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MidCentral District Health Board
Healthy Communities Advisory Committee Meeting
Quality & Excellence Advisory Committee
Tuesday, 1 May 2017

Matters of Shared Interest - Part 1
Order
1.

ADMINISTRATION MATTERS

1.1

Apologies

1.2

Late Items

1.3

Conflict and/or Register of Interests Update

1.4

Minutes of the Previous Meeting
Pages:
Documentation:
Recommendation:

1.5

4-7
minutes of 20 March 2018
that the minutes of the previous
meeting held on 20 March 2018 be
confirmed as a true and correct
record.

Recommendations to the Board
To note that all recommendations contained in the minutes were
approved by the Board.

1.6

Matters Arising from the Minutes
To consider any matters arising from the minutes of the
meeting held on 20 March 2018 for which specific items do not
appear on the agenda or in management reports.

10.45am
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2.

STRATEGIC & ANNUAL PLANNING

2.1

National Mental Health and Addictions Inquiry
Pages:
Documentation:
Recommendation:

2.2

Maternal Mental Health Service
Pages:
Documentation:
Recommendation:

2.3

8-11
report from the Service Director and
Portfolio Manager dated 24 April
2018
that the update on the National
Mental Health & Addiction Inquiry
be noted.

12-20
report from the Service Director and
Portfolio Manager dated 23 April
2018
that the update on Maternal Mental
Health Services be noted.

Health Equity Work Programme Update
The Equity Think Piece
The Health Equity Data Report
Pages:
Documentation:

Recommendation:

21-172
report from the Public Health
Physician and GM Maori & Pacific
Health
Pae Ora Māori Health Directorate
dated 15 March 2018
that the Committees’ note the
progress update on the Equity Work
Programme
endorse the final drafts of the
Health Equity Think Piece and the
Health Equity Data Report OR
provide further feedback for
enhancing the documents
note the intention to present these
documents at the next meeting of the
District Health Board for their
information and endorsement

10.50am
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MidCentral District Health Board
Minutes of the joint Healthy Communities Advisory Committee and Quality &
Excellence Advisory Committee meeting held on Tuesday 20 March 2018 at 11.05am
at MidCentral District Health Board Offices, Board Room, Palmerston North.
This section of the meeting was chaired by Brendan Duffy, Chair, Healthy
Communities Advisory Committee.
PRESENT
HCAC Members
Brendan Duffy (Chair)
Adrian Broad (Deputy Chair)
Ann Chapman
Barbara Cameron
Dot McKinnon
Vicki Beagley
Donald Campbell
QEAC Members
Diane Anderson (Chair)
Barbara Robson
Oriana Paewai
Dennis Emery
Cynric Temple-Camp
Anne Kolbe
IN ATTENDANCE
Kathryn Cook, Chief Executive
Chris Nolan, Service Director, Mental Health Services
Craig Johnston, General Manager, Strategy, Planning & Performance
Neil Wanden, General Manager, Finance & Corporate Services
Stephanie Turner, General Manager, Maori & Pacific
Judith Catherwood, General Manager, Quality & Innovation
Cushla Lucas, Service Manager, Regional Cancer Treatment Service
Deborah Davies, Acting Service Manager, Community Services
Gabrielle Scott, Executive Director, Allied Health
Lyn Horgan, Operations Director, Hospital Services
Ken Clark, Chief Medical Officer
Marcel Westerlund, Clinical Director, Mental Health
Claudine Nepia-Tule, Portfolio Manager, Mental Health & Addictions
Jo Smith, Senior Portfolio Manager
Vivienne Ayres, Manager, DHB Planning & Accountability
Jonathon Howe, Communications Manager
Darryl Purdy, Manager, Analytics & Financial Advisory
Steve Tanner, Financial Planning Manager
Megan Doran, Committee Secretary

Unconfirmed Minutes
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OTHER
Public: (2)
Media: (1)
1

ADMINISTRATION MATTERS

1.1

Apologies

There were apologies from members Nadarajah Manoharan, Tawhiti Kunaiti &
Michael Feyen.
1.2

LATE ITEMS

There were no late items.
1.3

CONFLICT AND/OR REGISTER OF INTERESTS UPDATE

1.4

Amendment to the Register of Interests

Barbara Cameron advised she is now involved with Sport Manawatu.
1.5

Declaration of Conflicts in Relation to Today’s Business

There were no declarations of conflicts of interest.
2
2.1

STRATEGIC & ANNUAL PLANNING
2018/19 Operational Plan and Budgeting

The General Manager, Strategy, Planning & Performance introduced this report and
advised that key planning guidelines and information from the Ministry have not
been received other than the demographic data which has already been reported to
the Board.
The operational planning and budgeting processes were underway, however it was
important to note that this was occurring within a very challenging planning
environment.
(Vicky Beagley joined the meeting).
It was recommended:
that the Committees note this report
2.2

Joint Report Mental Health and Addictions Update

The Service Director of Mental Health and Addictions advised that this report
provided an update on the Operational Plan. The Portfolio Manager, Mental Health
and Addictions noted the good progress on priority areas within the plan.

Unconfirmed Minutes
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A Committee member sought more information on the maternal mental health
services provided in the district. The CE advised that a further report would be
provided on this subject at the next meeting.
A member sought clarification as to whether the locality planning activities reported
under section 4.1 were part of the DHB’s Locality Planning programme or whether
they were something different. Management confirmed that they were one and the
same.
There was discussion about the Mental Health Inquiry. This is starting to gather
some pace and the Board Chair reported that there was an initial meeting of the
Inquiry Team with DHB chairs and chief executives in Wellington over a week ago.
There had been some communication that had been provided to District Health
Boards and there is a range of activities happening locally around how we as a joined
up community wish to engage with the Inquiry. A workshop is planned for 26 March
and although the CE would not be attending due to conflicting appointments, there
will be representatives attending from the other partners involved. Marcel
Westerlund, Clinical Director, Mental Health and Addiction Services will be leading
the engagement from MDHB into that process.
Somewhere towards the end of April there will be an open submission process for the
Inquiry. It is expected that there will be a wide range of documents that MDHB will
be providing, however our submission would be as a collective district and a
collective range of voices. A further update would be provided at the May meeting.
It was recommended:
that the update on Mental Health and Addiction services across the district
be noted
3

PERFORMANCE REPORTING

3.1

2017/18 Annual Plan Implementation and Non-Financial
Performance – Quarter 2

A member inquired as to whether the Minister of Health had ‘approved’ the DHB’s
annual plan or whether it was ‘accepted’ and whether there was a difference. It was
confirmed that the Minister of Health had approved the annual plan.
It was noted there was an error reported for the Immunisation for 8 year olds. This
target was not achieved.
It was recommended:
that the Committees note this report and endorse the progress being made
in advancing delivery of MidCentral DHB’s Annual Plan for the 2017/18
year.

Unconfirmed Minutes
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The meeting closed at 11.26am.
Confirmed this 1st day of May 2018.

……………………………………………………………………….Chairperson

Unconfirmed Minutes
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For:
Decision
Endorsement
X

Noting

To

Healthy Communities Advisory Committee and Quality &
Excellence Advisory Committee

Author

Christopher Nolan, Service Director
Claudine Nepia-Tule, Portfolio Manager

Endorsed by

Craig Johnston, General Manager Strategy, Planning &
Performance

Date

24 April 2018

Subject

National Mental Health and Addictions Inquiry

RECOMMENDATION
It is recommended that:
•

the update on the National Mental Health & Addiction Inquiry be noted.

Strategic Alignment
This report is aligned to the DHB’s Strategy, and its four strategic imperatives.
Glossary
CE
Central PHO
DHB
MDHB
MoH
NGO

Chief Executive
Central Primary Health Organisation
District Health Board
MidCentral District Health Board
Ministry of Health
Non-Government Organisation

Mental Health & Addiction Services
MidCentral DHB
Heretaunga Street
Palmerston North 4440
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1.

PURPOSE

This report is for the Committees’ information and discussion. It provides
information about the National Mental Health and Addictions Inquiry.
2.

SUMMARY

The Government has established an inquiry into mental health and addiction in
New Zealand, under the Inquiries Act 2013. The Inquiry Panel is engaging with
local communities, DHBs and other stakeholders to inform its deliberations.
The Inquiry Panel will be in Palmerston North on 27 April 2018. The MidCentral
district will be the first to host the Inquiry Panel. MidCentral DHB will be
presenting the Panel on its own, and also as part of an intersectoral presentation.
The Inquiry Panel will be releasing its consultation document on the 27th and
MidCentral DHB will make a submission to the Panel.
3.

BACKGROUND

On 31 January 2018, the Government established an Inquiry into mental health
and addiction services and experience of service users in this sector. The National
Inquiry Panel’s purpose is to identify unmet needs related to mental health and
addiction across the full spectrum including promotion, prevention, primary and
specialist services to develop recommendations for a cohesive mental health and
addiction approach for New Zealand.
The Inquiry panel’s recommendations are likely to relate to the mental health and
addictions sector, as well as other sectors given the risk factors of poverty,
unemployment, domestic violence, discrimination, access to affordable housing,
and lack of education.
It is the intention of the panel to meet with key people within each region, to hear:
•
•
•
•
4.

What is working well
What is not
Where the gaps in the service are
What the potential solutions might be.
LOCAL ENGAGEMENT BY THE INQUIRY PANEL

The Inquiry panel has contacted and asked to meet with key people from within the
DHB, and to arrange meetings with a number of other groups including:
•
•

Stakeholders (especially mental health consumers including DHB NGO Advisors
and advocates as well as family/whānau members)
Community providers (Māori providers, NGO organisations & PHO).

Facilitating this request, hearings have been arranged with the identified groups on
the 27th April. The day is structured into two parts:
•

Part 1: an intersectoral presentation representing the view of a large group of
social sector agencies, Iwi, Whanua Ora providers, NGOs, support groups and
the DHB.
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•

Part 2: a presentation by MidCentral DHB.

4.1

Intersectoral Presentation

The intersectoral presentation takes a conceptual approach and is based on the
Waiora Model, which comprisings:
Whanau Ora
Access and availability
Identity and indigenous
Opportunities
Resiliency and recovery
All together
Programme of action
It makes a series of recommendations:
a.

An inclusive wellbeing paradigm, which integrates current mental health
service delivery within an overall spectrum of ‘wellbeing services’, is adopted
as overarching Government policy.

b.

Government agencies, in consultation with community stakeholders, are
directed to develop comprehensive, integrated and community-informed
policy and system platforms which are required for the implementation of a
wellbeing paradigm across all sectors. This includes the requirement for all
government agencies to articulate and prioritise actions which contribute to
overall wellbeing goals.

c.

Immediate action is taken to ensure individuals and whānau/families have
access to services and interventions able to alleviate and address distress
when they need them. This includes expanding the range of services
available, including after hours service provision, addressing current service
exclusion criteria, and service silos which are acting as barriers for
individuals and whānau/families needing assistance and support.

d.

Priority is given to ensuring our ‘wellbeing’ workforce is effectively supported
to deliver high quality, responsive services to individuals, whānau/families
and communities.

e.

Models of funding which explicitly support the wellbeing paradigm; enable
the provision of innovative and integrated needs-based responses to
individuals, whānau/families and communities; and are focused on
commissioning for social outcomes and preventative approaches are further
developed and implemented.

f.

An independent Commission is established to oversee the integrated
implementation of an inclusive wellbeing paradigm. The name of the
Commission must reflect the shift to a wellbeing paradigm. We recommend
Te Ara Waiora.

g.

The scope and reach of the independent Commission referred to above
extends across all sectors who currently absorb mental health funding, for
example, Corrections and Education.
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h.

Priority is given to the continued further refinement and development of
inclusive Collective Impact Whānau Ora models of service delivery.

i.

An inclusive Collective Impact pilot programme based on the WAIORA model,
and extending on existing initiatives, such as Kāinga Whānau Ora, is
developed and implemented in the Manawatū region.

j.

Priority is given to further supporting and developing Whānau Ora as a
culturally embedded solution based on mātauranga Māori which is able to
achieve equitable outcomes for Māori.

A copy of the presentation has been provided to members via the SharedNet
Governance site.
4.2

MDHB Presentation

MidCentral DHB will present to the Inquiry Panel for a period of two hours. The key
parts of this presentation are:
•
•
•
•
•
•
•
•
•

DHB Strategy
The new integrated service model
Locality planning – population and priority groups
Consumer perspective - feedback from the community gathered as part of the
health and wellbeing planning process
Funding overview for mental health and addiction services
Health promotion and prevention services
Primary mental health and addiction
Secondary specialist care
Solutions

It is intended that the DHB will make a formal submission to the Inquiry Panel as
part of its consultation process. The consultation document is expected to be
released on the 27th and will outline the timeframe for submissions.
5.

RECOMMENDATION

It is recommended:
that the update on the National Mental Health & Addiction Inquiry Mental
be noted.

Christopher Nolan
Service Director

Claudine Nepia-Tule
Portfolio Manager
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For:
Decision
Endorsement
X

Noting

To

Healthy Communities Advisory Committee and Quality &
Excellence Advisory Committee

Author

Christopher Nolan, Service Director,
Claudine Nepia-Tule, Portfolio Manager

Endorsed by

Craig Johnston, General Manager Strategy, Planning &
Performance

Date

23 April 2018

Subject

Maternal Mental Health Service

RECOMMENDATION
It is recommended that:
•

that the update on Maternal Mental Health Services be noted.

Strategic Alignment
This report is aligned to the DHB’s Strategy, and its four strategic imperatives.
Glossary
CPN
CNS
DHB
DHBs
FTE
GPT
LMC
MCH
MDHB
MDT
MMH
MQSP
MH&A
MHAS
COPY TO:

Community Practice Nurse
Clinical Nurse Specialist
District Health Board
District Health Boards
Full Time Equivalent
General Practice Team
Lead Maternity Carer
MidCentral Health
MidCentral District Health Board
Multi Discipline Team
Maternal Mental Health
Maternity Quality and Safety Programme group
Mental Health and Addictions
Mental Health and Addiction Services Secondary
MidCentral DHB
Heretaunga Street
PO Box 2056
Palmerston North 4440
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MoH
NGO
RN
SPMHS

Ministry of Health
Non-Government Organisation
Registered Nurse
Specialist Perinatal Mental Health Service
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1.

PURPOSE

This report is for the Committee’s information and discussion, as requested at the
last Joint Committee meeting. It provides information about the Specialist Maternal
Mental Health Service, particularly regarding its performance since 2014.
2.

SUMMARY

A local Specialist Perinatal Mental Health Service (SPMHS) was established in 2014,
and is now well embedded with effective relationships across maternal and the
mental health and addictions sector. The service is provided by MidCentral DHB’s
Mental Health and Addictions Service.
Service utilisation is solid and generally increasing with a tendency to receive more
complex referrals with a high percentage of women reporting distress with
social/relationship issues.
3.

BACKGROUND

Maternal mental illness during the perinatal period can impact on the relationship
between mother and infant, and other family members. Research shows that
during the perinatal period women are at higher risk for onset or recurrence of
mental illness. Maternal mental illness can result in delayed social and emotional
development, and/or significant behavioural problems for the infant, potentially
leading to a range of negative outcomes (mental illness, unemployment, chronic
health problems and offending) that may persist into adulthood. Early intervention
builds strength and resilience which can reduce the need for later high-cost
interventions for both mother and infant.
4.

SPECIALIST PERINATAL MENTAL HEALTH SERVICE

The SPMHS was developed in 2014 to address the acute mental health needs of
‘pregnant women and mothers in the postnatal period supporting them in their
parenting role and enhancing their relationship with their infant’. This initiative
was designed to be more intensive and offer extended hours of service.
The current service comprises a registered nurse and a clinical nurse specialist,
who provide the following:
•
•
•

•
•
•

specialist assessment and diagnosis of mother and infant mental health
specialist treatment, care and support including attention to the mother and
infant relationship
consultation, liaison and advisory function to other service providers
regarding the wellbeing of mothers and infants, including Pāruru Mōwai,
which is the vulnerable pregnancy, (multi discipline, multi-agency) forum led
by Women’s Health
shared care and joint planning with other health and social services and
agencies in the care of mother and infant
education to concerned providers on matters relating to maternal mental
health
urgent care to mothers and babies to undertake joint specialist
perinatal/maternal mental health assessments with acute care team
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•

enablement of packages of care (limited counselling and use of support
workers) to assist mothers in the home with parenting/mother craft skills
and mental health support.

SPMHS is part of the overall community Maternal Mental Health service and its
delivery is based on the setting that is most appropriate for the mother, her infant
and her family/whānau including:
•
•
•
•
•
•

the service user’s own home
the home of a friend or family member of the service user
a maternity ward in a hospital or community birthing unit
a crisis respite facility
an adult acute mental health unit (for those women requiring intensive
care/high dependency inpatient services)
other settings that the maternal mental health clinical service considers to be
safe and appropriate for acutely unwell women and their infants

Packages of care are put in place to support women as required. These are well
utilised, with excellent anecdotal feedback from service users, family/whānau and
other providers. Services provided include respite care, wrap around support for
mother and baby, family/whānau in the home plus the ability to provide counselling
for women that meet criteria via a private consultancy business (previously
provided by NGO).
The majority of care is community-based. If a woman requires acute mental
health care post partum, arrangements are made on a case-by-case basis in
conjunction with the family. The general principle is for the mother and baby to be
kept together, or as close together as possible, however this is dependent upon the
clinical risk assessment. Where the mother and baby cannot be together, care for
the baby is arranged with the family.
The service undertakes peer review of cases to ensure ongoing follow up and/or
service coordination is in the best interest for women/families/whānau, and that
they are receiving appropriate services.
The CPN carries an additional caseload covering women living in the Horowhenua
and Manawatu regions. Within the Horowhenua area, the CPN is currently
continuing to work on average one day per week. Due to the geographical barrier
and capacity issues, women in the Tararua region are seen by the Tararua
Community Mental Health Service with consult and liaison support from the
perinatal mental health team.
To ensure that the service is running effectively, SPMHS reports the following
requirements to the Ministry of Health on a quarterly basis:
• new referrals
• number of pregnant women who have used the service
• number of post-partum women have used the service
• average length of stay
• number of current service users accessing packages of care or crisis respite
services.
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5.

SERVICE LINKAGES

5.1

Linkages

Since 2015, the Women’s Health Vulnerable Pregnancy Multi-agency (Pāruru
Mōwai) Forums have continued (led by Women’s Health). The SPMHS were
instrumental in the development of this forum and the perinatal clinicians are a
part of a larger MDT/multi-agency group. The group is represented by professionals
from Women’s Health, Oranga Tamariki, MidCentral Health social work department,
neonatal, paediatrics and perinatal mental health.
The perinatal mental health clinicians continue to work well in collaboration with
women and child health services at MidCentral Health. The SPMHS continues to link
with ACROSS Social Service who run the Postnatal Depression groups. There is
ongoing building of relationships with NGOs and community agencies such as
Plunket and Family Start.
The SPMHS CNS is now a member of the Maternal Mortality Review Working Group.
This group is attached to the Perinatal and Maternal Review Committee through the
Health Quality and Safety Commission New Zealand. The working group is charged
with the responsibility to review perinatal and maternal deaths, and advise the
Health Quality & Safety Commission on ways of reducing these.
5.2

Training

Perinatal mental health training for midwives has been undertaken and was an
integral part of the midwifery education programme provided at MCH over a three
year period.
In collaboration with Public Health Services, an Infant and Maternal Mental Health
training day was provided in early June 2017 which a number of midwives
attended, plus others from interested primary/community providers. The CNS, for
the third year, provided perinatal mental health training for second year midwifery
students at Whitireia New Zealand.
The Perinatal mental health team have also provided other training on request,
more recently for the Plunket nurses, but also for the birth educators, new entry to
specialist practice mental health nurses and the Perinatal Anxiety Depression
Aotearoa Organisation.
5.3

Clinical Pathway

The 2015 clinical pathway is currently being utilised effectively. The previously
known Maternity Quality and Safety Programme group (MQSP) has organised for
the pathway and referral guidelines to be printed as a pamphlet and sent to all
LMCs and GPTs. Further, the Edinburgh post-natal depression screening tool has
been distributed to LMCs and other service providers.
6.

REGIONAL SERVICE

A Regional Specialist Perinatal Mental Health Service is provided by Capital and
Coast DHB. This is funded by the six Central Region DHBs.
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MidCentral DHB received consult liaison services from the regional service. This is
generally used for more complex cases.
The regional service has developed two electronic training packages, provides
support and consultation and has held training workshops based in Wellington for
the central region. There is also the capacity to undertake virtual training, regional
business meetings and virtual clinical multi-disciplinary meetings.
Video conferencing has now been established so that regional clinicians can ‘sit in’
on meetings, MDTs or undertake case conferences. The further development of the
regional linkages using the ‘hub and spoke’ model with a dedicated video
conferencing programme and responsive linkages to the regional specialists is an
example of regional support and effective provision of a consistent model of care
across the region.
7.

SERVICE ACTIVITY

7.1

New referrals

The service averages 38 referrals a quarter with fewer referrals in
October/December each year.
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Number of pregnant women who have used the service

The reduced service users particularly over the period October-December 2017, is
likely due to the shift to WebPAS system and not as many mothers with mental
health problems required support in that quarter.
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Number of post-partum women have used the service

Between the period July 2016 through to December 2016, a recruitment process
was undertaken therefore there was no dedicated clinician at this time (recruitment
was completed in December 2016).
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Average length of stay

This is dependent very much on demand and need of clients. There can be minimal
interaction (assessment then referral on) or longer in length when working with the
person (dependent on how well client is presenting and required support).

19

80
60
40
20
0
Jan-Mar
2016

Jan-Mar
2016
47
7.5

Apr-Jun
2016

Apr-Jun
2016
54.6

Jul-Sep
2016

Oct-Dec
2016

Jul-Sep
2016
36.27

Oct-Dec
2016
43

Jan-Mar
2017

Jan-Mar
2017
28.4

Apr-Jun
2017

Apr-Jun
2017
66.16

Jul-Sep
2017

Oct-Dec
2017

Jul-Sep
2017
33

Oct-Dec
2017
66.89

Number of current service users accessing packages of care or crisis
respite services

The uptake of POCs was initially slow and is based on client need with more focus
on acute need. The POCs are done on case by case basis and are focussed on wrap
around services for the mother and baby within the home setting.
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RECOMMENDATION

It is recommended:
•

that the special report on Maternal Mental Health Service be noted.

Christopher Nolan
Service Director

Claudine Nepia-Tule
Portfolio Manager
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Ministry of Health Reporting for the period 2016 -2017
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1.

PURPOSE

This report provides the joint meeting of the Healthy Communities Advisory
Committee and the Quality & Excellence Advisory Committee an update of
progress on the suite of equity documents and tools to assist MidCentral DHB in
advancing the agenda for improved equity of health outcomes across our
communities.
A revised final draft of the Health Equity Think Piece and the Health Equity Data
Report are included for the consideration of Committee members before being
provided to the Board for finale endorsement prior to being published.
2.

SUMMARY OF PROGRESS

The trilogy approach to development of a suite of equity-focused documents and
tools (previously described) has continued and further progress has been made
in all three areas. The first two components are substantively complete as
described below. The third component (a toolkit of practical resources) is
underway and it is intended that this work will represent an evolutionary process
of developing innovative solutions to firmly establish equity-focused approaches
as a usual and expected part of the MidCentral DHB culture in everything that
we do.
i.
Health Equity Think Piece
After significant design revisions, minor content changes, and the addition of Te
Reo Māori translations to demonstrate our bicultural commitment, the final draft
of the Health Equity Think Piece is attached for feedback and endorsement.
The Health Equity Think Piece is intended for an audience of health care workers,
from people in leadership and management positions, through to clinicians at all
levels and non-clinical support staff across both hospital and community based
service areas throughout the district. The document aims to enhance our health
workforce understanding of the concept of health equity, highlight the
differential and unfair impact of health inequities for different population groups,
and is a call for action by all of us working in the health sector to respond in a
way that can prevent and reverse the long-standing trend of health
disadvantage that many people in our communities experience. It offers some
high level suggestions for how the health sector can lead the way to achieving
equity of health outcomes by modifying our own attitudes, behaviours,
processes and practices, alongside advocating for broader societal and
environmental changes that will improve health opportunities for all.
ii.
Health Equity Data Report
The attached data report is presented again, largely unchanged, but with some
design revisions to align it with the Think Piece and other significant MDHB
documents. The content of the Health Equity Data Report represents an
alternative representation of the data contained in the MDHB Health Needs
Assessment 2017, with a clear focus on describing differences in outcomes
between different population groups.
Key findings of the data report confirm that, as a population group, Māori
have considerably worse mortality outcomes than the total population in
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the MidCentral district. The data shows that there has been little, if any,
improvement in the equity gap for MidCentral Māori over time and there
is evidence of increasing differences for some indicators.
With respect to geographically defined populations, the differences in mortality
outcomes as compared to the total population are variable. The extent of the
differences between geographical localities and the total population are
much less striking than the differences between MidCentral Māori and
the total population.
Acute hospitalisation rates contained in the data report do not always accurately
reflect the level of ill health (as defined by mortality rates) that is experienced
by particular population groups. This suggests that some populations may be
relatively underserved for their level of health need and conversely some may be
relatively overserved.
Of particular note, there is no data presented to describe the health of the
MidCentral Pacific population. This is due to the relatively small population of
Pacific peoples in the MidCentral district (~3% of the total population) which
results in significant variability in mortality rates year on year and reduces the
statistical value of the data. The omission of this data does not mean that the
health of our Pacific population does not require urgent attention – the
knowledge we have from national data supports the need to address
inequities in health outcomes for Pacific people without waiting for
adequate local data.
Another data deficit in the report is a comparison of health status across our
population by socioeconomic deprivation. This analysis was not able to be
performed as part of the Health Needs Assessment due to lack of readily
available data from Statistics NZ for denominator population numbers (and
therefore rates could not be calculated).
Overall, the findings of the data report require us to prioritise reducing health
inequities for Māori as a matter of urgency and to intensify our efforts to
understand how our systems contribute to sustained health inequities
for Māori and other disadvantaged population groups.
iii.
Health Equity Toolkit
Work has begun on the development of a toolkit of practical resources to support
Cluster Leadership and health care workers across MidCentral DHB to actively
pursue equitable health gains for population groups who experience significant
health disadvantage. Globally and nationally there are increasing numbers of
health equity focused tools available, however there is little evidence to date
that equity principles have been systematically put into practice in DHBs across
New Zealand 1. The toolkit being developed is therefore intended to enhance the
capability of our health workforce to identify inequities which exist within their
sphere of influence, to advocate for targeting populations which have the
greatest potential for health improvement, to develop and implement strategies

Sheridan N et al. Health equity in the New Zealand health care system: a national survey.
International Journal for Equity in Health 2011, 10:45

1
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which can effectively address the factors contributing to those inequities and to
ensure that progress is able to be measured.
One initial and unique resource that is currently being explored is the
development of an interactive learning tool for health care workers to facilitate
engagement and discussion about the factors which create, maintain and
intensify health inequities. It will take a necessarily broad view of health,
including the influence of social factors on wellbeing, but will pay particular
attention to health system processes, policies and practices which the health
workforce can influence for positive change.
As previously mentioned, this aspirational work is likely to be evolutionary in
nature, with novel solutions being explored and effective strategies being
continuously improved and strengthened over time.
3.

IMPACT

The Health Equity Work Programme is intended to complement and support all
planning processes, policy development, clinical practice reviews and quality
improvement activities across MidCentral DHB.
The intention is to provide an organisational wide approach to launching and
socialising the Health Equity Work Programme Documents alongside the Locality
Plans. This will ensure both equity of health outcomes and locality considerations
are central within the integrated service development.
4.

RECOMMENDATIONS

It is recommended that the Healthy Communities Advisory Committee and the
Quality & Excellence Advisory Committee:
-

note the progress update on the Equity Work Programme
endorse the final drafts of the Health Equity Think Piece and the
Health Equity Data Report OR provide further feedback for enhancing
the documents
note the intention to present these documents at the next meeting of
the District Health Board for their information and endorsement

Ngā mihi
Stephanie Turner and Janine Stevens
Pae Ora Māori Health Directorate
MidCentral DHB
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Executive Summary
Good health underpins the ability of individuals, whānau,
and our community to flourish.

Whilst many of MidCentral’s residents experience good health, some population groups in our community
have poorer health outcomes than others as a result of inequitable distribution of society’s resources,
including health care.
Health inequities are differences in health between population groups that are avoidable and unfair. Across
New Zealand and locally there is evidence of pervasive and persistent inequities in health, however they
are not inevitable. Differences in health outcomes among population groups have shown variance over
time – this is evidence that the differences can be changed and we should not just accept them as an
expected pattern of outcomes for our people.
This equity-focused data report has been produced to support positive action towards “achieving equity of
outcomes across our communities” - a critical imperative of the MidCentral DHB strategy. It highlights some
key differences in the health and social circumstances of specific groups of people living in the MidCentral
district. Firstly, the demographic characteristics of our community are outlined and then the socioeconomic
opportunities and some key health indicators are considered. An equity centred approach is taken
throughout the report with comparisons of population subgroups being presented and changes over time
being described.

Key findings
Our people

The MidCentral DHB population is ageing. Over the next two decades, the number of people
living in the MidCentral district who are over 65 years of age is expected to increase significantly. By 2038 it
is projected that about 25% of our people will be aged 65 years and over. By about 2030 it is expected that
about half of all people aged 65 years and over will be more than 75 years old.

The ethnic profile of our community is changing. By 2038 it is expected that the proportion of
MIdCentral residents identifying as Maori will increase to almost 30%, alongside increasing proportions of
people identifying as being of Asian and Pacific ethnicities.

Our urban population is growing. Over the next 20 years, population growth is expected in
Palmerston North city and in the Manawatū area. Horowhenua and Otaki ward are expected to experience
very little population growth and a decline in population size is predicted in Tararua.

6
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Our health
The results of the analyses undertaken in this report clearly demonstrate that some groups within the
MidCentral DHB population are less advantaged than others with respect to both socioeconomic
opportunities for good health and key health indicators.
Socioeconomic opportunities for good health

The social realities that influence the opportunities for our people to make choices
for good health are unevenly distributed across the MidCentral community.
A growing proportion of MidCentral residents experienced significant socioeconomic disadvantage in 2013
as compared to 2006. The data clearly demonstrates that Māori and Pasifika populations are overrepresented in the groups experiencing the greatest socioeconomic disadvantage.
Socioeconomic deprivation in the MidCentral district by ethnicity, 2013
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Horowhenua and Otaki ward have the highest proportions of people living in the most deprived
neighbourhoods (deciles 9 & 10). Between 2006 and 2013, Tararua and Horowhenua saw the greatest
growth in the proportion of people living in the most deprived neighbourhoods across the MidCentral
district. Tararua, Horowhenua and Otaki ward also have high proportions of Māori and Pasifika residents.
Socioeconomic deprivation in the MidCentral district by geographical location, 2013
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Inequities in key health indicators
Analysis by ethnicity

Mortality outcomes were considerably worse for MidCentral Māori than for the
MDHB total population between 2006 and 2014. There was little evidence of any
improvement in the equity gap for MidCentral Māori over this time period.
Difference in all-cause mortality rates as an example
As an example of the patterns of inequity observed between MidCentral Maori and the MDHB total
population for almost all of the mortality indicators, the difference in all-cause mortality rates is shown
below.
All-cause mortality rate (age-adjusted), MDHB Māori compared to MDHB total population (2006-2014)
Age-adjusted mortaliy rate, per
100,000

800
700
600
MDHB total population

500

MDHB Māori

400

Linear (MDHB total population)
Linear (MDHB Māori )

300
200
2006 2007 2008 2009 2010 2011 2012 2013 2014
Year

Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

The ratio of all-cause mortality rates for MidCentral Maori and the MDHB total population (using the line of
best fit) suggests an increasing equity gap over the years between 2006 and 2014.

Rate ratio

Ratio of all-cause mortality rates, MidCentral Māori compared to MDHB total population (2006-2014)
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Similar patterns of inequity for MidCentral Māori as compared to the MDHB total population were found
for many of the health indicators examined in this report. Between 2006 and 2014, large differences in
mortality rates between Māori and the total population in the MidCentral district were found for a range of
causes of mortality, including premature deaths1 that are considered somewhat preventable through good
access to high-quality health care (amenable mortality). There was also evidence to suggest that for many
of the mortality indicators no progress was made towards reducing the equity gaps, and for some, the gap
widened further.
Summary of key health equity findings for MidCentral Māori compared to MDHB total population
Rate comparison over time (based on line-of-best-fit)
Indicator

Difference between rates
(per 100,000 population)

Difference between
rates (percent)

Size of
difference
in 2014

Direction of
change
(2006-2014)

2006

2014

2006

2014

All-cause mortality

164.4 per 100,000

242.0 per 100,000

36.2%

60.7%

+++

Difference
increased

Mortality due to
circulatory diseases

54.8 per 100,000

91.2 per 100,000

36.4%

74.7%

+++

Difference
increased

Mortality due to
cancers

34.6 per 100,000

86.0 per 100,000

24.2%

69.1%

+++

Difference
increased

Mortality due to
respiratory diseases

20.3 per 100,000

20.2 per 100,000

59.2%

59.8%

+++

Largely
unchanged

Mortality due to
external causes

30.2 per 100,000

2.9 per 100,000

60.6%

6.6%

+/-

Difference
decreased

Malignant cancer
registrations

No data

No data

No data

No data

-

-

Amenable mortality

121.7 per 100,000

69.2 per 100,000

94.3%

67.2%

+++

Difference
decreased

Acute
hospitalisations**

361.5 per 100,000

223.5 per 100,000

3.7%

2.1%

+/-

Largely
unchanged

Key to size of differences (2014): +/- = <10% difference; + = 10-<20% difference; ++ = 20-<40% difference; +++ = ≥40% difference
**Note: Acute hospitalisation data is for 2006 and 2016 (not 2014)

Analysis by locality

Differences in mortality outcomes across the localities as compared to the MDHB
total population were variable. Differences by locality were not as striking as the
differences between MidCentral Māori and the MDHB total population.
The data in this report shows that Tararua residents tended to be worse off across the range of mortality
indicators between 2006 and 2014 when compared to the MDHB total population. Compared to the MDHB
total population, Horowhenua residents tended to be slightly worse off across many of the mortality
indicators, Manawatū residents tended to be similar or slightly worse off, whilst Palmerston North

1

The term amenable mortality only applies to deaths of people under the age of 75 years from conditions that are
considered amenable to health care interventions.
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residents tended to be similar or slightly better off. The data for all-cause mortality and amenable mortality
by locality of residence is shown below.
Summary of all-cause mortality and amenable mortality rates for residents of different localities
compared to the MDHB total population
Mortality rate comparison over time (based on line-of-best-fit)
Difference between rates

Population group

Difference between
rates (percent)

(per 100,000 population)
2006

2014

2006

2014

Size of
difference
in 2014

Direction of
change
(2006-2014)

All-cause mortality
Tararua

7.0 per 100,000

57.7 per 100,000

1.5%

14.5%

+

Difference
increased

Manawatū

-6.2 per 100,000

6.5 per 100,000

-1.4%

1.6%

+/-

Largely
unchanged

Palmerston North

-21.1 per 100,000

-23.6 per 100,000

-4.6%

-5.9%

+/-

Largely
unchanged

Horowhenua

69.4 per 100,000

45.9 per 100,000

15.3%

11.5%

+

Largely
unchanged

Amenable mortality
Tararua

7.6 per 100,000

39.3 per 100,000

5.9%

38.2%

++

Difference
increased

Manawatū

-4.8 per 100,000

5.3 per 100,000

-3.7%

5.1%

+/-

Largely
unchanged

Palmerston North

-5.1 per 100,000

-10.9 per 100,000

-4.0%

-10.6%

+ (-ve)

Largely
unchanged

Horowhenua

28.1 per 100,000

14.3 per 100,000

21.8%

13.9%

+

Largely
unchanged

Key to size of differences (2014): +/- = <10% difference; + = 10-<20% difference; ++ = 20-<40% difference; +++ = ≥40% difference

Acute hospitalisations analysis

Acute hospitalisation rates did not always reflect the level of ill health2
experienced by particular population groups.
Acute hospitalisation rates for MidCentral Māori, Tararua residents and Palmerston North residents were
similar to the acute hospitalisation rate for the MDHB total population. Acute hospitalisation rates for
Manawatū and Horowhenua residents were about 10% higher and 20% higher respectively when compared
with the acute hospitalisation rate for the MDHB total population.

2

As defined by mortality rates
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Summary of acute hospitalisation rates for different population groups
compared to the MDHB total population
Acute hospitalisation rate comparison over time (based on line-of-best-fit)
Population group

Difference between rates

Difference between
rates (percent)

(per 100,000 population)

Size of
difference
in 2016

Direction of
change
(2006-2016)

2006

2016

2006

2016

361.5 per 100,000

223.5 per 100,000

3.7%

2.1%

+/-

Largely
unchanged

Tararua

-1485.2 per 100,000

-512.2 per 100,000

-15.2%

-4.6%

+/-

Difference
decreased

Manawatū

1052.8 per 100,000

1105.4 per 100,000

10.8%

10.0%

+

Largely
unchanged

13.1 per 100,000

-63.5 per 100,000

0.1%

-0.6%

+/-

Largely
unchanged

2000.4 per 100,000

2218.3 per 100,000

20.5%

20.0%

++

Largely
unchanged

MidCentral Māori

Palmerston North
Horowhenua

Key to size of differences (2014): +/- = <10% difference; + = 10-<20% difference; ++ = 20-<40% difference; +++ = ≥40% difference

Despite evidence of considerably worse health outcomes (as defined by differences in mortality rates), the
acute hospitalisation rate for MidCentral Māori was similar to the acute hospitalisation rate for the MDHB
total population.

Conclusion
In summary, the data presented in this report clearly shows that Māori are least advantaged in the
MidCentral district with respect to both socioeconomic opportunities for good health as well as mortality
outcomes, and that this situation may be worsening. The data also suggests that notable disadvantage may
be emerging for Tararua residents. Horowhenua residents have often been shown to have significantly
poorer health outcomes when compared to other MidCentral residents, however the data in this report
suggests that this may have improved over recent years for some of the key health indicators examined.
This equity-focused data report strongly confirms the urgent need to take action to reduce health
inequities between MidCentral Māori and the MDHB total population. Our local data clearly shows stark
inequities in mortality indicators for MidCentral Māori and there is evidence that the situation may be
worsening. The data in this report also urges us to consider emerging inequities in health outcomes for
Tararua residents and continue to work on reducing inequities for the people of Horowhenua.
Further analyses using socioeconomic indicators are required to demonstrate health inequities within our
community that are driven by significant financial and material deprivation. Such analyses will also add to
our understanding of health differences within localities and within ethnic groups that are influenced by
socioeconomic opportunities for good health. We must continue to collect and analyse relevant data to
build our intelligence around health inequity across our communities3, whilst taking affirmative action now
to “turn the tide” and improve the health of all people in our district.
3

Including prioritising specific analyses to describe inequities experienced by Pacific peoples and people who are socioeconomic disadvantaged in
the MidCentral district.
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Introduction

Purpose
This equity-focused data report has been produced to support positive action towards “achieving equity of
outcomes across our communities” - a key imperative of the MidCentral DHB strategy. A shared
understanding of differences in health outcomes within our population was identified by the Equity
Strategic Imperative Working Group as a necessary part of any organisational-wide approach to eliminating
health inequities in our community.4
This report aims to highlight some key differences in the health and social circumstances of specific groups
of people living in the MidCentral district. The content of the report complements the recently completed
MidCentral DHB Health Needs Assessment 2017 and looks at similar health status data from a clearly
equity-focused viewpoint. It is hoped that this report offers a user-friendly appraisal of some high-level
health indicator disparities which exist within our population and subsequently stimulates the reader to
question the possible reasons for these differences and what can be done to address them. Together we
need to explore the way forward to better understand the drivers of health inequities in our community
and take purposeful action to eliminate them.

Methodology
This report takes an equity-focused approach to examining health and social data for the MidCentral
population. All data is analysed by comparing a specific subgroup of interest with a comparator group
(usually the relevant total population) and describing any differences between population groups. This
report also focuses on changes in the data over time. Much of the data is presented for multiple years to
try to determine if patterns exist and/or whether any new or unexpected data trends are emerging.
Data sources
This report uses readily available, nationally-collected data5 to describe the demographic characteristics of
the people living in the MidCentral district and the socioeconomic conditions that contribute to their
opportunities for good health. Mortality and acute hospitalisations data6 is presented to describe the
health status of people living in the MidCentral district. The raw data for this analysis was sourced from the
recently completed MidCentral DHB Health Needs Assessment 2017.
Analytical approach
Demographic and socioeconomic data
Comparative analyses for demographic and socioeconomic data are presented by ethnicity, geographical
locality of residence and socioeconomic deprivation wherever possible.

4
For an introduction to achieving health equity in the MidCentral district please refer to “Achieving Health Equity Think Piece 2018: Let’s lead the
way!”, MidCentral DHB, April 2018.
5
Statistics New Zealand Census collections and the New Zealand Indexes of Deprivation.
6
Mortality data is used because there is no ambiguity about what it means or its seriousness. Acute hospitalisations data is used as an indicator of
the utilisation of health services by people in our community.
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Mortality and acute hospitalisations data
Comparative analyses for health indicator data are presented for subgroups based on two key factors - 1)
Māori ethnicity; and 2) geographical locality of residence. These two factors were chosen for practical
reasons related to data availability at a sub-group level.
As has been previously mentioned, the primary purpose of this report is to make comparisons between
different subgroups within our population to identify inequalities that exist in the data and any patterns
that are occurring or may be emerging with respect to inequalities. For this reason, most of the data
included is reported in a form that enables comparisons to be made. Where relevant, data is described in
the form of rates calculated for a particular population of interest over multiple time points. The use of
rates allows us to compare populations of different sizes.7 All rates presented in this technical report are
age-adjusted which allows us to compare populations with different age distributions.8 Crude rates (rates
that have not been adjusted for the age distribution of the population) have not been included in this
report but are available in the MidCentral DHB Health Needs Assessment 2017.
The provision of health care can impact upon equity of outcomes in range of ways. Figure 1 provides three
examples which show the potential impact of a health care intervention using an equity lens.
Figure 1: Possible equity outcomes of a successful health intervention9

Total population: Improving
Equity: No change

Total population: Improving
Equity: Gap increasing

Total population: Improving
Equity: Gap decreased

Each of these graphs demonstrates an improvement in total population health of exactly the same
magnitude over time (as represented by the blue dotted line). Each graph also shows the impact of the
health intervention on the health of the most advantaged population (represented by the red line) and the
least advantaged population (represented by the green line). In each of the three scenarios the health
status of the most advantaged and the least advantaged populations is also increasing, but to differing
extents.
There is an obvious difference in health status between the most advantaged group and the least
advantaged group at the beginning of each graph. Although the total population health gain is the same for
all three scenarios, the benefits of the intervention are distributed differently across the population. In the
first graph, the health intervention benefits both groups equally. The health status gap between the two
groups remains the same and the existing difference is maintained. In the second graph, the most
advantaged group receives the greatest benefit from the intervention and the least advantaged group
7

This is achieved by dividing the number of specific events occurring (e.g. deaths) in different populations by the number of people in the relevant
population to come up with a number of occurrences in a population of a certain size (often per 100,000 people) so that we can then compare
populations.
8
Age-adjustment means that the data has been manipulated using statistical methods (age-standardisation) to compensate for differences in the
age distribution of the populations being compared, which allows us to compare populations that have different age structures.
9
Adapted from Finding Answers – Disparities Research for Change. http://www.solvingdisparities.org/
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benefits to a lesser extent. This unequal distribution of benefits results in exacerbation of the difference
between the groups. In the third scenario, the least advantaged group benefits the most and the most
advantaged group benefits to a lesser extent. This distribution of benefits all but eliminates the difference
between the groups. Assuming the difference that is referred in these examples is unfair and unjust (and
therefore represents an inequity) then the third scenario provides a clear illustration of an intervention that
effectively addresses inequity.
With this in mind, the health status data that is presented in this report aims to identify differences
between population groups and assess any change in such differences over time. In order to achieve this,
firstly annual rates of certain health indicators are compared. A line-of-best-fit has been generated for each
run of annual rates in an attempt to help clarify any differences between groups, whether any trend may
exist over time and if so, whether that trend is increasing or decreasing10. Secondly, a ratio between the
rate of the health indicator in the population subgroup of interest and the total population comparison
group for each year has been calculated. The rate ratio describes the magnitude of the difference between
the rates over time. If the ratio is greater than 1 then this suggests that the rate is higher in the population
subgroup of interest than in the total population; if the ratio is less than 1 then it suggests the rate is lower
in the population subgroup of interest compared to the total population. By plotting the ratio over time, it
may be possible to determine whether any difference in the two groups being compared is increasing or
decreasing.

Data limitations
Population demographics
Although data about socioeconomic circumstances is included in this report, this is only by means of New
Zealand Deprivation Index scores. No detailed information has been included about specific social factors
that influence socioeconomic status such as income, education and employment and no data is presented
on living conditions that impact on health such as housing.
Health and wellbeing indicators
There is no data in this report that describes personal health behaviours or measures of health care
utilisation (other than acute hospitalisations) for the MidCentral district population. The inclusion of these
key contributors to the health and wellbeing of our population was not possible for this report due to time,
resource and analytical capacity constraints. It is intended that these data gaps will be remediated in a
future update to this report.
With respect to the mortality and acute hospitalisation data, other subgroup analyses that would be
valuable in the context of describing health inequities include the health of Pacific people and people
experiencing high levels of deprivation across the MidCentral district. Relevant data for people of Pacific
ethnicity living in the MidCentral district is available however it is difficult to analyse and interpret due to
very small numbers resulting in marked variability over time. Data stratified according to socioeconomic
deprivation (using NZDep scores) is also available however relevant population data required to calculate

10
The ability of the line-of-best-fit to describe a trend accurately depends on the extent of variation in the annual data. Where there is marked
variation over time, the linear line-of-best-fit will be considerably less reliable at describing the trends.
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rates was not able to be obtained. It is possible that this data may become available by special request to
Statistics New Zealand in the future which would allow analyses by socioeconomic status to be undertaken.

Statistical limitations
The key limitation of the data presented in this report occurs due to the relatively small population of the
MidCentral district when it comes to population health data analysis. Disaggregation of the total population
data to describe the subgroups of interest results in smaller numbers for the analyses which exaggerates
these limitations. Whilst disaggregation of the data is necessary to reveal the health and social realities for
different groups within our population, it can restrict our interpretation of the analysis for the following
reasons:
 Patterns that emerge from data based on small numbers may be unreliable
 Calculation of rates from relatively small numbers result in marked variability over time
 True patterns may not reach statistical significance and therefore may be disregarded prematurely
 Well-researched national patterns may not be able to be reproduced using local data
It is important to bear these limitations in mind when considering the data presented in this report. It is
common for analyses of subgroups in the population to be challenging from a statistical perspective due to
smaller numbers and the associated variability of the data over time. The comparative review of data in this
report has not been analysed using statistical modelling or tests of significance and this may restrict the
interpretation of the information presented.11 In saying that, the analyses in this report are not intended to
provide definitive evidence about all health inequities within our community, nor can they explain the
reasons for any patterns that that may be seen or suggested by the data. Rather, the findings of this report
are intended to prompt questions about the presence and possible reasons for differences in health and
social factors that are identified, stimulate meaningful enquiry into any possible changes that may be
occurring or emerging over time, and provide a springboard for action to deepen our understanding about
the inequities that exist, how we can address them effectively, and how we can monitor our progress to
eliminate them over time.

Supporting documents
There are a number of published documents that provide additional information to complement the data
contained in this report. Some resources that offer further insights into health inequities in the MidCentral
district include:
1. Health Needs Assessment 2015. Available at:
http://www.midcentraldhb.govt.nz/Publications/AllPublications/Documents/Health%20Needs%20Assessment%202015.pdf

2. Health Needs Assessment 2009. Available at:
http://www.midcentraldhb.govt.nz/Publications/AllPublications/Documents/2008%20Health%20Needs%20Assessment%20%20final%20web.pdf

3. MidCentral District Health Board Māori Health Profile 2015. Available at:
http://www.otago.ac.nz/wellington/departments/publichealth/research/erupomare/research/otago152516.pdf

11

If a statistically significant association cannot be demonstrated then this can sometimes lead to the conclusion that there is no association at all.
In many situations this will be true, however, it is also possible that a real association does exist but that the analysis of available data does not have
the necessary power to reach statistical significance. Under these circumstances, it can be said that “absence of evidence is not evidence of
absence”, which suggests that sometimes we should not prematurely disregard a non-significant pattern (statistically speaking) that could in fact
indicate an emerging trend. Instead, such findings should prompt us to ask further questions to clarify associations that are suggested wherever
possible and to monitor available data for any potential change in the situation.
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Section A: The People of MidCentral
This section describes the people living in our district using nationally collected data from the New Zealand
Census. It also describes how our population is changing by looking back at historical data and, where data
is available, by looking at projections for the future.

1.

Geography

The geographical area of the MidCentral District Health Board (MDHB) stretches across the middle of the
lower North Island from the west to the east coast and is traversed by the Tararua and Ruahine ranges from
north to south. The district is made up of four main territorial local authority areas (TLAs) which are
Horowhenua district, Manawatū district, Palmerston North City and Tararua district. The MidCentral DHB
area also covers the Otaki ward of the Kapiti Coast district.
Figure 2: Map of MidCentral DHB geographical area

Source: Ministry of Health
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2.

Our People - Current Population Profile

2.1

Population size and geographical distribution

In 2013 there were 162,564 people living in the MidCentral DHB catchment area. Almost half (49.3%) of the
population were living in Palmerston North City with smaller proportions of the population living in the
other Territorial Local Authority areas of Horowhenua (18.5%), Manawatū (16.9%), Tararua (10.4%) and
Otaki ward (5.0%).
Figure 3: Population of MidCentral DHB by Territorial Local Authority area of residence, 2013

Manawatū
16.9%

Horowhenua
18.5%

Otaki ward
5.0%

Tararua
10.4%

Palmerston North
City
49.3%

Source: Statistics NZ Census 2013

2.2

Population age and sex distribution

2.2.1

Total population

Just under half (48.7%) of the population living in the MidCentral district in 2013 were aged between 25
and 64 years. The MidCentral population had a slightly lower percentage of people in the lower age ranges
(0-44 years) and a slightly higher percentage of people in the higher age ranges (45 years and over) when
compared to the New Zealand population.
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Table 9: MidCentral DHB population by broad age group, 2013, compared to New Zealand
MidCentral DHB

Age group

New Zealand

n

%

n

%

Under 15 years

32,835

20.2

865,632

20.4

15-24 years

23,712

14.6

586,443

13.8

25-44 years

37,530

23.1

1,087,959

25.6

45-64 years

41,604

25.6

1,094,979

25.8

65 years and over

26,880

16.5

607,035

14.3

Total, all ages

162,564

100

4,242,048

100

Source: Statistics NZ, Census 2013

The gender composition of the MidCentral population was similar to that of the total New Zealand
population. Generally there were slightly higher proportions of males in the younger age groups (under 25
years) and slightly higher proportions of females in the oldest age group (65 years and over).
The age distribution of the MidCentral DHB population (by sex) can be visually depicted using a population
pyramid which shows the proportion of people in each 5-year age group (see Figure 4 below).
Figure 4: MidCentral DHB population pyramid, total population, 2013
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15-19 years
10-14 years
5-9 years
0-4 years

Male
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Source: Statistics NZ, Census 2013 (District Health Board constituency tables)

2.2.2

Māori population

The age distribution of Māori living in the MidCentral district is notably different from that of non-Māori
MidCentral residents. The Māori population is much younger than the non-Māori population with more
than three quarters (77.4%) of Māori residents being less than 45 years of age as compared to 53.8% of
non-Māori residents. More than one third (34.8%) of MidCentral Māori are aged under 15 years and only
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5% are aged 65 years and over. This is in stark contrast to the non-Māori population where only 17.1% are
aged under 15 years and almost one-fifth (19.0%) are aged 65 years and over.
Table 10: MidCentral Māori population by broad age group compared to non-Māori, 2013

Māori

Age group

non-Māori

n

%

n

%

Under 15 years

9876

34.8

22956

17.1

15-24 years

5379

19.0

18330

13.7

25-44 years

6678

23.6

30849

23.0

45-64 years

4977

17.6

36630

27.3

65 years and over

1425

5.0

25464

19.0

Total, all ages

28347

100

134217

100

Source: Statistics New Zealand, Census 2013

The differences in the age distributions of the Māori and non-Māori population living in the MidCentral
district is perhaps more easily demonstrated in the form of a comparative population pyramid (see Figure 5
below).
Figure 5: MidCentral DHB population pyramid, Māori compared with non-Māori, 2013
85 years and over
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50-54 years
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non-Māori
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Source: Statistics NZ, Census 2013 (District Health Board constituency tables)

It is clearly seen from this graphical representation that the Māori population is significantly skewed
towards the younger age groups when compared with the non-Māori population. The non-Māori
population is more evenly distributed across the age groups for people under 65 years of age. It is also
evident that beyond the age of 55 years the size of the Māori population rapidly begins to decline. This is
strikingly different from the pattern seen for the non-Māori population where the decline begins later in
life and occurs more slowly.
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2.3

Ethnic diversity

The MidCentral population is ethnically diverse. The ethnic groups to which the majority of people living in
the MidCentral district belong are NZ European and Māori. There are also smaller numbers of people who
identify with Pacific, Asian and a range of other ethnicities.
Of all of the people who stated their ethnicity in the 2013 Census, almost 85% of the total MidCentral
population identified as NZ European and Other, 18% identified as Māori, almost 4% identified as Pacific,
and 6% identified as Asian (see Figure 6). Younger age groups had higher proportions of people who
identified as being of Māori and/or Pacific ethnicity as compared to older age groups.

Percentage

Figure 6: MidCentral DHB population by ethnicity and age, 2013
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
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15-24 years

25-44 years

45-64 years

65 years
and over

MDHB - all
ages

European and Other

82.4%

80.9%

80.8%

87.0%

93.4%

84.9%

Māori

31.5%

24.1%

18.8%

12.5%

5.5%

18.3%

Pacific

7.5%

5.2%

3.7%

1.9%

0.8%

3.7%

Asian

6.7%

8.5%

9.0%

4.3%

2.3%

6.1%

Source: Statistics NZ, Census 2013 (District Health Board constituency tables)
Note: Percentages do not add up to 100% as people are able to identify with more than one ethnic group

2.3.1

Ethnic diversity across geographical communities

The distribution of people by ethnicity across the MidCentral district varies by geographical locality (see
Figure 7).
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Figure 7: MidCentral DHB population by ethnicity and locality, 2013
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Source: Census 2013, Stats NZ

More than 80% of people living in all MidCentral DHB localities identify as being of European or Other
ethnicities. This proportion is highest in Manawatū where more than 92% of people identify as European or
Other. The TLA areas with the highest proportion of residents identifying as Māori are Tararua,
Horowhenua and Otaki – in all of these areas at more than one-fifth of all residents are Māori. The
proportion of people living in Manawatū and Tararua who identify as Pacific is very low (1.6% and 1.5%
respectively). The proportion of people identifying as Pacific in the other three localities is between 4% and
5%. Palmerston North City has the greatest proportion of residents who identify as Asian (9.7%), with
relatively low proportions (between 1.8% and 3.8%) of Asian residents living in the other geographical
areas.

2.3.2

Refugees

The MidCentral district is one of six refugee resettlement areas in New Zealand. Since 2006, more than
1000 refugees have resettled in our district and this is equivalent to 13% of all refugees who have been
resettled in New Zealand over this time period. Most of the refugees who have settled in the MidCentral
district are from Afghanistan, Bhutan, or Myanmar, with smaller numbers from Congo, Nepal, India,
Palestine, Syria and Thailand.
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3.

Our People - How Is Our Population Changing?

This section considers how our population is projected to change over the next 20 years.12 Changing
demographic patterns for the MidCentral population are likely to have important implications for the
health sector.

3.1

Population growth

During the twelve years between 2001 and 2013, the population of the MidCentral district increased by
4.9% (7578 people). This trend of relatively slow population growth (approximately 0.4% growth per year)
is predicted to continue with the projected population size in 2038 estimated to be about 185,000.
Changes in population size are expected to vary across the main geographical localities over the next two
decades. Figure 8 shows that for the 25 years between 2013 and 2038 it is expected that Palmerston North
City and the Manawatū district will experience population growth. Horowhenua and Otaki ward are
expected to have very little change in population size and the number of people living in the Tararua district
is expected to decline.
Figure 8: Projected population estimates for MidCentral DHB to 2038, by geographical location
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Source: Statistics New Zealand, DHB population projections (medium projection)

By 2038 it is expected that the proportion of MidCentral residents living in Palmerston North City will
increase to about 52%. About 17% are expected to be living in Manawatū, 16% in Horowhenua and 6% in
Otaki ward. The proportion of MidCentral residents living in Tararua is expected to fall to less than 9%.

12

Statistics New Zealand periodically publish population projections at national, subnational and area unit level which give an indication of the likely
future population size and composition.
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3.2

Age distribution changes

3.2.1

Total population

As shown in Figure 9, by 2038 the number of people aged 65 years and over living in the MidCentral district
is expected to increase significantly (80% increase from 2013). An increase in the number of people aged
25-44 years also projected to occur. The number of children and young people is expected to decline
slightly (4% decrease for 0-14 years and 7% decrease for 15-24 years), with a decline in the number of
people aged 40-64 years also expected (10% decrease for 45-64 year age group).
Figure 9: Projected population estimates for MidCentral DHB to 2038, by broad age groupings
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Source: Statistics New Zealand, DHB population projections (medium projection)

By 2038 it is expected that about 25% of MidCentral residents will be aged 65 years and over and a further
25% will be aged between 45 and 64 years. Children and young people will make up about 30% of the
population (17% and 12% for 0-14 year olds and 15-24 year olds respectively). Adults aged between 25 and
44 years are expected to make up just over 20% of the population.
Figure 10 provides a population pyramid view of the expected change in the MidCentral DHB total
population between 2013 and 2038. It can be seen that by 2038 the proportion of people in the older age
groups will be much higher and the age distribution of the population will become more evenly distributed
right across all age ranges.
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Figure 10: MidCentral DHB population pyramid, total population, 2013 compared to 2038 (projected)
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Source: Statistics NZ - Census 2013 (District Health Board constituency tables) and DHB population projections (medium projection)

Within the rapidly growing population of people aged 65 years and over living in MidCentral over the next
two decades, the number of people aged between 65 and 74 years is expected to increase rapidly for about
10 years and then plateau, whilst growth in the population aged 75 years and above is expected to
continue in a rapid growth phase for 20 years or more (see Figure 11).
Figure 11: Projected population estimates for people aged 65 years and over in MidCentral DHB
to 2038, by broad age groupings
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Source: Statistics New Zealand, DHB population projections (medium projection)

3.2.2

MidCentral Māori population

As shown in Figure 12, by 2038 the number of Māori aged 65 years and over living in the MidCentral district
is expected to almost triple (290% increase from 2013). A large increase in the number of Māori aged 25-44
years is also projected to occur (80% increase between 2013 and 2038). Smaller increases are expected for
Māori aged 0-14 years, 15-24 years and 40-64 years over the next two decades.
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Figure 12: Projected population estimates for MDHB Māori to 2038, by broad age groupings
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Source: Statistics New Zealand, DHB population projections (medium projection)

By 2038 it is expected that about 12% of MidCentral Māori will be aged 65 years and over and a further
16% will be aged between 45 and 64 years. Children and young people will make up almost half of the
Māori population (30% and 17% for 0-14 year olds and 15-24 year olds respectively). Adults aged between
25 and 44 years are expected to make up just over 25% of the MidCentral Māori population.
Figure 13 (below) shows that by 2038 the MidCentral Māori population is still expected to have a significant
proportion of people in younger age groups, however, the proportion of older Māori is expected to have
increased considerably.
Figure 13: MidCentral Māori population pyramid, 2013 compared with 2038 (projected)
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Source: Statistics NZ - Census 2013 (District Health Board constituency tables) and DHB population projections (medium projection)
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3.3

Changing ethnic diversity

The ethnicity profile of the people living in the MidCentral DHB area is also expected to change over the
next 20 years (see Figure 14). The proportion of people identifying as being of European or Other13 ethnicity
is projected to decrease whilst the proportions of people identifying as Māori, Pacific or Asian are all
expected to increase.
Figure 14: Projected population estimates for MidCentral DHB to 2038, by ethnicity
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Source: Statistics New Zealand, DHB population projections (medium projection)

By 2038 it is expected that the proportion of people living in the MidCentral district identifying as Māori will
increase to almost 30%, with Asian and Pacific people making up about 10% and 5% of the total population
respectively. The proportion of the population identifying as NZ European and Other is expected to fall to
about 60%.

13

European or Other ethnicity is defined as people who do not identify as being of Māori, Pacific or Asian ethnicity.
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4.

Our People - Summary of Population Demographics

Table 11 summarises the demographic profile of the MidCentral district population. It provides an overview
of the population as at the time of the 2013 NZ Census and offers a view two decades into the future as
described by population projections undertaken by Statistics NZ.
Table 11: Summary of population demographics

Where do our people live?
2013 Census

Looking forward to 2038

About half of all MidCentral residents live in
Palmerston North City.

Population growth over the next 20 years is expected to
occur in Palmerston North City and in Manawatū.
Horowhenua and Otaki are expected to experience very
little population growth and a decline in population size
is expected in Tararua.

Almost 20% live in Horowhenua, about 17 % live in
Manawatū, 10 % live in Tararua and the remaining 5%
live in the Otaki ward.

By 2038 it is expected that the proportion of MidCentral
residents living in Palmerston North City will increase to
about 52%. About 17% are expected to be living in
Manawatū, 16% in Horowhenua and 6% in Otaki ward.
The proportion of MidCentral residents living in Tararua
is expected to fall to less than 9%.

What is the balance of older and younger people?
2013 Census

Looking forward to 2038

About half of the current MidCentral population is
aged between 25 and 64 years.

The MidCentral population is expected to age
significantly over the next 20 years.

About 35% are aged less than 25 years and just over
15% are over the age of 65 years.

It is expected that the number of people aged 65 years
and over will almost double and people in this age group
are expected to make up about 25% of the MDHB total
population in 2038.

The MDHB Māori population has a younger age
structure than the non-Māori population. About 54%
of MidCentral Māori are under 25 years of age and
only 5% of MDHB Māori are aged 65 years and over.

By 2038 it is expected that about 12% of MidCentral
Māori will be aged 65 years and over and a further 16%
will be aged between 45 and 64 years. It is expected
that about 47% will be under 25 years of age.

How ethnically diverse are we?
2013 Census

Looking forward to 2038

In 2013, about 85% of MidCentral residents identified
as NZ European and Other, 18% identified as Māori,
6% identified as Asian, and 4% identified as Pacific.

Our population is becoming more ethnically diverse.

There are higher proportions of people identifying as
Māori and Pacific in younger age groups.

Significant growth is expected in the proportion of
people identifying as belonging to Māori, Pacific and
Asian ethnic groups.

Across the localities, Manawatū has the highest
proportion of people who identified as NZ European
and Other (92%).

By 2038 it is expected that the proportion of people
identifying as Māori will increase to almost 30%, with
Asian and Pacific people making up about 10% and 5%
of the total population respectively.

More than 20% of people in Tararua, Horowhenua
and Otaki ward identified as Māori.

The proportion of the population identifying as NZ
European and Other is expected to fall to about 60%.

27

79

5.

Opportunities for good health

Our opportunities for good health start long before we need medical care. Health begins where we live,
work, learn and play and all people should have the chance to make choices that lead to good health.
Unfortunately this is not the reality for many people living in our community who struggle to afford the
basics in life and suffer the detrimental health effects of living without the benefits of a good education,
ample employment opportunities, sufficient income, freedom from discrimination, a safe environment and
strong social networks.
The social realities that influence the opportunities for our people to make choices for
good health and wellbeing are unevenly distributed across the MidCentral community.
This section will describe the socioeconomic conditions that have an important influence on equity of
health outcomes for people and whanau in the MidCentral district.

5.1

Socioeconomic conditions

5.1.1 The New Zealand Index of Deprivation
The New Zealand Index of Deprivation is a well-known tool which is used to describe the level of
socioeconomic deprivation experienced by people living in clearly defined neighbourhoods across New
Zealand14. The most recent deprivation index (NZDep13) is based on nine indicators15 taken from the 2013
New Zealand Census and gives a weighted score for small geographical areas called meshblocks. From this
score, meshblocks are divided into deciles from 1 (least deprived) to 10 (most deprived).16
It is not uncommon for meshblock information to be aggregated to provide average scores and decile
categories for larger geographical areas called Census Area Units (CAUs). An important limitation of this
approach is that the resulting average scores disguise heterogeneity within Census Area Units.
For example, within Census Area Unit 562600, Terrace End (in Palmerston North City), the NZDep13 decile
values for contributing meshblocks vary from 1 to 10, as shown in Figure 15. However the single population
weighted CAU decile value for the Terrace End CAU is 6. Clearly this single value does not adequately
describe the variation in deprivation within the Census Area Unit.

Usually resident
population

Figure 15: Socioeconomic deprivation within Census Area Unit 562600 (Terrace End)
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NZDep13 deprivation scores apply to areas rather than individual people.
The nine indicators used in NZDep13 are outlined in Appendix 1.
16
The New Zealand Index of Deprivation is designed to measure relative socioeconomic deprivation, not absolute socioeconomic deprivation.
15
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Although undertaking analyses using non-aggregated meshblock data is preferable, for the purposes of this
report all NZDep13 data used is at CAU level unless otherwise stated. This has been done for practical
reasons as most of the readily available Census 2013 population data is at CAU level.
For the purposes of simplifying visual representations of data related to NZDep13 scores, analyses in this
report will often aggregate the ten deciles into five corresponding quintiles. For example, quintile 1 is an
aggregate of deciles 1 and 2 and therefore represents the 20% of areas with the lowest NZDep scores.
When using the index it is important to remember that NZDep scores are merely a proxy or partial measure
of socioeconomic deprivation. So as not to confuse the NZDep indicator with the phenomenon of
socioeconomic deprivation which it is intended to measure, this report will refer to “areas (or
neighbourhoods) that have the most deprived NZDep scores” rather than “the most deprived areas”.

5.1.2

Socioeconomic deprivation in the MidCentral district

In general, people living in the MidCentral district experience greater socioeconomic deprivation than the
population of New Zealand overall.
Figure 16: Socioeconomic deprivation in the MidCentral district as compared to New Zealand, 2013
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Source: NZDep13 Census Area Unit data

Figure 16 shows that in MidCentral there are smaller proportions of people living in areas that have the
least deprived NZDep scores (i.e. quintile 1) and greater proportions of people living in areas that have the
most deprived NZDep scores (i.e. quintile 5) as compared to New Zealand as a whole.

5.1.2.1 Socioeconomic deprivation by ethnicity
The proportion of people experiencing different levels of socioeconomic disadvantage varies by ethnicity.
Across New Zealand, Māori and Pacific peoples are more likely to live in neighbourhoods with high
deprivation scores than people of other ethnicities. This nationally evident pattern is also apparent in the
MidCentral district.
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Figure 17: Socioeconomic deprivation in the MidCentral district by ethnicity, 2013
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Sources: Census 2013, Stats NZ and NZDep13 (Census Area Unit data)

Figure 17 shows that for each ethnic group there are higher proportions of people living in quintile five
areas than in areas with lower NZDep scores. This reflects the fact that in the MidCentral district overall
there is a higher proportion of people living in areas with high deprivation scores than in areas with low
deprivation scores.
The ethnic groups with the largest proportions of people living in quintile 5 neighbourhoods (high
deprivation scores) are Māori and Pasifika (48.4% and 53.0% respectively). There are very low proportions
of Māori and Pasifika people living in quintile 1 neighbourhoods (3.6% and 2.0% respectively). Although the
European and Others ethnic group has a lower proportion of people living in quintile 5 neighbourhoods
than Māori and Pacific ethnic groups, almost three-quarters of all people living in quintile 5
neighbourhoods in the MidCentral district belong to the European and Others ethnic group.

5.1.2.2 Socioeconomic deprivation by geographical location
Within the MidCentral district there are also geographical differences in socioeconomic disadvantage
across our communities (see Figure 18).
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Figure 18: Map showing the geographical distribution of NZDep13 scores* in the MidCentral district
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Source: CPHR online, Available at http://cphronline.massey.ac.nz/maps/maps_nz_dep_index.html
*NZDep13 deciles for this map are based on Census Area Unit level data

In general, people living in Horowhenua and Otaki experience greater socioeconomic deprivation than the
people living in Manawatū, Palmerston North and Tararua.
Figure 19: Socioeconomic deprivation in the MidCentral district by geographical location, 2013
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Source: NZDep13 (Census Area Unit data)

31

83
It can be seen in Figure 19 that compared to all people living in the MidCentral DHB area, there are larger
proportions of people in Horowhenua, Otaki ward and, to a lesser degree, Tararua who live in
neighbourhoods with high deprivation scores. In contrast to this, in the Manawatū and Palmerston North
areas there are slightly higher proportions of people who live in areas that have low NZDep13 scores and
slightly lower proportions of people who live in areas with high NZDep13 scores as compared to the overall
MidCentral population. In Tararua, whilst there are not quite the same proportions of people living in
neighbourhoods with very high deprivation scores as in Horowhenua and Otaki, there are still smaller
proportions of people who live in areas with low deprivation scores as compared to the total MidCentral
population.
When interpreting data about socioeconomic deprivation, it is important to note that there is significant
variation in the level of socioeconomic disadvantage experienced by people living within specific
geographical locations. For example, although people living in Horowhenua and the Otaki ward of the
MidCentral district are generally considered to experience high levels of deprivation, there are some people
living in these locations who have very little experience of socioeconomic disadvantage. Similarly in the
Manawatū area, although in general many people can be considered to be socioeconomically well off,
there are significant numbers of people living in neighbourhoods with relatively high deprivation. The
variation becomes even more evident when the data is examined for each geographical location at a more
detailed level17.

17

Census Area Unit (CAU) data aggregates more detailed information (from smaller mesh block level) and an average NZDep13 score is applied to
the whole CAU. This results in variation within the CAU being masked with assumptions being made about the level of deprivation experienced by
all people living in that neighbourhood location.
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6.

How are opportunities for good health changing for MidCentral residents?

This section describes how socioeconomic conditions as described by the New Zealand Indexes of
Deprivation (NZDep scores) have changed across the MidCentral district over recent years.

6.1

Changing socioeconomic circumstances in the MidCentral district

Figure 20 compares the profile of socioeconomic deprivation across the MidCentral district in 2006 with the
same profile in 2013.
Figure 20: Socioeconomic deprivation in the MidCentral district, comparison between 2006 and 2013
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Source: NZDep06 and NZDep13 Census Area Unit data

This graph shows that the proportion of MidCentral residents living in areas with the lowest levels of
deprivation (quintile 1 areas) has declined and the proportion of residents living in the most deprived
neighbourhoods (quintile 5 areas) has increased between 2006 and 2013.

6.1.1

Socioeconomic deprivation by ethnicity

Figures 21, 22, 23 and 24 show the change in socioeconomic profiles between 2006 and 2013 for
MidCentral residents by ethnicity.
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Figure 22: Socioeconomic deprivation for MDHB
Pasifika, 2006 compared to 2013
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Figure 21: Socioeconomic deprivation for MDHB
Māori, 2006 compared to 2013
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Figure 23: Socioeconomic deprivation for MDHB
Asian, 2006 compared to 2013

Figure 24: Socioeconomic deprivation for MDHB
European and Others, 2006 compared to 2013
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These graphs show that for all ethnic groups there are higher proportions of people living in areas with
higher deprivation scores and smaller proportions of people living in areas with the lowest deprivation
scores in 2013 as compared to 2006. MidCentral Māori and Pasifika populations have the greatest
proportions of people living in the areas with the highest deprivation scores.
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6.1.2

Socioeconomic deprivation by geographical location

The following figures show the change in socioeconomic profiles between 2006 and 2013 for MidCentral
residents by locality.
Figure 26: Socioeconomic deprivation in
Palmerston North City, 2006 compared to 2013
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Figure 2: Socioeconomic deprivation in
Horowhenua, 2006 compared to 2013
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Figure 27: Socioeconomic deprivation in
Manawatū, 2006 compared to 2013

Figure 28: Socioeconomic deprivation in Tararua,
2006 compared to 2013
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Figure 29: Socioeconomic deprivation in Otaki
ward, 2006 compared to 2013

These graphs show that for all localities except
the Otaki ward, there has been some shift
towards higher proportions of people living in
neighbourhoods with the highest deprivation
scores (quintile 5 areas) in 2013 as compared to
2006. This change can be seen most noticeably in
Horowhenua.
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7.

Opportunities for good health – Summary of socioeconomic conditions

Table 12 summarises the socioeconomic circumstances of the MidCentral district population. It provides an
overview as at the time of the 2013 NZ Census and looks back to the previous Census in 2006 to examine
how socioeconomic circumstances for our people have changed in recent years.
Table 12: Summary of opportunities for good health (socioeconomic circumstances)

What are the socioeconomic circumstances of our people?
2013 Census

Change since 2006
The proportion of MidCentral residents living in
neighbourhoods with the highest deprivation scores
increased considerably between 2006 and 2013 (from
24% in 2006 to 34% in 2013).
The proportion of people living in neighbourhoods with
the lowest deprivation scores has declined from 11% in
2006 to 8% in 2013.

People living in the MidCentral district tend to
experience higher levels of socioeconomic deprivation
than the New Zealand population as a whole.
More than one third of MidCentral residents live in
neighbourhoods with the highest deprivation scores
(deciles 9 and 10).
Less than 10% of MidCentral residents live in
neighbourhoods with the lowest deprivation scores
(deciles 1 and 2).

Which ethnic groups have the least opportunity for good health from a socioeconomic perspective?
2013 Census
Within our MidCentral communities, Māori and Pacific
people experience the greatest levels of socioeconomic
disadvantage (i.e. they are financially and materially
18
worse off).

Change since 2006
The proportion of MidCentral Māori living in
neighbourhoods with the highest deprivation scores
increased considerably between 2006 and 2013 (from
37% in 2006 to 48% in 2013).
The proportion of MidCentral Pasifika residents living in
neighbourhoods with the highest deprivation scores
also increased considerably between 2006 and 2013
(from 40% in 2006 to 53% in 2013).

About 48% of all MidCentral Māori and 53% of all
MidCentral Pacific people live in neighbourhoods with
the highest deprivation scores (deciles 9 and 10).
Less than 4% of Māori and Pacific people live in
neighbourhoods with the lowest deprivation scores
(deciles 1 and 2).

Which geographical communities have the least opportunity for good health
from a socioeconomic perspective?
2013 Census
Residents of Horowhenua and Otaki ward experience
the greatest levels of socioeconomic disadvantage (i.e.
they are financially and materially worse off). About
70% of residents in Horowhenua and Otaki ward live in
neighbourhoods with the highest deprivation scores
(deciles 9 and 10).

Change since 2006
The proportion of Horowhenua residents living in
neighbourhoods with the highest deprivation scores
increased considerably between 2006 and 2013 (from
45% in 2006 to 71% in 2013).
The proportion of Tararua residents living in decile 9
and 10 neighbourhoods increased from 29% to 43%
between 2006 and 2013.
The proportion of Manawatū residents living in
neighbourhoods with the highest deprivation scores,
although generally low, increased between 2006 and
2013 (from 2% in 2006 to 12% in 2013). The proportion
of Manawatū residents living in decile 7 and 8 areas
also increased from 35% in 2006 to 43% in 2013.

About 40% of Tararua residents live in neighbourhoods
with the highest deprivation scores (deciles 9 and 10).

About 20% of Palmerston North residents and 10% of
Manawatū residents live in neighbourhoods with the
highest deprivation scores (deciles 9 and 10).

18

It is important to note that within specific population groups (i.e. within ethnic groups or within geographical localities) there is marked variation
in socioeconomic deprivation.
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Section B: Health Equity Assessment
This section of the technical report examines the following indicators from the MidCentral DHB Health
Needs Assessment 2017:
- All-cause mortality
- Most common causes of mortality
- Analysis of top four causes of mortality: circulatory diseases, cancers, respiratory diseases, external
causes (injuries and accidents)
- Malignant cancer registrations
- Cancers causing death
- Amenable mortality
- Acute hospitalisations
There are two simple measures of differences between groups used in this section of the report. The first
comparative measure looks at the difference between two groups with respect to an indicator of interest
and this represents absolute inequality. The second comparative measure is the ratio of the indicator of
interest for two groups and this represents relative inequality. The methodology used to assess the
differences and ratios has been described earlier. As has also been previously discussed, no statistical
modelling or tests of statistical significance were applied to the data presented and this restricts
interpretation of any patterns of difference between groups that are suggested by the data.
The data is presented in three parts, each with a focus on different comparative population groups:
Part 1: The focus is on all MidCentral residents as a defined population group within New Zealand.
Comparisons are made between the MidCentral total population and the total New Zealand
population.
Part 2: The focus is on Māori living in the MidCentral district. Comparisons are made between MDHB
Māori and the MDHB total population.
Part 3: The focus is on people living in four main territorial local authority (TLA) areas19 in the MidCentral
district. Comparisons are made between the people living in each of the four localities (Tararua,
Manawatū, Palmerston North, and Horowhenua) with the MDHB total population.

19

No data specific to the residents of the Otaki ward was available for the purposes of this report.
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8.

How are MidCentral residents doing compared to all New Zealanders?

This section describes how well MidCentral residents are doing as compared to all New Zealanders with
respect to the key health and health care indicators outlined previously.

8.1

All-cause mortality

Age-adjusted all-cause mortality rates have been decreasing both nationally and in the MidCentral district
over the last decade as shown in Figure 30. The graph also shows that all-cause mortality rates for the
MidCentral population tended to be higher than all-cause mortality rates for all New Zealanders between
2006 and 2014.

Age-adjusted mortaliy rate, per 100,000

Figure 30: All-cause mortality rates, total population (age-adjusted), MDHB compared to NZ (2006-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 31 shows the ratio of all-cause mortality rates for MidCentral DHB and New Zealand between 2006
and 2014. The data suggests that there is a small difference in all-cause mortality rates between MidCentral
residents and all New Zealanders and that this has remained fairly constant over the past decade.

Rate ratio

Figure 31: Ratio of all-cause mortality rates, MDHB compared to NZ (2006-2014)
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8.2

Most common causes of mortality

Figure 32 shows the ten most common causes of mortality as a percentage of all deaths for MidCentral
residents as compared to all New Zealanders for the four year period from 2011 to 2014.
Figure 32: Most common (top ten) causes of mortality, MDHB compared to NZ (2011-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
The ten categories shown are based on the ten most common causes of mortality for NZ
MDHB top ten causes of mortality were the same as NZ

This graph shows that circulatory system diseases and cancers cause the large majority of deaths for the
MidCentral population and New Zealand overall. In the MidCentral district the percentage of deaths caused
by circulatory system diseases is slightly higher than for New Zealand and the percentage of deaths caused
by cancer is slightly lower than for New Zealand.
The ten most common causes of death for MidCentral DHB were the same as the ten most common causes
of death for New Zealand overall.

8.3

Top four causes of mortality

The four most common causes of mortality in the MidCentral district from 2011-2014 were circulatory
diseases, cancers, respiratory system diseases and external causes of death (injuries and accidents). Each of
these top four causes of mortality will be considered separately over the next few pages of this technical
report.
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8.3.1

Circulatory diseases

Figure 33 shows that age-adjusted circulatory disease mortality rates have been decreasing both nationally
and in the MidCentral district over the last decade. The graph also shows that circulatory disease mortality
rates for the MidCentral population were similar to circulatory disease mortality rates for all New
Zealanders between 2006 and 2014.
Figure 33: Circulatory diseases mortality rate, total population (age-adjusted), MDHB compared to NZ (20062014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 34 shows the ratio of circulatory disease mortality rates for MidCentral DHB and New Zealand
between 2006 and 2014. The data suggests that a small difference in circulatory disease mortality rates
between MidCentral residents and all New Zealanders may be emerging.

Rate ratio

Figure 34: Ratio of circulatory disease mortality rates), MDHB compared to NZ (2006-2014)
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8.3.2

Cancers

Figure 35 shows that age-adjusted cancer mortality rates have been decreasing both nationally and in the
MidCentral district over the last decade. The graph also shows that cancer mortality rates for the
MidCentral population tended to be slightly higher than cancer mortality rates for all New Zealanders
between 2006 and 2010 but the difference appeared to become negligible after 2010.

Age-adjusted mortality rate, per 100,000

Figure 35: Cancer mortality rate, total population (age-adjusted), MDHB compared to NZ (2006-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 36 shows the ratio of cancer mortality rates for MidCentral DHB and New Zealand between 2006 and
2014. The data suggests that there is no sizeable difference in cancer mortality rates between MidCentral
residents and all New Zealanders and that this has remained largely unchanged over the past decade.

Rate ratio

Figure 36: Ratio of cancer mortality rates, MDHB compared to NZ (2006-2014)
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8.3.3

Respiratory diseases

Figure 37 shows that age-adjusted respiratory disease mortality rates have remained stable both nationally
and in the MidCentral district over the last decade.

Age-adjusted mortality rate, per 100,000

Figure 37: Respiratory diseases mortality rate, total population (age-adjusted), MDHB compared to NZ (20062014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 38 shows the ratio of respiratory disease mortality rates for MidCentral DHB and New Zealand
between 2006 and 2014. The data suggests that there is no sizeable difference in respiratory disease
mortality rates between MidCentral residents and all New Zealanders and that this has remained largely
unchanged over the past decade.

Rate ratio

Figure 38: Ratio of respiratory disease mortality rates, MDHB compared to NZ (2006-2014)
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8.3.4

External causes (injuries and accidents)

Figure 39 shows that age-adjusted external cause mortality rates may have been decreasing slightly both
nationally and in the MidCentral district over the last decade. The graph also shows that external cause
mortality rates for the MidCentral population tended to be higher than external cause mortality rates for all
New Zealanders between 2006 and 2014.

Age-adjusted mortality rate, per 100,000

Figure 39: External causes (injuries and accidents) mortality rate, total population (age-adjusted), MDHB
compared to NZ (2006-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 40 shows the ratio of external cause mortality rates for MidCentral DHB and New Zealand between
2006 and 2014.

Rate ratio

Figure 40: Ratio of external causes mortality rates, MDHB compared to NZ (2006-2014)
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The data suggests that there is a difference of about 30% on average in external cause
mortality rates between MidCentral residents and all New Zealanders and that this has
remained largely unchanged over the past decade.
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Malignant cancer registrations

Figure 41 suggests that age-adjusted malignant cancer registration rates may have been increasing in the
MidCentral district over the last decade, whilst national rates appear to have remained fairly constant.
Figure 41: Malignant cancer registration rate, total population (age-adjusted), MDHB compared to NZ, 20062014
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 42 shows the ratio of malignant cancer registration rates for MidCentral DHB and New Zealand
between 2006 and 2014. The data suggests that there is no sizeable difference in malignant cancer
registration rates between MidCentral residents and all New Zealanders and that this has remained largely
unchanged over the past decade.

Rate ratio

Figure 42: Ratio of malignant cancer registration rates, MDHB compared to NZ (2006-2014)
2.2
2
1.8
1.6
1.4
1.2
1
0.8
0.6
2006

Ratio (annual rates)
Ratio (line of best fit)
Ratio of no difference
2007

2008

2009

2010

2011

2012

Year

44

2013

2014

97
8.5

Causes of malignant cancer registrations

Figure 43 shows the ten most common causes of malignant cancer registrations as a percentage of all
malignant cancer registrations for MidCentral residents as compared to all New Zealanders for the five
years from 2010 to 2014.

Percentage of all malignant cancer registrations

Figure 43: Most common (top ten) malignant cancer registrations, MDHB compared to NZ, 2010-2014
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Source: MidCentral DHB Health Needs Assessment 2017
Based on top ten most common malignant cancer registrations for NZ
MidCentral DHB top ten most common malignant cancer registrations did not include:
Non-Hodgkin lymphoma (1.78% - 13th most common cause for MDHB)
MidCentral DHB top ten most common malignant cancer registrations included:
Multiple myeloma and plasma cell neoplasms (2.00% - 10th most common cause for MDHB)

The five most common causes of malignant cancer registrations account for almost 60% of all malignant
cancer registrations in the MidCentral district and New Zealand overall. As shown in Figure 43, the five
most common causes of malignant cancer registrations are prostate, breast, melanoma, lung/bronchus,
and colon cancers. The percentage of malignant cancer registrations for each of these causes in the
MidCentral district is similar to New Zealand overall.
The ten most common causes of malignant cancer registrations shown in the graph are based on the ten
most common causes for New Zealand. Non-Hodgkin lymphoma does not appear in the ten most common
causes of malignant cancer registrations for the MidCentral district (13th most common in MidCentral).
Instead, multiple myeloma and plasma cell neoplasms are included in the ten most common causes of
malignant cancer registrations in the MidCentral district (10th most common in MidCentral).
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Cancers causing death

Figure 44 shows the ten most common causes of cancer deaths as a percentage of all cancer deaths for
MidCentral residents as compared to all New Zealanders for the five years from 2010 to 2014.
Figure 44: Most common (top ten) cancers causing death, MDHB compared to NZ, 2010-2014
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Source: MidCentral DHB Health Needs Assessment 2017
Based on top ten most common cancers causing death for NZ
MidCentral DHB top ten most common cancers causing death did not include:
Brain (2.63% - 11th most common cause for MDHB)
MidCentral DHB top ten most common cancers causing death included:
Oesophagus (2.98% - 9th most common cause for MDHB)

As shown in Figure 44, the five most common causes of cancer deaths from 2010 to 2014 in the MidCentral
district and New Zealand overall were lung/bronchus, colon, breast, prostate and pancreatic cancers.
Almost 50% of all cancer deaths occurred as a result of the five most common causes of cancer deaths.
Cancers of the bronchus and lung were the greatest contributors to deaths as a result of cancer in both the
MidCentral population and in New Zealand overall during this time period. These cancers were responsible
for almost 21% of all cancer deaths in the MidCentral district, as compared to 18% of all cancer deaths in
New Zealand from 2010 to 2014.
The ten most common causes of cancer deaths shown in the graph are based on the ten most common
causes for New Zealand. Brain cancer does not appear in the ten most common causes of cancer deaths for
the MidCentral district (11th most common in MidCentral). Instead, oesophageal cancer is included in the
ten most common causes of cancer deaths in the MidCentral district (9th most common in MidCentral).
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Amenable mortality

Figure 45 suggests that age-adjusted amenable mortality rates have been decreasing both nationally and in
the MidCentral district over the last decade. The graph also shows that amenable mortality rates for the
MidCentral population tended to be higher than amenable mortality rates for all New Zealanders between
2006 and 2014.
Figure 45: Amenable mortality rate, total population (age-adjusted), MDHB compared to NZ (2006-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 46 shows the ratio of amenable mortality rates for MidCentral DHB and New Zealand between 2006
and 2014. The data suggests that there is a difference of about 10-15% in amenable mortality rates
between MidCentral residents and all New Zealanders and that this difference may be increasing.

Rate ratio

Figure 46: Ratio of amenable mortality rates, MDHB compared to NZ (2006-2014)
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8.8

Causes of amenable mortality

No data was available about causes of amenable mortality for New Zealand and therefore a comparative
analysis of this health care indicator for MidCentral DHB and New Zealand was not undertaken.
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Acute hospitalisations

No acute hospitalisations data was available for New Zealand and therefore an analysis of this health care
indicator for MidCentral DHB compared to New Zealand was not undertaken.

8.10

Health equity assessment – Summary of key findings for the MidCentral population

In general, the MDHB population tended to have similar or slightly higher rates than New
Zealand for all of the key health indicators examined in this report.
As shown in Table 13, the differences were small (<10% difference between MDHB and NZ on average in
2014) for 4 of the 7 indicators. Slightly larger differences in rates (10-<20%) were suggested for two
indicators (circulatory disease mortality and amenable mortality) and for these indicators the difference
between MDHB and NZ appeared to be increasing slightly. For one indicator (external cause mortality) the
difference in rates between MDHB and NZ was greater than 20% and this difference appeared to have
remained largely unchanged over the time period between 2006 and 2014.
Table 13: Summary of key health findings for MDHB population compared to New Zealand
Rate comparison over time (based on line-of-best-fit)
Indicator

Difference between rates

Difference between
rates (percent)

(per 100,000 population)

Size of
difference
(2014)

Direction of
change
(2006-2014)

2006

2014

2006

2014

All-cause mortality

19.0 per 100,000

22.0 per 100,000

4.4%

5.8%

+/-

Largely
unchanged

Mortality due to
circulatory diseases

3.8 per 100,000

11.8 per 100,000

2.6%

10.7%

+

Difference
increasing

Mortality due to
cancers

7.7 per 100,000

2.6 per 100,000

5.7%

2.1%

+/-

Largely
unchanged

Mortality due to
respiratory diseases

0.6 per 100,000

2.0 per 100,000

1.8%

6.7%

+/-

Largely
unchanged

Mortality due to
external causes

10.8 per 100,000

10.9 per 100,000

27.7%

32.3%

++

Largely
unchanged

Malignant cancer
registrations

0.4 per 100,000

18.5 per 100,000

0.1%

5.5%

+/-

Largely
unchanged

Amenable mortality

13.0 per 100,000

15.1 per 100,000

11.2%

17.2%

+

Difference
increasing

No data

No data

No data

No data

-

-

Acute
hospitalisations**

Key to size of differences (2014): +/- = <10% difference; + = 10-<20% difference; ++ = 20-<40% difference; +++ = ≥40% difference
**Note: Acute hospitalisation data is for 2006 and 2016 (not 2014)
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9.

Focusing on the health of Māori living in the MidCentral district

This section describes how well MidCentral Māori are doing as compared to the MDHB total population
with respect to the key health and health care indicators outlined previously.

9.1

All-cause mortality

Figure 47 shows that age-adjusted all-cause mortality rates for MidCentral Māori were higher than allcause mortality rates for the total population in the MidCentral district between 2006 and 2014. The data
suggests that all-cause mortality rates decreased slightly for the MDHB total population over the last
decade whilst they have remained relatively constant or may have been slowly increasing for MidCentral
Māori.

Age-adjusted mortaliy rate, per
100,000

Figure 47: All-cause mortality rate (age-adjusted), MDHB Māori compared to MDHB total population (20062014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 48 shows the ratio of all-cause mortality rates for MidCentral Māori and the MDHB total population
between 2006 and 2014.

Rate ratio

Figure 48: Ratio of all-cause mortality rates, MDHB Māori compared to MDHB total population (2006-2014)
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The data shows that there is a considerable difference of between 35% and 60% in allcause mortality rates between MidCentral Māori and the MDHB total population. The
graph also suggests that this difference is increasing.
49

102
9.2

Most common causes of mortality

Figure 49 shows the ten most common causes of mortality as a percentage of all deaths for MidCentral
Māori residents as compared to the total MDHB population for the four year period from 2011 to 2014.

Percentage of all causes of mortality

Figure 49: Most common (top ten) causes of mortality, MDHB Māori compared to MDHB total population
(2011-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Based on top ten most common causes of mortality for MDHB total population
MDHB Māori top ten causes of mortality did not include:
Mental and behavioural disorders (0.93% - 13th most common cause of mortality for MDHB Māori)
MDHB Māori top ten causes of mortality included:
Certain conditions originating in the perinatal period (1.11% - 9th most common causes of mortality for MDHB Māori)

This graph shows that circulatory system diseases and cancers cause the large majority (>60%) of deaths for
MidCentral Māori and the MDHB total population. The percentage of all deaths caused by cancers was
slightly higher for MidCentral Māori than for the total population and the percentage of all deaths caused
by circulatory system diseases was slightly lower for MidCentral Māori than for the total population. Also of
note is that the percentage of all deaths occurring as a result of external causes (injuries and accidents) was
considerably higher for MDHB Māori than for the total population during this time period.
The ten most common causes of mortality shown in the graph are based on the ten most common causes
for the MDHB total population. Mental and behavioural disorders do not appear in the ten most common
causes of mortality for MidCentral Māori (13th most common for MidCentral Māori). Instead, certain
conditions originating in the perinatal period are included in the ten most common causes of mortality for
MidCentral Māori (9th most common for MidCentral Māori).
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Top four causes of mortality

The four most common causes of mortality in the MidCentral district (for both Māori and the total
population) from 2011-2014 were circulatory diseases, cancers, respiratory system diseases and external
causes of death (injuries and accidents). Each of these top four causes of mortality will be considered
separately over the next few pages of this technical report.
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9.3.1

Circulatory diseases

Figure 50 shows that age-adjusted circulatory disease mortality rates for MidCentral Māori were higher
than circulatory disease mortality rates for the MDHB total population from 2006 to 2014. It also suggests
that circulatory disease mortality rates have been decreasing for the MDHB total population, whilst
remaining relatively constant or possibly increasing slightly for MidCentral Māori over the same time
period.
Figure 50: Circulatory diseases mortality rate (age-adjusted), MDHB Māori compared to MDHB total
population (2006-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 51 shows the ratio of circulatory disease mortality rates for MidCentral Māori and the MDHB total
population between 2006 and 2014.

Rate ratio

Figure 51: Ratio of circulatory diseases mortality rates, MDHB Māori compared to MDHB total population
(2006-2014)
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The data shows that there is a considerable difference of between 35% and 75% in
circulatory disease mortality rates between MidCentral Māori and the MDHB total
population. The graph also suggests that this difference is increasing.
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9.3.2

Cancers

Figure 52 shows that age-adjusted cancer mortality rates for MidCentral Māori were higher than cancer
mortality rates for the MDHB total population from 2006 to 2014. The data suggests that cancer mortality
rates may have been slowly decreasing for the MDHB total population, whilst possibly increasing for
MidCentral Māori over the same time period.
Figure 52: Cancer mortality rate (age-adjusted), MDHB Māori compared to MDHB total population (20062014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 53 shows the ratio of cancer mortality rates for MidCentral Māori and the MDHB total population
between 2006 and 2014.

Rate ratio

Figure 53: Ratio of cancer mortality rates, MDHB Māori compared to MDHB total population (2006-2014)
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The data shows that there is a difference in cancer disease mortality rates between
MidCentral Māori and the MDHB total population.
Although there is variability in the ratio on an annual basis, the line-of-best-fit ratio suggests that the
difference in cancer mortality rates between MidCentral Māori and the MDHB total population is
increasing.
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Respiratory diseases

Figure 54 shows that age-adjusted respiratory disease mortality rates for MidCentral Māori were higher
than respiratory disease mortality rates for the MDHB total population from 2006 to 2014.

Age-adjusted mortality rate. per 100,000

Figure 54: Respiratory diseases mortality rate (age-adjusted), MDHB Māori compared to MDHB total
population (2006-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 55 shows the ratio of respiratory disease mortality rates for MidCentral Māori and the MDHB total
population between 2006 and 2014.

Rate ratio

Figure 55: Ratio of respiratory diseases mortality rates, MDHB Māori compared to MDHB total population
(2006-2014)
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The data shows that there is a considerable difference in respiratory disease mortality rates
between MidCentral Māori and the MDHB total population.
Although there is variability in the ratio annually, the line-of-best-fit ratio suggests that the difference in
respiratory disease mortality rates between MidCentral Māori and the MDHB total population has
remained largely unchanged over the past decade.

54

107
9.3.4

External causes (injuries and accidents)

Figure 56 suggests that age-adjusted external cause mortality rates tended to be higher for Midcentral
Māori than for the MDHB total population over the last decade. The data also suggests that external cause
mortality rates may have been decreasing for MidCentral Māori between 2006 and 2014, whilst rates for
the MDHB total population appeared to remain fairly constant over the same time period.
Figure 56: External causes (injuries and accidents) mortality rate (age-adjusted), MDHB Māori compared to
MDHB total population (2006-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 57 shows the ratio of external cause mortality rates for MidCentral Māori and the MDHB total
population between 2006 and 2014. The data shows that there may be a difference in external cause
mortality rates between MidCentral Māori and the MDHB total population. There is marked variability in
the ratio annually, however the line-of-best-fit ratio suggests that the difference in external cause mortality
rates between MidCentral Māori and the MDHB total population has been decreasing.

Rate ratio

Figure 57: Ratio of external causes (injuries and accidents) mortality rates, MDHB Māori compared to MDHB
total population (2006-2014)
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9.4

Malignant cancer registrations

No data was available by ethnicity for annual malignant cancer registration rates.

9.5

Causes of malignant cancer registrations

Figure 58 shows the ten most common causes of malignant cancer registrations as a percentage of all
malignant cancer registrations for MidCentral Māori as compared to the MDHB total population for the five
years from 2010 to 2014.

Percentage of all malignant cancer registrations

Figure 58: Most common (top ten) malignant cancer registrations, MDHB Māori compared to MDHB total
population, 2010-2014
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Source: MidCentral DHB Health Needs Assessment 2017
Based on top ten most common malignant cancer registrations for MDHB total population
MDHB Māori top ten most common causes of malignant cancer registrations excluded:
Melanoma of the skin (no data)
Multiple myeloma and malignant plasma cell cancers (2.11% - 13th most common cause for MDHB Māori)
MDHB Māori top ten most common causes of malignant cancer registrations included:
Stomach cancer (5.40% - 4th most common cause for MDHB Māori)
Cervical cancer (2.35% - 10th most common cause for MDHB Māori)

Almost 50% of all malignant cancer registrations for MidCentral Māori are due to bronchus and lung,
breast, prostate and colon cancers. As shown in Figure 58, the percentage of these four cancer types as a
proportion of all causes of malignant cancer registrations for MidCentral Māori is different from the pattern
seen for the MDHB total population. Bronchus and lung cancers, as well as breast cancers account for a
greater percentage of malignant cancer registrations for MidCentral Māori compared to the MDHB total
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population, whilst prostate and colon cancers account for a smaller percentage of malignant cancer
registrations for MidCentral Māori compared to the MDHB total population.
The ten most common causes of malignant cancer registrations shown in the graph are based on the ten
most common causes for the MDHB total population. As might be expected, malignant melanoma does not
appear in the ten most common causes of malignant cancer registrations for MidCentral Māori (no data
available). In addition, multiple myeloma and plasma cell neoplasms do not appear in the ten most
common causes of malignant cancer registrations for MidCentral Māori (13th most common for MidCentral
Māori). Instead, stomach cancer and cervical cancer are included in the ten most common causes of
malignant cancer registrations for MidCentral Māori (4th and 10th most common for MidCentral Māori
respectively).
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Cancers causing death

Figure 59 shows the ten most common causes of cancer deaths as a percentage of all cancer deaths for
MidCetnral Māori compared to the MDHB total population for the five years from 2010 to 2014.
Figure 59: Most common (top ten) cancers causing death, MDHB Māori compared to MDHB total population,
2010-2014
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Source: MidCentral DHB Health Needs Assessment 2017
Based on top ten most common cancers causing death for MDHB total population
MDHB Māori top ten most common causes of cancers deaths excluded:
Melanoma of the skin (no data)
Brain cancer (no data)
MDHB Māori top ten most common causes of cancers deaths included:
Cancer of the liver and intrahepatic bile ducts (5.42% - 3rd most common cause for MDHB Māori)
Oesophagus (2.46% - 9th most common cause for MDHB Māori)

As shown in Figure 59, cancers of the bronchus and lung were the greatest contributors to deaths as a
result of cancer for both MidCentral Māori and the MDHB total population from 2010 to 2014. These
cancers were responsible for more than 35% of all cancer deaths amongst MidCentral Māori as compared
to 21% of all cancer deaths for the MDHB total population during this time period. Breast cancer caused
about 9% of all cancer deaths for MidCentral Māori compared to 6% for the MDHB total population, and
stomach cancer was the third highest contributor to cancer deaths for MidCentral Māori (5% of all cancer
deaths).
The ten most common causes of cancer deaths shown in the graph are based on the ten most common
causes for the MDHB total population. Melanoma and brain cancer did not appear in the ten most common
causes of cancer deaths for MidCentral Māori (no data available). Instead, cancer of the liver and
intrahepatic bile ducts and oesophageal cancer were included in the ten most common causes of cancer
deaths for MidCentral Māori (3rd and 9th most common causes for MidCentral Māori respectively).
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Amenable mortality

Figure 60 suggests that age-adjusted amenable mortality rates were higher for MidCentral Māori than for
the MDHB total population from 2006 to 2014. The data also suggests that amenable mortality rates have
been decreasing for both MidCentral Māori and the MDHB total population over the last decade.
Figure 60: Amenable mortality rates (age-adjusted), MDHB Māori compared to MDHB total population (20062014)
Age-adjusted amenable mortlaity rate,
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 61 shows the ratio of amenable mortality rates for MidCentral Māori and the MDHB total population
between 2006 and 2014.

Rate ratio

Figure 61: Ratio of amenable mortality rate, MDHB Māori compared to MDHB total population (2006-2014)
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The data shows that there is a considerable difference in amenable mortality rates
between MidCentral Māori and the MDHB total population.
Although there is variability in the ratio annually, the line-of-best-fit ratio suggests that the difference in
amenable mortality rates between MidCentral Māori and the MDHB total population has been decreasing
over the past decade.
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Causes of amenable mortality

Figure 62 shows the most common causes of amenable mortality as a percentage of all causes of amenable
mortality for MidCentral Māori compared to the MDHB total population for the four years from 2011 to
2014.

Percentage of all casues of amenable mortality

Figure 62: Most common causes of amenable mortality, MDHB Māori compared to MDHB total population
(2011-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Based on top ten most common causes of amenable mortality for MDHB total population
MDHB Māori most common causes of amenable mortality did not include:
Certain infectious and parasitic diseases (no data - <5 deaths)
Digestive system diseases (no data - <5 deaths)

As shown in Figure 62, about 80% of all causes of amenable mortality were due to circulatory system
diseases, external causes (injuries and accidents), and cancers. Amenable mortality due to external causes
(injuries and accidents) and endocrine, nutritional and metabolic diseases was more common for
MidCentral Māori compared to the MDHB total population, whereas amenable mortality due to circulatory
system diseases and cancers was slightly less common for MidCentral Māori compared to the MDHB total
population.
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Acute hospitalisations

Figure 63 suggests that age-adjusted acute hospitalisation rates for MDHB Māori were similar to acute
hospitalisation rates for the MDHB total population from 2006 to 2016. The data also suggests that acute
hospitalisation rates have increased for both MidCentral Māori and the MDHB total population over the
last decade.
Figure 63: Acute hospitalisation rates (age-adjusted), MDHB Māori compared to MDHB total population (20062016)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 64 shows the ratio of acute hospitalisation rates for MidCentral Māori and the MDHB total
population between 2006 and 2016. The data shows that there is no sizeable difference acute
hospitalisation rates between MidCentral Māori and the MDHB total population and that this has remained
largely unchanged over the past decade.

Rate ratio

Figure 64: Ratio of acute hospitalisation rate, MDHB Māori compared to MDHB total population (2006-2014)
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9.10

Causes of acute hospitalisations

Figure 65 shows the most common causes of acute hospitalisations as a percentage of all causes of acute
hospitalisations for MidCentral Māori compared to the MDHB total population for the four years from 2013
to 2016.
Figure 65: Most common (top ten) causes of acute hospitalisations (all-ages), MDHB Māori compared to
MDHB total population (2013-2016)
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Source: MidCentral DHB Health Needs Assessment 2017
Based on most common (top ten) causes of acute hospitalisations for MDHB total population
MDHB Māori top ten most common causes of acute hospitalisations did not include:
Symptoms and signs involving the circulatory and respiratory systems (1.88% - 12th most common cause of acute hospitalisation for
MDHB Māori)
Symptoms and signs involving the digestive system and abdomen (1.70% - 14th most common cause of acute hospitalisations for MDHB
Māori)
Ischaemic heart diseases (1.30% - 21st most common cause of acute hospitalisations for MDHB Māori)
MDHB Māori top ten most common causes of acute hospitalisations included:
Other acute lower respiratory infections (3.22% - 3rd most common cause of acute hospitalisations for MDHB Māori)
Persons encountering health services in other circumstances (2.82% - 6th most common causes of acute hospitalisations for MDHB
Māori)
Maternal care related to the fetus and amniotic cavity and possible delivery problems (2.50% - 8th most common cause of acute
hospitalisations for MDHB Māori)
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As shown in Figure 65, the two main causes of acute hospitalisations for MidCentral Māori were
circumstances related to reproduction and delivery. Together these two causes accounted for about 20% of
all acute hospitalisations for MidCentral Māori from 2013 to 2016, compared to about 13% for the MDHB
total population. Admission for specific procedures and health care was a far less common cause of acute
hospitalisation for MidCentral Māori than for the MDHB total population (2.6% for MDHB Māori and 6.7%
for MDHB total population).
The ten most common causes of acute hospitalisations shown in the graph are based on the ten most
common causes for the MDHB total population. Symptoms and signs involving the circulatory system,
symptoms and signs involving the digestive system and abdomen, and ischaemic heart diseases did not
appear in the ten most common causes of acute hospitalisations for MidCentral Māori (12th, 14th and 21st
most common causes for MidCentral Māori respectively). Instead, other acute lower respiratory infections,
persons encountering health services in other circumstances, and maternal care related to the foetus and
amniotic cavity and possible delivery problems were included in the ten most common causes of acute
hospitalisations for MidCentral Māori (3rd, 6th and 8th most common causes for MidCentral Māori
respectively).
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9.11

Health equity assessment – Summary of findings for MidCentral Māori

The MidCentral Māori population had considerably higher rates than the MDHB total
population for almost all of the key health indicators examined in this report.
As shown in Table 14, the differences tended to be large (>40% difference between MidCentral Māori and
the MDHB total population on average in 2014) and for 3 indicators (all-cause mortality, circulatory disease
mortality and cancer mortality) the difference between MidCentral Māori and the MDHB total population
appeared to be increasing. The difference between Māori and the total population for mortality due to
respiratory disease was high and remained largely unchanged between 2006 and 2014. Amenable mortality
rates were considerably higher for MidCentral Māori than for the MDHB total population in 2014, however
the difference between groups appeared to have decreased since 2006. The difference between
MidCentral Māori and the MDHB total population for external cause mortality was relatively small in 2014
and the data suggested it had decreased from a much larger difference in 2006. Despite the clearly poorer
mortality outcomes for MidCentral Māori shown by this analysis, it is interesting to note that acute
hospitalisation rates are similar for MidCentral Māori when compared to the MDHB total population.
Table 14: Summary of key health findings for MDHB Māori compared to MDHB total population
Rate comparison over time (based on line-of-best-fit)
Difference between rates
(per 100,000 population)

Difference between
rates (percent)

2006

2014

2006

2014

All-cause mortality

164.4 per 100,000

242.0 per 100,000

36.2%

Mortality due to
circulatory diseases

54.8 per 100,000

91.2 per 100,000

Mortality due to
cancers

34.6 per 100,000

Mortality due to
respiratory diseases

Size of
difference
in 2014

Direction of
change
(2006-2014)

60.7%

+++

Difference
increased

36.4%

74.7%

+++

Difference
increased

86.0 per 100,000

24.2%

69.1%

+++

Difference
increased

20.3 per 100,000

20.2 per 100,000

59.2%

59.8%

+++

Largely
unchanged

Mortality due to
external causes

30.2 per 100,000

2.9 per 100,000

60.6%

6.6%

+/-

Difference
decreased

Malignant cancer
registrations

No data

No data

No data

No data

-

-

Amenable mortality

121.7 per 100,000

69.2 per 100,000

94.3%

67.2%

+++

Difference
decreased

Acute
hospitalisations**

361.5 per 100,000

223.5 per 100,000

3.7%

2.1%

+/-

Largely
unchanged

Indicator

Key to size of differences (2014): +/- = <10% difference; + = 10-<20% difference; ++ = 20-<40% difference; +++ = ≥40% difference
**Note: Acute hospitalisation data is for 2006 and 2016 (not 2014)
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10.

Focusing on the health of Tararua residents

This section describes how well Tararua residents are doing as compared to the MidCentral DHB total
population with respect to the key health and health care indicators outlined previously.

10.1

All-cause mortality

Figure 66 suggests that age-adjusted all-cause mortality rates for Tararua residents tended to be slightly
higher than all-cause mortality rates for the MDHB total population between 2006 and 2014. The data also
suggests that all-cause mortality rates may have decreased slightly for the MDHB total population over this
time period, whilst rates for Tararua residents appear to have remained relatively constant.

Age-adjusted mortaliy rate, per 100,000

Figure 66: All-cause mortality rates (age-adjusted), Tararua compared to MDHB total population (2006-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 67 shows the ratio of all-cause mortality rates for Tararua residents and the MDHB total population
between 2006 and 2014. The data shows a small difference in all-cause mortality rates between Tararua
residents and the MDHB total population. Although there is some variability in the ratio annually, the lineof-best-fit ratio suggests that the difference in all-cause mortality rates between Tararua residents and the
MDHB total population may have increased over the past decade.

Rate ratio

Figure 67: Ratio of all-cause mortality rates, Tararua compared to MDHB total population (2006-2014)
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10.2

Most common causes of mortality

Figure 68 shows the ten most common causes of mortality as a percentage of all causes of mortality for
Tararua residents as compared to the MDHB total population for the four years from 2011 to 2014.

Percentage of all causes of mortality

Figure 68: Most common (top ten) causes of mortality, Tararua compared to MDHB total population (20112014)
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Source: MidCentral DHB Health Needs Assessment 2017
Based on top ten most common causes of mortality for MDHB total population

This graph shows that circulatory system diseases and cancers cause the large majority (almost 65%) of
deaths for Tararua residents and the MDHB total population. The percentage of all deaths caused by
cancers was slightly higher for Tararua residents than for the total population and the percentage of all
deaths caused by circulatory system diseases was slightly lower for Tararua residents than for the total
population.
The ten most common causes of mortality shown in the graph are based on the ten most common causes
for the MDHB total population. The same ten conditions were included in the ten most common causes of
mortality for Tararua residents.

10.3

Top four causes of mortality

The four most common causes of mortality in the MidCentral district (and for all MDHB localities) from
2011-2014 were circulatory diseases, cancers, respiratory system diseases and external causes of death
(injuries and accidents). Each of these top four causes of mortality will be considered separately over the
next few pages of this technical report.
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10.3.1 Circulatory diseases
Figure 69 suggests that age-adjusted circulatory disease mortality rates were similar for Tararua residents
and the MDHB total population from 2006 to 2014.
Figure 69: Circulatory diseases mortality rate (age-adjusted), Tararua compared to MDHB total population
(2006-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 70 shows the ratio of circulatory disease mortality rates for Tararua residents and the MDHB total
population between 2006 and 2014. Although there is variability in the ratio annually, the line-of-best-fit
ratio suggests that a small difference in circulatory disease mortality rates between Tararua residents and
the MDHB total population may be emerging.

Rate ratio

Figure 70: Ratio of circulatory diseases mortality rates, Tararua compared to MDHB total population (20062014)
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10.3.2 Cancers
Figure 71 suggests that age-adjusted cancer mortality rates for Tararua residents tended to be slightly
higher than cancer mortality rates for the MDHB total population between 2006 and 2014. The data also
suggests that whilst cancer mortality rates appear to have decreased slightly for the MDHB total
population, they do not appear to have decreased for Tararua residents over the same time period.

Age-adjusted mortality rate, per 100,000

Figure 71: Cancer mortality rate (age-adjusted), Tararua compared to MDHB total population (2006-2014)
300
250
200
MDHB

150

Tararua
Linear (MDHB)

100

Linear (Tararua)

50
0
2006

2007

2008

2009

2010

2011

2012

2013

2014

Year
Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 72 shows the ratio of cancer mortality rates for Tararua residents and the MDHB total population
between 2006 and 2014. Although there is variability in the ratio annually, the line-of-best-fit ratio suggests
that a difference in cancer mortality rates between Tararua residents and the MDHB total population may
be emerging.

Rate ratio

Figure 72: Ratio of cancer mortality rate, Tararua compared to MDHB total population (2006-2014)
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10.3.3 Respiratory diseases
Figure 73 suggests that age-adjusted respiratory disease mortality rates for Tararua residents and the
MDHB total population have been similar over the last decade.

Age-adjusted mortality rate. per 100,000

Figure 73: Respiratory diseases mortality rate (age-adjusted), Tararua compared to MDHB total population
(2006-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 74 shows the ratio of respiratory disease mortality rates for Tararua residents and the MDHB total
population between 2006 and 2014. Although there is variability in the ratio annually, the line-of-best-fit
ratio suggests that the difference in mortality rates between Tararua residents and the MDHB total
population may have changed direction over the last decade.

Rate ratio

Figure 74: Ratio of respiratory diseases mortality rates, Tararua compared to MDHB total population (20062014)
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10.3.4 External causes (injuries and accidents)
Figure 75 shows that age-adjusted external cause mortality rates for Tararua residents have tended to be
higher than external cause mortality rates for the MDHB total population over the last decade. The graph
also suggests that external cause mortality rates for Tararua residents may have increased very slightly over
this time period, whilst external cause mortality rates for the total population may have decreased slightly.
Figure 75: External causes (injuries and accidents) mortality rate (age-adjusted), Tararua compared to MDHB
total population (2006-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 76 shows the ratio of external cause mortality rates for Tararua residents and the MDHB total
population between 2006 and 2014.

Rate ratio

Figure 76: Ratio of external causes (injuries and accidents) mortality rates, Tararua compared to MDHB total
population (2006-2014)
2.2
2
1.8
1.6
1.4
1.2
1
0.8
0.6
2006

Ratio (annual rates)
Ratio (line of best fit)
Ratio of no difference
2007

2008

2009

2010

2011

2012

2013

2014

Year

The data shows that there is a difference in external cause mortality rates between Tararua
residents and the MDHB total population.
Although there is variability in the ratio annually, the line-of-best-fit ratio suggests that the difference in
mortality rates between Tararua residents and the MDHB total population may be increasing.
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10.4

Malignant cancer registrations

Figure 77 shows considerable variability in age-adjusted malignant cancer registrations for Tararua
residents and the MDHB total population between 2006 and 2014. Despite this variability, the data
suggests that age-adjusted malignant cancer registration rates for Tararua residents and the MDHB total
population appeared to be similar between 2006 and 2014.
Figure 77: Malignant cancer registration rate (age-adjusted), Tararua compared to MDHB total population,
2006-2014
Age-adjusted malignant cancer
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 78 shows the ratio of malignant cancer registration rates for Tararua residents and the MDHB total
population between 2006 and 2014. The data shows that there was no sizeable difference in malignant
cancer registration rates between Tararua residents and the MDHB total population and that has remained
largely unchanged over the past decade.

Rate ratio

Figure 78: Ratio of malignant cancer registration rates, Tararua compared to MDHB total population (20062014)
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10.5

Causes of malignant cancer registrations

Figure 79 shows the ten most common causes of malignant cancer registrations as a percentage of all
malignant cancer registrations for Tararua residents as compared to the MDHB total population for the five
years from 2010 to 2014.

Percentage of all malignant cancer registrations

Figure 79: Most common (top ten) malignant cancer registrations, Tararua compared to MDHB total
population, 2010-2014
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Source: MidCentral DHB Health Needs Assessment 2017
Based on top ten most common malignant cancer registrations for MDHB total population
Tararua top ten causes of malignant cancer registrations excluded:
Cancer of the uterus (2.18% - 11th most common cause for Tararua)
Multiple myeloma and malignant plasma cell cancers (1.78% - 13th most common cause for Tararua)
Tararua top ten causes of malignant cancer registrations included:
Cancer of the oesophagus (2.38% - 8th most common cause for Tararua)
Non-Hodgkin lymphoma (2.18% - 10th most common cause for Tararua)

Almost 60% of all malignant cancer registrations for Tararua residents are due to prostate, breast,
melanoma, bronchus and lung, and colon cancers. As shown in Figure 79, the percentage of each of these
causes of malignant cancer registrations for Tararua residents is similar to the percentage for the MDHB
total population.
The ten most common causes of malignant cancer registrations shown in the graph are based on the ten
most common causes for the MDHB total population. Cancer of the uterus and multiple myeloma and
malignant plasma cell neoplasms did not appear in the ten most common causes of malignant cancer
registrations for Tararua residents (11th and 13th most common causes respectively for Tararua residents).
Instead, oesophageal cancer and non-Hodgkin lymphoma were included in the ten most common causes of
malignant cancer registrations for Tararua residents (8th and 10th most common causes for Tararua
residents respectively).
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10.6

Cancers causing death

Figure 80 shows the ten most common causes of cancer deaths as a percentage of all cancer deaths for
Tararua residents compared to the MDHB total population for the five years from 2010 to 2014.
Figure 80: Most common (top ten) cancers causing death, Tararua compared to MDHB total population, 20102014
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Source: MidCentral DHB Health Needs Assessment 2017
Based on top ten most common cancers causing death for MDHB total population
Tararua top ten most common causes of cancer deaths excluded:
Rectum (2.98% - 11th most common cause for Tararua)
Stomach (no data - <5 deaths between 2010-2014)
Tararua top ten most common causes of cancer deaths included:
Brain (4.26% - 6th most common cause in Tararua)
Multiple myeloma and malignant plasma cell cancers (3.83% - 9th most common cause for Tararua)

As shown in Figure 80, cancers of the bronchus and lung were the greatest contributors to deaths from
cancer for both Tararua residents and the MDHB total population from 2010 to 2014. These cancers were
responsible for about 24% of all cancer deaths for Tararua residents as compared to 21% of all cancer
deaths for the MDHB total population during this time period.
The ten most common causes of cancer deaths shown in the graph are based on the ten most common
causes for the MDHB total population. Rectum and stomach cancers do not appear in the ten most
common causes of cancer deaths for Tararua residents (rectal cancer 11th most common; no data available
for stomach cancer as < 5 deaths for Tararua). Instead, cancer of the brain and multiple myeloma and
malignant plasma cell cancers were included in the ten most common causes of cancer deaths for Tararua
residents (6th and 9th most common causes for Tararua residents respectively).
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10.7

Amenable mortality

Figure 81 suggests that age-adjusted amenable mortality rates for Tararua residents tended to be slightly
higher than amenable mortality rates for the MDHB total population between 2006 and 2014. The graph
also suggests that amenable mortality rates may have decreased for the MDHB total population, whilst
they may have increased slightly for Tararua residents over the same time period.
Figure 81: Amenable mortality rates (age-adjusted), Tararua compared to MDHB total population (2006-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 82 shows the ratio of amenable mortality rates for Tararua residents and the MDHB total population
between 2006 and 2014.

Rate ratio

Figure 82: Ratio of amenable mortality rates, Tararua compared to MDHB total population (2006-2014)
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The data shows that there is a difference in amenable mortality rates between Tararua
residents and the MDHB total population.
Although there is variability in the ratio annually, the line-of-best-fit ratio suggests that the difference in
mortality rates between Tararua residents and the MDHB total population has increased over the past
decade.
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10.8

Causes of amenable mortality

There was no data available at locality level about the causes of amenable mortality.

10.9

Acute hospitalisations

Figure 83 shows that age-adjusted acute hospitalisation rates have been increasing for both Tararua
residents and the MDHB total population over the last decade. The graph also shows that acute
hospitalisation rates for Tararua residents were slightly lower than acute hospitalisation rates for the MDHB
total population from 2006 to 2016.
Figure 83: Acute hospitalisation rates (age-adjusted), Tararua compared to MDHB total population (20062016)
Age-adjusted acute hospitalisation
rate, per 100,000

14000
13000
12000
11000

MDHB

10000

Tararua

9000

Linear (MDHB)

8000

Linear (Tararua)

7000
6000
2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016
Year

Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 84 shows the ratio of acute hospitalisation rates for Tararua residents and the MDHB total
population between 2006 and 2016. The data shows that there is a difference in acute hospitalisation rates
between Tararua residents and the MDHB total population and the line-of-best-fit ratio suggests that the
difference has decreased over the past decade.

Rate ratio

Figure 84: Ratio of acute hospitalisation rates, Tararua compared to MDHB total population (2006-2016)
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10.10 Causes of acute hospitalisations
Figure 85 shows the most common causes of acute hospitalisations as a percentage of all causes of acute
hospitalisations for Tararua residents compared to the MDHB total population for the four years from 2013
to 2016.
Figure 85: Most common (top ten) causes of acute hospitalisations (all-ages), Tararua compared to MDHB
total population (2013-2016)
Percentage of all causes of acute hospitalisaitons
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Source: MidCentral DHB Health Needs Assessment 2017
Based on most common (top ten) causes of acute hospitalisations for MDHB total population
Tararua top ten most common causes of acute hospitalisations excluded:
Infections of the skin and subcutaneous tissue (2.14% - 14th most common cause for Tararua)
Tararua top ten most common causes of acute hospitalisations included:
General symptoms and signs (2.28% - 10th most common cause for Tararua)

As shown in Figure 85, the three main causes of acute hospitalisations for Tararua residents were
circumstances related to reproduction, admission for specific procedures and health care, and delivery.
Together these three causes accounted for about 15% of all acute hospitalisations for Tararua residents
from 2013 to 2016, compared to about 19% for the MDHB total population.
76

129
The ten most common causes of acute hospitalisations shown in the graph are based on the ten most
common causes for the MDHB total population. Infections of the skin and subcutaneous tissue did not
appear in the ten most common causes of acute hospitalisations for Tararua residents (14th most common
cause for Tararua). Instead, general symptoms and signs was included in the ten most common causes of
acute hospitalisations for Tararua residents (10th most common cause for Tararua).

10.11 Health equity assessment – Summary of findings for Tararua residents
The population of Tararua had higher rates than the MDHB total population in 2014 for
almost all of the key health indicators examined in this report.
As shown in Table 15, the differences tended to be relatively small (<20% difference between Tararua
residents and the MDHB total population on average in 2014) although larger differences were suggested
for mortality due to external causes and amenable mortality. For almost all indicators the difference
between Tararua residents and the MDHB total population appeared to be increasing; for two indicators
(circulatory disease mortality and respiratory disease mortality) the apparent increase in the gap between
the two groups meant that the rates appeared to change from lower mortality rates for Tararua residents
in 2006 to higher mortality rates for Tararua residents in 2014. The data shows that acute hospitalisation
rates for Tararua residents were lower than rates for the MDHB total population between 2006 and 2016
however the difference appeared to decrease over this time period.
Table 15: Summary of key health findings for Tararua residents compared to MDHB total population
Rate comparison over time (based on line-of-best-fit)
Indicator

Difference between rates

Difference between
rates (percent)

(per 100,000 population)

Size of
difference
(2014)

Direction of
change
(2006-2014)

2006

2014

2006

2014

All-cause mortality

7.0 per 100,000

57.7 per 100,000

1.5%

14.5%

+

Difference
increased

Mortality due to
circulatory diseases

-6.1 per 100,000

15.3 per 100,000

-4.1%

12.5%

+

Difference
reversed

Mortality due to
cancers

5.6 per 100,000

23.8 per 100,000

3.9%

19.1%

+

Difference
increased

Mortality due to
respiratory diseases

-7.0 per 100,000

5.8 per 100,000

-20.5%

17.1%

+

Difference
reversed

Mortality due to
external causes

12.6 per 100,000

19.6 per 100,000

25.3%

43.9%

+++

Difference
increased

Malignant cancer
registrations

-9.1 per 100,000

0.9 per 100,000

-2.7%

0.3%

+/-

Largely
unchanged

Amenable mortality

7.6 per 100,000

39.3 per 100,000

5.9%

38.2%

++

Difference
increased

-1485.2 per 100,000

-512.2 per 100,000

-15.2%

-4.6%

+/-

Difference
decreased

Acute
hospitalisations**

Key to size of differences (2014): +/- = <10% difference; + = 10-<20% difference; ++ = 20-<40% difference; +++ = ≥40% difference
**Note: Acute hospitalisation data is for 2006 and 2016 (not 2014)
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11.

Focus on the health of Manawatū residents

This section describes how well Manawatū residents are doing as compared to the MidCentral DHB total
population with respect to the key health and health care indicators outlined previously.

11.1

All-cause mortality

Figure 86 shows that age-adjusted all-cause mortality rates for Manawatū residents were similar to allcause mortality rates for the total population in the MidCentral district from 2006 to 2014. The data also
suggests that all-cause mortality rates may have decreased slightly for both Manawatū residents and the
MDHB total population over the same time period.

Age-adjusted mortaliy rate, per 100,000

Figure 86: All-cause mortality rates (age-adjusted), Manawatū compared to MDHB total population (20062014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 87 shows the ratio of all-cause mortality rates for Manawatū residents and the MDHB total
population between 2006 and 2014. The data shows that there is no sizeable difference in all-cause
mortality rates between Manawatū residents and the MDHB total population and that this has remained
largely unchanged over the past decade.

Rate ratio

Figure 87: Ratio of all-cause mortality rates, Manawatū compared to MDHB total population (2006-2014)
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11.2

Most common causes of mortality

Figure 88 shows the ten most common causes of mortality as a percentage of all causes of mortality for
Manawatū residents as compared to the MDHB total population for the four years from 2011 to 2014.

Percentage of all causes of mortality

Figure 88: Most common (top ten) causes of mortality, Manawatū compared to MDHB total population (20112014)
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Source: MidCentral DHB Health Needs Assessment 2017
Based on top ten most common causes of mortality for MDHB total population

This graph shows that circulatory system diseases and cancers cause the large majority (>60%) of deaths for
Manawatū residents and the MDHB total population. The percentage of all deaths caused by cancers was
slightly higher for Manawatū residents than for the total population and the percentage of all deaths
caused by circulatory system diseases was slightly lower for Manawatū residents than for the total
population.
The ten most common causes of mortality shown in the graph are based on the ten most common causes
for the MDHB total population. The same ten conditions were included in the ten most common causes of
mortality for Manawatū residents.

11.3

Top four causes of mortality

The four most common causes of mortality in the MidCentral district (and for all MDHB localities) from
2011-2014 were circulatory diseases, cancers, respiratory system diseases and external causes of death
(injuries and accidents). Each of these top four causes of mortality will be considered separately over the
next few pages of this technical report.
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11.3.1 Circulatory diseases
Figure 89 shows that age-adjusted circulatory disease mortality rates were similar for Manawatū residents
and the MDHB total population from 2006 to 2014. The data also suggests that the rates have been
decreasing over the same time period for both Manawatū residents and the MDHB total population.
Figure 89: Circulatory diseases mortality rate (age-adjusted), Manawatū compared to MDHB total population
(2006-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 90 shows the ratio of circulatory disease mortality rates for Manawatū residents and the MDHB total
population between 2006 and 2014. Although there is variability in the ratio annually, the line-of-best-fit
ratio suggests that a difference in circulatory disease mortality rates between Manawatū residents and the
MDHB total population has emerged over the past decade (with Manawatū residents having about 20%
lower circulatory mortality rates on average in more recent years as compared to the MDHB total
population).

Rate ratio

Figure 90: Ratio of circulatory diseases mortality rates, Manawatū compared to MDHB total population (20062014)
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11.3.2 Cancers
Figure 91 suggests that age-adjusted cancer mortality rates for Manawatū residents and the MDHB total
population were similar between 2006 and 2014.

Age-adjusted mortality rate, per 100,000

Figure 91: Cancer mortality rate (age-adjusted), Manawatū compared to MDHB total population (2006-2014)
300
250
200
MDHB

150

Manawatū
Linear (MDHB)

100

Linear (Manawatū)
50
0
2006

2007

2008

2009

2010

2011

2012

2013

2014

Year
Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 92 shows the ratio of cancer mortality rates for Manawatū residents and the MDHB total population
between 2006 and 2014. The data shows that there is no sizeable difference in cancer mortality rates
between Manawatū residents and the MDHB total population and this has remained largely unchanged
over the past decade.

Rate ratio

Figure 92: Ratio of cancer mortality rates, Manawatū compared to MDHB total population (2006-2014)
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11.3.3 Respiratory diseases
Figure 93 suggests that age-adjusted respiratory disease mortality rates for Manawatū residents and the
MDHB total population have been similar over the last decade.
Figure 93: Respiratory diseases mortality rate (age-adjusted), Manawatū compared to MDHB total population
(2006-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 94 shows the ratio of respiratory disease mortality rates for Manawatū residents and the MDHB
total population between 2006 and 2014. Although there is variability in the ratio annually, the line-of-bestfit ratio suggests that the difference in respiratory disease mortality rates between Manawatū residents
and the MDHB total population may have changed direction over the past decade.

Rate ratio

Figure 94: Ratio of respiratory diseases mortality rates, Manawatū compared to MDHB total population (20062014)
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11.3.4 External causes (injuries and accidents)
Figure 95 shows considerable variability in age-adjusted external cause mortality rates for Manawatū
residents and the MDHB total population between 2006 and 2014. Despite this, the data suggests that the
rates for Manawatū residents have tended to be higher than rates for the MDHB total population. The
graph also suggests that external cause mortality rates for Manawatū residents may have increased slightly
over this time period, whilst external cause mortality rates for the MDHB total population may have
declined slightly.
Figure 95: External causes (injuries and accidents) mortality rate (age-adjusted), Manawatū compared to
MDHB total population (2006-2014)
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Dotted lines represent the “line of best fit” for each data set

Figure 96 shows the ratio of external cause mortality rates for Manawatū residents and the MDHB total
population between 2006 and 2014.

Rate ratio

Figure 96: Ratio of external causes (injuries and accidents) mortality rates, Manawatū compared to MDHB
total population (2006-2014)
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The data shows that there is a difference in external cause mortality rates between
Manawatū residents and the MDHB total population.
Although there is variability in the ratio annually, the line-of-best-fit ratio suggests that a difference in
external cause mortality rates between Manawatū residents and the MDHB total population has been
increasing over the past decade.
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11.4

Malignant cancer registrations

Figure 97 shows considerable variability in age-adjusted malignant cancer registration rates for Manawatū
residents and the MDHB total population between 2006 and 2014. Despite this, the data suggests that the
rates for Manawatū residents have tended to be higher than rates for the MDHB total population. The
graph also suggests that malignant cancer registration rates may have increased for Manawatū residents
over this time period, whilst remaining largely unchanged for the MDHB total population over the same
time period.

Age-adjusted malignant cancer
registration rate, per 100,000

Figure 97: Malignant cancer registration rates (age-adjusted), Manawatū compared to MDHB total population,
2006-2014
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 98 shows the ratio of malignant cancer registration rates for Manawatū residents and the MDHB
total population between 2006 and 2014. The data suggests that a difference in malignant cancer
registration rates between Manawatū residents and the MDHB total population may be emerging.

Rate ratio

Figure 98: Ratio of malignant cancer registration rates, Manawatū compared to MDHB total population (20062014)
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11.5

Causes of malignant cancer registrations

Figure 99 shows the ten most common causes of malignant cancer registrations as a percentage of all
malignant cancer registrations for Manawatū residents as compared to the MDHB total population for the
five years from 2010 to 2014.

Percentage of all malignant cancer registrations

Figure 99: Most common (top ten) malignant cancer registrations, Manawatū compared to MDHB total
population, 2010-2014
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Source: MidCentral DHB Health Needs Assessment 2017
Based on top ten most common malignant cancer registrations for MDHB total population
Manawatū top ten causes of malignant cancer registrations excluded:
Pancreas (1.60% - 14th most common cause for Manawatū)
Manawatū top ten causes of malignant cancer registrations included:
Oesophagus (1.95% - 10th most common cause for Manawatū)

Almost 60% of all malignant cancer registrations for Manawatū residents are due to prostate, breast,
melanoma, bronchus and lung, and colon cancers. As shown in Figure 99, the percentage of each of these
causes of malignant cancer registrations for Manawatū residents is similar to the percentage for the MDHB
total population.
The ten most common causes of malignant cancer registrations shown in the graph are based on the ten
most common causes for the MDHB total population. Cancer of the pancreas did not appear in the ten
most common causes of malignant cancer registrations for Manawatū residents (14th most common cause
for Manawatū). Instead, oesophageal cancer was included in the ten most common causes of malignant
cancer registrations for Manawatū residents (10th most common cause for Manawatū).
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11.6

Cancers causing death

Figure 100 shows the ten most common causes of cancer deaths as a percentage of all cancer deaths for
Manawatū residents compared to the MDHB total population for the five years from 2010 to 2014.
Figure 100: Most common (top ten) cancers causing death, Manawatū compared to MDHB total population,
2010-2014
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Source: MidCentral DHB Health Needs Assessment 2017
Based on top ten most common cancers causing death for MDHB total population
Manawatū top ten most common causes of cancer deaths excluded:
Rectum (no data - <5 deaths from 2010-2014 in Manawatū)
Manawatū top ten most common causes of cancer deaths included:
Brain (2.20% - 10th most common cause in Manawatū)

As shown in Figure 100, cancers of the bronchus and lung were the greatest contributors to deaths from
cancer for both Manawatū residents and the MDHB total population from 2010 to 2014. These cancers
were responsible for about 24% of all cancer deaths for Manawatū residents as compared to 21% of all
cancer deaths for the MDHB total population during this time period.
The ten most common causes of cancer deaths shown in the graph are based on the ten most common
causes for the MDHB total population. Rectal cancer did not appear in the ten most common causes of
cancer deaths for Manawatū residents (no data available). Instead, cancer of the brain was included in the
ten most common causes of cancer deaths for Manawatū residents (10th most common cause for
Manawatū).
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11.7

Amenable mortality

Figure 101 suggests that age-adjusted amenable mortality rates for Manawatū residents have been similar
to amenable mortality rates for the MDHB total population over the last decade. The graph also suggests
that amenable mortality rates may have decreased slightly for both Manawatū residents and the MDHB
total population over the same time period.
Figure 101: Amenable mortality rates (age-adjusted), Manawatū compared to MDHB total population (20062014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 102 shows the ratio of amenable mortality rates for Manawatū residents and the MDHB total
population between 2006 and 2014. Although there is variability in the ratio annually, the line-of-best-fit
ratio suggests that there is no sizeable difference in amenable mortality rates between Manawatū residents
and the MDHB total population and that this has remained largely unchanged over the past decade.

Rate ratio

Figure 102: Ratio of amenable mortality rates, Manawatū compared to MDHB total population (2006-2014)
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11.8

Causes of amenable mortality

There was no data available at locality level about the causes of amenable mortality.
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11.9

Acute hospitalisations

Figure 103 suggests that age-adjusted acute hospitalisation rates for Manawatū residents tended to be
higher than acute hospitalisation rates for the MDHB total population from 2006 to 2016. The graph also
suggests that acute hospitalisation rates have increased for both Manawatū residents and the MDHB total
population over the same time period.
Figure 103: Acute hospitalisation rate (age-adjusted), Manawatū compared to MDHB total population (20062016)
Age-adjusted acute hospitalisation rate,
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Dotted lines represent the “line of best fit” for each data set

Figure 104 shows the ratio of acute hospitalisation rates for Manawatū residents and the MDHB total
population between 2006 and 2016. The data shows that there is a difference in acute hospitalisation rates
between Manawatū residents and the MDHB total population and that this has remained largely
unchanged over the past decade.

Rate ratio

Figure 104: Ratio of acute hospitalisation rates, Manawatū compared to MDHB total population (2006-2014)
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11.10 Causes of acute hospitalisations
Figure 105 shows the most common causes of acute hospitalisations as a percentage of all causes of acute
hospitalisations for Manawatū residents compared to the MDHB total population for the four years from
2013 to 2016.
Figure 105: Most common (top ten) causes of acute hospitalisations (all-ages), Manawatū compared to MDHB
total population (2013-2016)
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Source: MidCentral DHB Health Needs Assessment 2017
Based on most common (top ten) causes of acute hospitalisations for MDHB total population
Manawatū top ten most common causes of acute hospitalisations excluded:
Infections of the skin and subcutaneous tissue (1.89% - 11th most common cause in Manawatū)
Manawatū top ten most common causes of acute hospitalisations included:
Other diseases of the intestines (2.19% - 10th most common cause in Manawatū)

As shown in Figure 105, the three main causes of acute hospitalisations for Manawatū residents were
circumstances related to reproduction, admission for specific procedures and health care, and delivery.
Together these three causes accounted for about 18% of all acute hospitalisations for Manawatū residents
from 2013 to 2016, compared to about 19% for the MDHB total population.
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The ten most common causes of acute hospitalisations shown in the graph are based on the ten most
common causes for the MDHB total population. Infections of the skin and subcutaneous tissue did not
appear in the ten most common causes of acute hospitalisations for Manawatū residents (11th most
common cause for Manawatū). Instead, other diseases of the intestines was included in the ten most
common causes of acute hospitalisations for Manawatū residents (10th most common cause for
Manawatū).

11.11 Health equity assessment – Summary of findings for Manawatū residents
For the majority of health indicators examined in this report, the population of Manawatū
had similar or slightly higher rates than the MDHB total population in 2014.
As shown in Table 16, the differences identified tended to be relatively small (<20% difference between
Manawatū residents and the MDHB total population on average in 2014) although a larger, and possibly
increasing, difference was suggested for mortality due to external causes in 2014. The difference between
Manawatū residents and the MDHB total population appeared to be increasing for respiratory disease
mortality rate and malignant cancer registrations. For circulatory disease mortality, the rate for Manawatū
residents appeared to have decreased to be lower than the rate for the MDHB total population in 2014.
Acute hospitalisation rates for Manawatū residents were about 10% higher than rates for the MDHB total
population and this difference appeared to be relatively consistent between 2006 and 2016.
Table 16: Summary of key health findings for Manawatū residents compared to MDHB total population
Rate comparison over time (based on line-of-best-fit)
Indicator

Difference between rates

Difference between
rates (percent)

(per 100,000 population

Size of
difference
(2014)

Direction of
change
(2006-2014)

2006

2014

2006

2014

All-cause mortality

-6.2 per 100,000

6.5 per 100,000

-1.4%

1.6%

+/-

Largely
unchanged

Mortality due to
circulatory diseases

6.9 per 100,000

-22.8 per 100,000

4.6%

-18.7%

+ (-ve)

Difference
reversed

Mortality due to
cancers

-6.7 per 100,000

4.2 per 100,000

-4.7%

3.4%

+/-

Largely
unchanged

Mortality due to
respiratory diseases

-6.2 per 100,000

4.4 per 100,000

-17.9%

12.9%

+

Mortality due to
external causes

0.7 per 100,000

20.0 per 100,000

1.3%

44.8%

+++

Difference
increased

Malignant cancer
registrations

-15.5 per 100,000

65.2 per 100,000

-4.6%

18.5%

+

Difference
reversed

Amenable mortality

-4.8 per 100,000

5.3 per 100,000

-3.7%

5.1%

+/-

Largely
unchanged

1052.8 per 100,000

1105.4 per 100,000

10.8%

10.0%

+

Largely
unchanged

Acute
hospitalisations**

Difference
Reversed

Key to size of differences (2014): +/- = <10% difference; + = 10-<20% difference; ++ = 20-<40% difference; +++ = ≥40% difference
**Note: Acute hospitalisation data is for 2006 and 2016 (not 2014)
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12.

Focus on the health of Palmerston North residents

This section describes how well Palmerston North residents are doing as compared to the MidCentral DHB
total population with respect to the key health and health care indicators outlined previously.

12.1

All-cause mortality

Figure 106 shows that age-adjusted all-cause mortality rates for Palmerston North residents tended to be
slightly lower than all-cause mortality rates for the MDHB total population from 2006 to 2014. The data
also suggests that all-cause mortality rates have decreased over time for both Palmerston North residents
and the MDHB total population.
Figure 106: All-cause mortality rate (age-adjusted), Palmerston North compared to MDHB total population
(2006-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 107 shows the ratio of all-cause mortality rates for Palmerston North residents and the MDHB total
population between 2006 and 2014. The data shows that there is no sizeable difference in all-cause
mortality rates between Palmerston North residents and the MDHB total population and that this has
remained largely unchanged over the past decade.

Rate ratio

Figure 107: Ratio of all-cause mortality rates, Palmerston North compared to MDHB total population (20062014)
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12.2

Most common causes of mortality

Figure 108 shows the ten most common causes of mortality as a percentage of all causes of mortality for
Palmerston North residents as compared to the MDHB total population for the four years from 2011 to
2014.

Percentage of all causes of mortality

Figure 108: Most common (top ten) causes of mortality, Palmerston North compared to MDHB total
population (2011-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Based on top ten most common causes of mortality for MDHB total population

This graph shows that circulatory system diseases and cancers cause the large majority (>60%) of deaths for
Palmerston North residents and the MDHB total population. The percentage of all deaths caused by
circulatory system diseases was slightly higher for Palmerston North residents than for the total population
and the percentage of all deaths caused by cancers was slightly lower for Palmerston North residents than
for the total population.
The ten most common causes of mortality shown in the graph are based on the ten most common causes
for the MDHB total population. The same ten conditions were included in the ten most common causes of
mortality for Palmerston North residents.

12.3

Top four causes of mortality

The four most common causes of mortality in the MidCentral district (and for all MDHB localities) from
2011-2014 were circulatory diseases, cancers, respiratory system diseases and external causes of death
(injuries and accidents). Each of these top four causes of mortality will be considered separately over the
next few pages of this technical report.
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12.3.1 Circulatory diseases
Figure 109 suggests that age-adjusted circulatory disease mortality rates were similar for Palmerston North
residents and the MDHB total population from 2006 to 2014. The data also suggests that circulatory disease
mortality rates have been decreasing over time for both Palmerston North residents and the MDHB total
population.

Age-adjusted mortality rate, per 100,000

Figure 109: Circulatory diseases mortality rate (age-adjusted), Palmerston North compared to MDHB total
population (2006-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 110 shows the ratio of circulatory disease mortality rates for Palmerston North residents and the
MDHB total population between 2006 and 2014. The data shows that there is no sizeable difference in
circulatory disease mortality rates between Palmerston North residents and the MDHB total population
and that this has remained largely unchanged over the past decade.

Rate ratio

Figure 110: Ratio of circulatory diseases mortality rates, Palmerston North compared to MDHB total
population (2006-2014)
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12.3.2 Cancers
Figure 111 suggests that age-adjusted cancer mortality rates for Palmerston North residents tended to be
slightly lower than cancer mortality rates for the MDHB total population between 2006 and 2014. The data
also suggests that cancer mortality rates have been slowly decreasing for both Palmerston North residents
and the MDHB total population over time.

Age-adjusted mortality rate, per 100,000

Figure 111: Cancer mortality rate (age-adjusted), Palmerston North compared to MDHB total population
(2006-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 112 shows the ratio of cancer mortality rates for Palmerston North residents and the MDHB total
population between 2006 and 2014. The data shows that there is no sizeable difference in cancer mortality
rates between Palmerston North residents and the MDHB total population and that this has remained
largely unchanged over the past decade.

Rate ratio

Figure 112: Ratio of cancer mortality rates, Palmerston North compared to MDHB total population (20062014)
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12.3.3 Respiratory diseases
Figure 113 suggests that age-adjusted respiratory disease mortality rates for Palmerston North residents
and the MDHB total population have been similar over the last decade.
Figure 113: Respiratory diseases mortality rate (age-adjusted), Palmerston North compared to MDHB total
population (2006-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 114 shows the ratio of respiratory disease mortality rates for Palmerston North residents and the
MDHB total population between 2006 and 2014. The data shows that there is no sizeable difference in
respiratory disease mortality rates between Palmerston North residents and the MDHB total population
and that this has remained largely unchanged over the past decade.

Rate ratio

Figure 114: Ratio of respiratory diseases mortality rates, Palmerston North compared to MDHB total
population (2006-2014)
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12.3.4 External causes (injuries and accidents)
Figure 115 shows considerable variability in age-adjusted external cause mortality rates for Palmerston
North residents and the MDHB total population between 2006 and 2014. The data suggests that external
cause mortality rates for Palmerston North residents and the MDHB total population appeared to be similar
between 2006 and 2014.
Figure 115: External causes (injuries and accidents) mortality rate (age-adjusted), Palmerston North compared
to MDHB total population (2006-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 116 shows the ratio of external cause mortality rates for Palmerston North residents and the MDHB
total population between 2006 and 2014. The data shows that there is no sizeable difference in external
cause mortality rates between Palmerston North residents and the MDHB total population and that this has
remained largely unchanged over the past decade.

Rate ratio

Figure 116: Ratio of external causes (injuries and accidents) mortality rates, Palmerston North compared to
MDHB total population (2006-2014)
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12.4

Malignant cancer registrations

Figure 117 shows considerable variability in age-adjusted malignant cancer registration rates for
Palmerston North residents and the MDHB total population between 2006 and 2014. The data suggests
that malignant cancer registration rates for Palmerston North residents and the MDHB total population
appeared to be similar between 2006 and 2014.
Figure 117: Malignant cancer registration rates (age-adjusted), Palmerston North compared to MDHB total
population, 2006-2014
Age-adjusted malignant cancer
registration rate, per 100,000
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 118 shows the ratio of malignant cancer registration rates for Palmerston North residents and the
MDHB total population between 2006 and 2014. The data shows that there is no sizeable difference in
malignant cancer registration rates between Palmerston North residents and the MDHB total population
and that this has remained largely unchanged over the past decade.

Rate ratio

Figure 118: Ratio of malignant cancer registration rates, Palmerston North compared to MDHB total
population (2006-2014)
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Causes of malignant cancer registrations

Figure 119 shows the ten most common causes of malignant cancer registrations as a percentage of all
malignant cancer registrations for Palmerston North residents as compared to the MDHB total population
for the five years from 2010 to 2014.
Figure 119: Most common (top ten) malignant cancer registrations, Palmerston North compared to MDHB
total population, 2010-2014
Percentage of all malignant
cancer registrations
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Source: MidCentral DHB Health Needs Assessment 2017
Based on top ten most common malignant cancer registrations for MDHB total population
Palmerston North top ten causes of malignant cancer registrations excluded:
Multiple myeloma and malignant plasma cell cancers (2.10% - 13th most common cause for Palmerston North)
Palmerston North top ten causes of malignant cancer registrations included:
Thyroid gland (2.31% - 10th most common cause for Palmerston North)

Almost 60% of all malignant cancer registrations for Palmerston North residents are due to prostate,
breast, melanoma, bronchus and lung, and colon cancers. As shown in Figure 119, the percentage of each
of these causes of malignant cancer registrations for Palmerston North residents is similar to the
percentage for the MDHB total population.
The ten most common causes of malignant cancer registrations shown in the graph are based on the ten
most common causes for the MDHB total population. Multiple myeloma and malignant plasma cell cancers
did not appear in the ten most common causes of malignant cancer registrations for Palmerston North
residents (13th most common cause for Palmerston North). Instead, thyroid gland cancer was included in
the ten most common causes of malignant cancer registrations for Palmerston North residents (10 th most
common cause for Palmerston North).
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12.6

Cancers causing death

Figure 120 shows the ten most common causes of cancer deaths as a percentage of all cancer deaths for
Palmerston North residents compared to the MDHB total population for the five years from 2010 to 2014.
Figure 120: Most common (top ten) cancers causing death, Palmerston North compared to MDHB total
population, 2010-2014
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Source: MidCentral DHB Health Needs Assessment 2017
Based on top ten most common cancers causing death for MDHB total population

As shown in Figure 120, cancers of the bronchus and lung were the greatest contributors to deaths from
cancer for both Palmerston North residents and the MDHB total population from 2010 to 2014. These
cancers were responsible for about 17% of all cancer deaths for Palmerston North residents as compared to
21% of all cancer deaths for the MDHB total population during this time period.
The ten most common causes of cancer deaths shown in the graph are based on the ten most common
causes for the MDHB total population. The same ten conditions were included in the ten most common
causes of cancer deaths for Palmerston North residents.
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12.7

Amenable mortality

Figure 121 suggests that age-adjusted amenable mortality rates for Palmerston North residents and the
MDHB total population were similar between 2006 and 2014. The graph also suggests that amenable
mortality rates may have decreased slightly for both Palmerston North residents and the MDHB total
population over the same time period.
Figure 121: Amenable mortality rates (age-adjusted), Palmerston North compared to MDHB total population
(2006-2014)
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per 100,000
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 122 shows the ratio of amenable mortality rates for Palmerston North residents and the MDHB total
population between 2006 and 2014. The data shows that there a small difference in amenable mortality
rates between Palmerston North residents and the MDHB total population may be emerging.

Rate ratio

Figure 122: Ratio of amenable mortality rates, Palmerston North compared to MDHB total population (20062014)
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Causes of amenable mortality

There was no data available at locality level about the causes of amenable mortality.
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12.9

Acute hospitalisations

Figure 123 suggests that age-adjusted acute hospitalisation rates for Palmerston North residents were
similar to acute hospitalisation rates for the MDHB total population from 2006 to 2016. The graph also
suggests that acute hospitalisation rates have increased for both Palmerston North residents and the
MDHB total population over the same time period.
Figure 123: Acute hospitalisation rates (age-adjusted), Palmerston North compared to MDHB total population
(2006-2016)
Age-adjusted acute hospitalisation rate,
per 100,000
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 124 shows the ratio of acute hospitalisation rates for Palmerston North residents and the MDHB
total population between 2006 and 2016. The data shows that there is no sizeable difference in acute
hospitalisation rates between Palmerston North residents and the MDHB total population and that this has
remained largely unchanged over the past decade.

Rate ratio

Figure 124: Ratio of acute hospitalisation rates, Palmerston North compared to MDHB total population (20062016)
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12.10 Causes of acute hospitalisations
Figure 125 shows the most common causes of acute hospitalisations as a percentage of all causes of acute
hospitalisations for Palmerston North residents compared to the MDHB total population for the four years
from 2013 to 2016.
Figure 125: Most common (top ten) causes of acute hospitalisations (all-ages), Palmerston North compared to
MDHB total population (2013-2016)
Percentage of all causes of acute hospitalisaitons
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Source: MidCentral DHB Health Needs Assessment 2017
Based on most common (top ten) causes of acute hospitalisations for MDHB total population

As shown in Figure 125, the three main causes of acute hospitalisations for Palmerston North residents
were circumstances related to reproduction, admission for specific procedures and health care, and
delivery. Together these three causes accounted for about 20% of all acute hospitalisations for Palmerston
North residents from 2013 to 2016, compared to about 19% for the MDHB total population.
The ten most common causes of acute hospitalisations shown in the graph are based on the ten most
common causes for the MDHB total population. The same ten conditions were included in the ten most
common causes of acute hospitalisations for Palmerston North residents.
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12.11 Health equity assessment – Summary of findings for Palmerston North residents
In 2014, Palmerston North residents had rates that were similar or slightly lower than rates
for the MDHB total population (<10% difference) for all of the health indicators in this report.
As shown in Table 17, the differences in rates between Palmerston North residents and the MDHB total
population for all of the indicators appeared to have remained largely unchanged between 2006 and 2014.
Table 17: Summary of key health findings for Palmerston North residents compared to MDHB total population
Rate comparison over time (based on line-of-best-fit)
Difference between rates
(per 100,000 population)

Difference between
rates (percent)

2006

2014

2006

2014

All-cause mortality

-21.1 per 100,000

-23.6 per 100,000

-4.6%

Mortality due to
circulatory diseases

-5.6 per 100,000

-3.8 per 100,000

Mortality due to
cancers

-7.0 per 100,000

Mortality due to
respiratory diseases

Size of
difference
(2014)

Direction of
change
(2006-2014)

-5.9%

+/-

Largely
unchanged

-3.7%

-3.1%

+/-

Largely
unchanged

-11.1 per 100,000

-4.9%

-8.9%

+/-

Largely
unchanged

-4.3 per 100,000

-1.1 per 100,000

-12.6%

-3.1%

+/-

Largely
unchanged

Mortality due to
external causes

-3.5 per 100,000

-4.4 per 100,000

-6.9%

-9.7%

+/-

Largely
unchanged

Malignant cancer
registrations

1.8 per 100,000

-22.4 per 100,000

0.5%

-6.4%

+/-

Largely
unchanged

Amenable mortality

-5.1 per 100,000

-10.9 per 100,000

-4.0%

-10.6%

+ (-ve)

Largely
unchanged

Acute
hospitalisations**

13.1 per 100,000

-63.5 per 100,000

0.1%

-0.6%

+/-

Largely
unchanged

Indicator

Key to size of differences (2014): +/- = <10% difference; + = 10-<20% difference; ++ = 20-<40% difference; +++ = ≥40% difference
**Note: Acute hospitalisation data is for 2006 and 2016 (not 2014)
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13.

Focus on the health of Horowhenua residents

This section describes how well Horowhenua residents are doing as compared to the MidCentral DHB total
population with respect to the key health and health care indicators outlined previously.

13.1

All-cause mortality

Figure 126 shows that age-adjusted all-cause mortality rates for Horowhenua residents tended to be higher
than all-cause mortality rates for the MDHB total population from 2006 to 2014. The data also suggests
that all-cause mortality rates have decreased over time for both Horowhenua residents and the MDHB total
population.
Figure 126: All-cause mortality rates (age-adjusted), Horowhenua compared to MDHB total population (20062014)
Age-adjusted mortaliy rate, per
100,000
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 127 shows the ratio of all-cause mortality rates for Horowhenua residents and the MDHB total
population between 2006 and 2014. The data shows that there is a difference in all-cause mortality rates
between Horowhenua residents and the MDHB total population and that this has remained largely
unchanged over the past decade.

Rate ratio

Figure 127: Ratio of all-cause mortality rates, Horowhenua compared to MDHB total population (2006-2014)
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13.2

Most common causes of mortality

Figure 128 shows the ten most common causes of mortality as a percentage of all causes of mortality for
Horowhenua residents as compared to the MDHB total population for the four years from 2011 to 2014.

Percentage of all causes of mortality

Figure 128: Most common (top ten) causes of mortality, Horowhenua compared to MDHB total population
(2011-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Based on top ten most common causes of mortality for MDHB total population

This graph shows that circulatory system diseases and cancers cause the large majority (>60%) of deaths for
Horowhenua residents and the MDHB total population. The percentage of all deaths caused by circulatory
system diseases was slightly higher for Horowhenua residents than for the total population and the
percentage of all deaths caused by cancers was slightly lower for Horowhenua residents than for the total
population.
The ten most common causes of mortality shown in the graph are based on the ten most common causes
for the MDHB total population. The same ten conditions were included in the ten most common causes of
mortality for Horowhenua residents.

13.3

Top four causes of mortality

The four most common causes of mortality in the MidCentral district (and for all MDHB localities) from
2011-2014 were circulatory diseases, cancers, respiratory system diseases and external causes of death
(injuries and accidents). Each of these top four causes of mortality will be considered separately over the
next few pages of this technical report.
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13.3.1 Circulatory diseases
Figure 129 suggests that age-adjusted circulatory disease mortality rates for Horowhenua residents tended
to be slightly higher than circulatory disease mortality rates for the MDHB total population from 2006 to
2014. The data also suggests that circulatory disease mortality rates may have decreased slightly over this
time period for both Horowhenua residents and the MDHB total population.

Age-adjusted mortality rate, per 100,000

Figure 129: Circulatory diseases mortality rate (age-adjusted), Horowhenua compared to MDHB total
population (2006-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 130 shows the ratio of circulatory disease mortality rates for Horowhenua residents and the MDHB
total population between 2006 and 2014. Although there is variability in the ratio annually, the line-of-bestfit data shows that there is a difference in circulatory disease mortality rates between Horowhenua
residents and the MDHB total population and that this has remained largely unchanged over the past
decade.

Rate ratio

Figure 130: Ratio of circulatory diseases mortality rates, Horowhenua compared to MDHB total population
(2006-2014)
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13.3.2 Cancers
Figure 131 suggests that age-adjusted cancer mortality rates for Horowhenua residents and the MDHB total
population were similar between 2006 and 2014. The data also suggests that cancer mortality rates may
have decreased slightly for both Horowhenua residents and the MDHB total population over time.

Age-adjusted mortality rate, per 100,000

Figure 131: Cancer mortality rate (age-adjusted), Horowhenua compared to MDHB total population (20062014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 132 shows the ratio of cancer mortality rates for Horowhenua residents and the MDHB total
population between 2006 and 2014. Although there is variability in the ratio annually, the line-of-best-fit
data shows that there is no sizeable difference in cancer mortality rates between Horowhenua residents
and the MDHB total population and that this has remained largely unchanged over the past decade.

Rate ratio

Figure 132: Ratio of cancer mortality rates, Horowhenua compared to MDHB total population (2006-2014)
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The data presented suggests that there was no sizeable difference in cancer mortality rates between
Horowhenua residents and the MDHB total population from 2006 to 2014.
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13.3.3 Respiratory diseases
Figure 133 suggests that age-adjusted respiratory disease mortality rates for Horowhenua residents tended
to be slightly higher than respiratory disease mortality rates for the MDHB total population between 2006
and 2011, after which they appeared to be similar to MDHB total population rates.
Figure 133: Respiratory diseases mortality rate (age-adjusted), Horowhenua compared to MDHB total
population (2006-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 134 shows the ratio of respiratory disease mortality rates for Horowhenua residents and the MDHB
total population between 2006 and 2014. The data suggests that the difference in respiratory disease
mortality rates between Horowhenua residents and the MDHB total population has decreased over the
past decade and in more recent years there was no evidence of a sizeable difference.

Rate ratio

Figure 134: Ratio of respiratory diseases mortality rates, Horowhenua compared to MDHB total population
(2006-2014)
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13.3.4 External causes (injuries and accidents)
Figure 135 shows considerable variability in age-adjusted external cause mortality rates for Horowhenua
residents and the MDHB total population between 2006 and 2014. The data suggests that external cause
mortality rates for Horowhenua residents and the MDHB total population appeared to be similar between
2006 and 2014. The data also suggests that external cause mortality rates for both Horowhenua residents
and the MDHB total population may have declined slightly over time.

Age-adjusted mortality rate, per
100,000

Figure 135: External causes (injuries and accidents) mortality rate (age-adjusted), Horowhenua compared to
MDHB total population (2006-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 136 shows the ratio of external cause mortality rates for Horowhenua residents and the MDHB total
population between 2006 and 2014. Although there is variability in the ratio annually, the line-of-best-fit
ratio suggests that the difference in external cause mortality rates between Horowhenua residents and the
MDHB total population has decreased over the past decade and in more recent years there was no
evidence of a sizeable difference.

Rate ratio

Figure 136: Ratio of external causes (injuries and accidents) mortality rates, Horowhenua compared to MDHB
total population (2006-2014)
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13.4

Malignant cancer registrations

Figure 137 shows considerable variability in age-adjusted malignant cancer registration rates for
Horowhenua residents and the MDHB total population between 2006 and 2014. The data suggests that
malignant cancer registration rates for Horowhenua residents and the MDHB total population were similar
between 2006 and 2014.
Figure 137: Malignant cancer registration rates (age-adjusted), Horowhenua compared to MDHB total
population, 2006-2014
Age-adjusted malignant cancer
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 138 shows the ratio of malignant cancer registration rates for Horowhenua residents and the MDHB
total population between 2006 and 2014. The data shows that there is no sizeable difference in malignant
cancer registration rates between Horowhenua residents and the MDHB total population and that this has
remained largely unchanged over the past decade.

Rate ratio

Figure 138: Ratio of malignant cancer registration rates, Horowhenua compared to MDHB total population
(2006-2014)
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13.5

Causes of malignant cancer registrations

Figure 139 shows the ten most common causes of malignant cancer registrations as a percentage of all
malignant cancer registrations for Horowhenua residents as compared to the MDHB total population for
the five years from 2010 to 2014.
Figure 139: Most common (top ten) malignant cancer registrations, Horowhenua compared to MDHB total
population, 2010-2014
Percentage of all malignant
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Source: MidCentral DHB Health Needs Assessment 2017
Based on top ten most common malignant cancer registrations for MDHB total population
Horowhenua top ten causes of malignant cancer registrations excluded:
Multiple myeloma and malignant plasma cell cancers (1.30% - 16th most common cause for Horowhenua)
Horowhenua top ten causes of malignant cancer registrations included:
Stomach (2.33% - 10th most common cause for Horowhenua)

Almost 60% of all malignant cancer registrations for Horowhenua residents are due to prostate, breast,
melanoma, bronchus and lung, and colon cancers. As shown in Figure 139, the percentage of each of these
causes of malignant cancer registrations for Horowhenua residents is similar to the percentage for the
MDHB total population except for bronchus and lung cancers which is higher for Horowhenua residents.
The ten most common causes of malignant cancer registrations shown in the graph are based on the ten
most common causes for the MDHB total population. Multiple myeloma and malignant plasma cell cancers
did not appear in the ten most common causes of malignant cancer registrations for Horowhenua (16th
most common cause for Horowhenua). Instead, stomach cancer was included in the ten most common
causes of malignant cancer registrations for Horowhenua (10th most common cause for Horowhenua).
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13.6

Cancers causing death

Figure 140 shows the ten most common causes of cancer deaths as a percentage of all cancer deaths for
Horowhenua residents compared to the MDHB total population for the five years from 2010 to 2014.
Figure 140: Most common (top ten) cancers causing death, Horowhenua compared to MDHB total population,
2010-2014
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Source: MidCentral DHB Health Needs Assessment 2017
Based on top ten most common cancers causing death for MDHB total population
Horowhenua top ten causes of cancer deaths excluded:
Oesophagus (2.50% - 11th most common cause for Horowhenua)
Horowhenua top ten causes of cancer deaths included:
Ovary (2.88% - 10th most common cause for Horowhenua)

As shown in Figure 140, cancers of the bronchus and lung were the greatest contributors to deaths from
cancer for both Horowhenua residents and the MDHB total population from 2010 to 2014. These cancers
were responsible for about 23% of all cancer deaths for Horowhenua residents as compared to 21% of all
cancer deaths for the MDHB total population during this time period.
The ten most common causes of cancer deaths in the graph are based on the ten most common causes for
the MDHB total population. Oesophageal cancer did not appear in the ten most common causes of cancer
mortality for Horowhenua (11th most common cause for Horowhenua). Instead, ovarian cancer was
included in the ten most common causes of cancer mortality for Horowhenua (10th most common cause for
Horowhenua).
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13.7

Amenable mortality

Figure 141 suggests that age-adjusted amenable mortality rates for Horowhenua residents tended to be
higher than amenable mortality rates for the MDHB total population between 2006 and 2014. The graph
also suggests that amenable mortality rates have been decreasing for both Horowhenua residents and the
MDHB total population over the same time period.
Figure 141: Amenable mortality rates (age-adjusted), Horowhenua compared to MDHB total population
(2006-2014)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 142 shows the ratio of amenable mortality rates for Horowhenua residents and the MDHB total
population between 2006 and 2014. The data suggests that there is a difference in amenable mortality
rates between Horowhenua residents and the MDHB total population. Although there is variability in the
ratio annually, the line-of-best-fit ratio suggests that the difference in amenable mortality rates between
Horowhenua residents and the MDHB total population may have decreased over the past decade.

Rate ratio

Figure 142: Ratio of amenable mortality rates, Horowhenua compared to MDHB total population (2006-2014)
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13.8

Causes of amenable mortality

There was no data available at locality level about the causes of amenable mortality.
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13.9

Acute hospitalisations

Figure 143 suggests that age-adjusted acute hospitalisation rates for Horowhenua residents were higher
than acute hospitalisation rates for the MDHB total population from 2006 to 2016. The graph also suggests
that acute hospitalisation rates have been slowly increasing for both Horowhenua residents and the MDHB
total population over the same time period.
Figure 143: Acute hospitalisation rates (age-adjusted), Horowhenua compared to MDHB total population
(2006-2016)
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Source: MidCentral DHB Health Needs Assessment 2017
Dotted lines represent the “line of best fit” for each data set

Figure 144 shows the ratio of acute hospitalisation rates for Horowhenua residents and the MDHB total
population between 2006 and 2016.

Rate ratio

Figure 144: Ratio of acute hospitalisation rates, Horowhenua compared to MDHB total population (2006-2016)
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The data shows that there a difference in acute hospitalisation rates between Horowhenua
residents and the MDHB total population and that this difference has remained largely
unchanged over the past decade.
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13.10 Causes of acute hospitalisations
Figure 145 shows the most common causes of acute hospitalisations as a percentage of all causes of acute
hospitalisations for Horowhenua residents compared to the MDHB total population for the four years from
2013 to 2016.
Figure 145: Most common (top ten) causes of acute hospitalisations (all-ages), Horowhenua compared to
MDHB total population (2013-2016)
Percentage of all causes of acute hospitalisaitons
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Source: MidCentral DHB Health Needs Assessment 2017
Based on most common (top ten) causes of acute hospitalisations for MDHB total population
Horowhenua top ten causes of acute hospitalisations excluded:
Infections of the skin and subcutaneous tissue (2.03% - 11th most common cause for Horowhenua)
Symptoms and signs involving the digestive system and abdomen (1.97% - 12th most common cause for Horowhenua)
Horowhenua top ten causes of acute hospitalisations included:
Persons encountering health services in other circumstances (2.57% - 8th most common cause for Horowhenua)
Other diseases of intestines (2.20% - 9th most common cause for Horowhenua)

As shown in Figure 145, the three main causes of acute hospitalisations for Horowhenua residents were
circumstances related to reproduction, admission for specific procedures and health care, and delivery.
Together these three causes accounted for about 20% of all acute hospitalisations for Horowhenua
residents from 2013 to 2016, compared to about 19% for the MDHB total population.
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The ten most common causes of acute hospitalisations shown in the graph are based on the ten most
common causes for the MDHB total population. Infections of the skin and subcutaneous tissue and
symptoms and signs involving the digestive tract and abdomen did not appear in the ten most common
causes of acute hospitalisations for Horowhenua residents (11th and 12th most common causes for
Horowhenua respectively). Instead, persons encountering health services in other circumstances and other
diseases of the intestines were included in the ten most common causes of acute hospitalisations for
Horowhenua residents (8th and 9th most common causes for Horowhenua respectively).

13.11 Health equity assessment – Summary of findings for Horowhenua residents
For the majority of health indicators examined in this report, the population of Horowhenua
had similar or slightly higher rates than the MDHB total population in 2014.
As shown in Table 18, the differences identified tended to be relatively small (<20% difference between
Horowhenua residents and the MDHB total population on average in 2014) and many of the apparent
differences appeared to be relatively stable over time. The data suggests that the difference between
Horowhenua residents and the MDHB total population for respiratory disease mortality may have
decreased between 2006 and 2014 to the extent that the gap between rates in 2014 appeared to be
negligible. The difference in rates for mortality due to external causes also appeared to decrease between
2006 and 2014 although variability in the data may have had an important influence for this indicator.
Acute hospitalisation rates for Horowhenua residents were about 20% higher than for the MDHB total
population and this difference appeared to be relatively consistent between 2006 and 2016.
Table 18: Summary of key health findings for Horowhenua residents compared to MDHB total population
Rate comparison over time (based on line-of-best-fit)
Indicator

Difference between rates

Difference between
rates (percent)

(per 100,000 population)

Size of
difference
(2014)

Direction of
change
(2006-2014)

2006

2014

2006

2014

All-cause mortality

69.4 per 100,000

45.9 per 100,000

15.3%

11.5%

+

Largely
unchanged

Mortality due to
circulatory diseases

20.8 per 100,000

23.9 per 100,000

13.8%

19.5%

+

Largely
unchanged

Mortality due to
cancers

9.1 per 100,000

8.7 per 100,000

6.4%

7.0%

+/-

Largely
unchanged

Mortality due to
respiratory diseases

18.0 per 100,000

-0.8 per 100,000

52.3%

-2.3%

+/-

Difference
decreased

Mortality due to
external causes

15.3 per 100,000

-1.4 per 100,000

30.6%

-3.2%

+/-

Difference
decreased

Malignant cancer
registrations

8.6 per 100,000

-6.3 per 100,000

2.5%

-1.8%

+/-

Largely
unchanged

Amenable mortality

28.1 per 100,000

14.3 per 100,000

21.8%

13.9%

+

Largely
unchanged

2000.4 per 100,000

2218.3 per 100,000

20.5%

20.0%

++

Largely
unchanged

Acute
hospitalisations**

Key to size of differences (2014): +/- = <10% difference; + = 10-<20% difference; ++ = 20-<40% difference; +++ = ≥40% difference
**Note: Acute hospitalisation data is for 2006 and 2016 (not 2014)
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Appendices
Appendix 1: Defining ethnicity
Ethnicity is defined as the ethnic group(s) that people identify with or feel they belong to. It is a measure of
cultural affiliation as opposed to race, ancestry, nationality or citizenship20. Ethnicity is self-perceived and
people can belong to more than one ethnic group. Where people report more than one ethnic group in
response to the Census ethnicity question each ethnicity category is counted. This means that the total
number of responses for all ethnic groups can be greater than the total number of people who stated their
ethnicities (total responses for each ethnic group can add up to greater than 100%).
The collection of ethnicity data in the NZ Census 2013 uses a standard hierarchical classification of four
levels. Level 1 of the classification consists of seven categories and is used for reporting ethnicity responses
(Table 19).
Table 19: Level 1 ethnicity classification categories (Census 2013)
European
Māori
Pacific Peoples
Asian
21
Middle Eastern/Latin American/African (MELAA)
Other Ethnicity
Not elsewhere included

20
Ethnicity should not be confused with other related terms. Race is a biological indicator and an ascribed attribute. Ancestry is a biological and
historical concept and refers to a person's blood descent. Citizenship is a legal status. These terms contrast with ethnicity which is self–perceived
and a cultural concept. Ethnic origin is a person's historical relationship to an ethnic group, or a person's ancestors' affiliation to an ethnic group,
whereas ethnicity is a person's present–day affiliation.
21
Middle Eastern/Latin American/African (MELAA) was introduced as a new category for the 2006 NZ Census. Previously “MELAA” responses were
allocated to the “Other Ethnicity” category.
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Appendix 2: Census 2013 indicators used for NZDep13
Table 20: Nine indicators of deprivation used in NZDep13

Dimension of deprivation

Description of variable (in order of decreasing weight in the index)

Communication

People aged <65 with no access to the internet at home

Income

People aged 18-64 receiving a means tested benefit

Income

People living in equivalised* households with income below an
income threshold

Employment

People aged 18-64 unemployed

Qualifications

People aged 18-64 without any qualifications

Owned home

People not living in own home

Support

People aged <65 living in a single parent family

Living space

People living in equivalised* households below a bedroom occupancy
threshold

Transport

People with no access to a car

*Equivalisation: methods used to control for household consumption
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