring and
evaluating opportunities for collaboration.
Outcomes sought from increased regional collaboration
NZ Triple
Aim

Desired features of
the strategy

Expected achievements from
regional collaboration

Improved
quality,
safety and
experience
of care

 Approaches provide
the support and
development
required for staff of
both parties

 Facilitates more involvement
of patients in their care and
easier access to care as they
navigate different services

 Services are
provided as close to
the community as
practical/sustainable
(financial and
clinical)

 Patient experiences and
outcomes can be
demonstrably improved
 The service can be made more
effective by developing
greater critical mass
 Improves consistency, quality
and safety and supports
innovative models of care
 The right care can be
delivered in the right place at
the right time

Improved
health and
equity for
all
populations

 Planning both
reflects needs of
combined districts
and respective
priorities and
differences
 Arrangements are
evidence based and
evaluated

 Patient outcomes can be
demonstrably improved
 Closes disparities in health
status and life expectancy,
particularly for Māori and
Pacific People
 Slows growth in morbidity,
leading to reduced demand
for services
 Services can be delivered
more effectively

Other key drivers
 Acceptability to communities
 Addresses changing
workforce patterns and
expectations e.g. the impact
of sub‐specialisation on
clinical sustainability
 Addresses known
vulnerabilities and pressure
points (e.g. predicted
workforce availability/
shortages, potential impact
on retention etc.)
 Services, or components of a
service, localised where
possible, centralised where
necessary
 Addresses inequities in access
to services or components of
a service, by population and
ethnicity
 Addresses inequity in
outcomes, where this can be
evidenced
 Addresses impact of forecast
changes in demand e.g.
relating to demographic
predictions
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Best value
for public
health
system
resources

 Arrangements are
viable and
sustainable

 Supports financial
sustainability

 Drives improvements in
productivity and efficiency in
both DHBs

 Supports wise investment
decisions

 Approaches make
best use of available
expertise of
workforce

 Maximises use of existing
facilities

 Services can be delivered
more efficiently

 Supports need to live within
current funding envelopes

 Facilitates the productive use
of the clinical workforce

IDENTIFYING POTENTIAL CLINICAL SERVICES
Guiding principles for identifying options

ity
qu

e
N
nd
TIO
ha
LA
PU
PO

of
sa
fe

alt
for
all

ali
t y,

he

Address financial sustainability
concerns (current or forecast)
Make better use of expertise of
workforce e.g. through proven
innovations or changed models of
service delivery

s
on

Im
p

i
lat

ro
v

pu

ed

po

qu

ed

t

v
ro

ya
IN
nd
DI
ex
VID
pe
rie
UA
nc
L
e

p
Im

ca
re

The following diagram provides an interpretation of the outcomes sought as guiding principles for
identifying potential areas for improved regional collaboration against the NZ Triple Aim.
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We have distilled the guiding principles into three key questions, which we propose be used to identify
those clinical services that are priorities for more detailed planning and analysis on collaboration
opportunities.
1. Demand issues: does the projected population profile have the potential to compromise on
quality of care (e.g. increasing/declining demand resulting from trends in increasing morbidity,
demographic change etc.)?
2. Vulnerability of the workforce: are there likely to be workforce constraints that might impact on
the quality and/or effectiveness of the service (e.g. services with 1FTE, services with known
recruitment difficulties)?
3. Health outcomes: are there opportunities to improve health outcomes (e.g. to reduce inequities
of access/outcomes for population groupings, to improve services with poor outcomes)?
Preliminary analysis of available data will be presented to support consideration of these questions by
the Steering Group in the following format:


Demographic projections and what this might mean for future demand and sustainability of
services



Population health priorities / inequities for both DHBs – for example based on ASH and access
rates



Service flows – who is going where for what and how might this change?

The project team will present an initial list of clinical services that, in light of the three overarching
questions above, they consider should be prioritised for further work.

Other considerations in finalising the clinical services
It will be important when selecting the three‐five short‐listed priorities for further analysis that the
Steering Group considers the balance of options to be carried forward into the next stage.
In particular, it will be important to consider the potential balance of impact on each DHB within the
proposed arrangements. There will need to be opportunity for trade‐offs in selection of the set of
areas for consideration. For example, while Whanganui DHB may need to move away from delivery
of some acute services in the longer term, it would need to deliver additional volumes to survive as
an elective surgical centre. Further, it would need to show realisation of other benefits to the
community to counter‐act any perceived ‘loss’ of services. This may mean bringing a range of
ambulatory, outpatient and diagnostic procedures closer to home, particularly for medical sub‐
specialties.
A further consideration is to accommodate any previous work that has been undertaken in relation to
potential configuration of services that has elicited public/political objection to change that may not
be possible to overcome, for example, recent work in Whanganui DHB around women’s health
services.
Finally, the set of priorities will need to be cognisant of any potential implications upon the recently
completed MidCentral DHB indicative business case that assumes no transfer of activity between the
two DHBs as the business case is based on the most efficient/cost effective outcome for MidCentral
DHB.
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Annex 1:
Principles for engagement from the CentralAlliance Foundation Agreement (September
2013)
Subsequently, a foundation agreement between WDHB and MDHB established the centralAlliance.
This signalled the intent to consider areas of collaboration for shared services. Specifically, the
centralAlliance now seeks to explore opportunities for collaborative planning and integration of
clinical services.
The amended and Restated Foundation Agreement (September 2013) identifies principles of
engagement that underpin the alliance between the DHBs. It states that the parties shall:
a) Act at all times with integrity;
b) Ensure health planning is done on a combined districts needs’ assessment basis. The design
of the plan shall be cognisant of combined districts and respective priorities and differences.
c) Require that service provision arrangements shall be as close to the community as is practical
and sustainable (financial and clinical)
d) Endeavour to provide a pathway of career development and support for staff of both parties
and utilise their resident expertise
e) Be open to considering all options, a change in the status quo and innovative models of care
f)

Require arrangements to be evidence based and evaluated

g) Ensure that arrangements between the two boards should be viable and sustainable
h) Require decision making to open and transparent, and regular communication shall occur with
key stakeholders
i)

Shall where services are shared, in the absence of agreement to an alternative share
mechanism, use the Population Based Funding as a share mechanism

j)

Ensure that cost and income proportionment associated with shared services reflect the level
of services provided for each DHB. Each DHB shall remain responsible for funding services for
its district

k) Ensure that partnership, at all levels of service, is reflected in the proposals for, and
implementation of, shared arrangements
l)

Shall ensure that the importance of the role that Communities play in successfully supporting
health services is recognised in all shared health services

m) Use the New Zealand Triple Aim of ‘improved quality, safety and experience of care’,
‘improved health and equity for all populations’ and ‘best value for public health system
resources’.
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Annex 2:
Achievements expected from regional collaboration, from the Central Region Regional
Service Plan 2013/14
From page 14:
The most recent Central Region Regional Service Plan 2013/14 identifies that as a result of regional
collaboration on agreed areas of focus, following set of common achievements is expected:


closing the disparities in health status and life expectancy, particularly for Māori and Pacific
People;



greater consistency, quality and safety;



slowed growth in morbidity in our patients, and with that reduced demand for our health
services;



more involvement of our patients in their care and easier access to care as they navigate
different services;



wise investment decisions;



the productive use of the clinical workforce and innovative models of care; and



financial sustainability.

From page 23:
Beyond regional collaboration, the Central Region must consider the meaning of regionalisation. For
us, the purpose of regionalisation is to achieve improvements, in line with our strategic intentions,
through:


standardisation of clinical practice and administrative functions;



shared best practice;



the optimal use of scarce resources e.g. workforce, equipment and facilities



a greater clinical and management focus on key issues.

To deliver the above improvements and to ensure that management and clinical and administrative
time is focused in the right way, a simple set of principles can be applied to any aspect of health
delivery in the region, by considering whether:
Clinical:
1. Patient experiences and outcomes can be demonstrably improved
2. The service can be made more sustainable by developing greater critical mass
3. The right care can be delivered in the right place at the right time
4. The service can be delivered more efficiently and effectively
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