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Foreword
We are pleased to present the Taranaki Health Action Plan, which describes a 10-year vision for our local health
system and how we’re going to achieve this vision. At the centre of the vision are our patients, whānau and
community, who depend on our expertise, care, compassion and support.
The Plan has been developed by Taranaki District Health Board, in collaboration with Te Whare Punanga Korero
(TWPK) Trust and primary and community care providers. It recognises the strengths of the Taranaki health system,
which provide a solid foundation for us to build on. It also recognises the challenges we face, particularly in making
a difference to the persistent health inequalities faced by our Māori communities, and in responding to the
increasing demand pressures on our health workforce in primary, community and secondary care – resulting from
population ageing and long-term conditions, and ageing of our workforce.
We know that to truly improve the health and wellbeing of our population – and in particular to address the
persistent health inequalities experienced by Taranaki Māori – will require us to work more effectively with our
communities and with other public sector agencies such as education, justice, social development and local
government. This will include engaging with Iwi on the health priorities of their members.
We have deliberately chosen to see the challenges facing us as opportunities to transform how we work through
adoption of a longer term, more strategic approach. In the past, the Taranaki health system has tended towards a
large number of short term, ad hoc actions. In this Plan we are deliberately pursuing a new approach that will bring
fundamental changes through adoption of new models of care, workforce roles and technologies. We believe a
new approach must be at the core of the Taranaki health system’s response to the challenges facing us. This will
require us to challenge our current ways of working, our attitudes and our beliefs.
We look forward to working with you to deliver the Taranaki Health Action Plan.

Pauline Lockett
Chair
Taranaki District Health Board

Rosemary Clements
Chief Executive
Taranaki District Health Board
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Executive summary
Strategic context
Like the New Zealand health system as a whole, Taranaki’s health system is facing intensifying supply and demand
pressures that are impacting on clinical and financial sustainability. Key pressures in Taranaki include:

In response to these sustainability challenges, local health systems are redesigning their models of care and service
configurations. The strategic direction of the New Zealand Health Strategy (NZHS) provides the system-level
framework for redesign of models of care. The NZHS recognises that fundamental changes are needed, which place
power in the hands of patients, enable care to be delivered close to home, integrate care across settings, and
effectively deploy new technologies to improve access to high-quality care. The NZHS has strong linkages with other
government strategies (such as Pae Ora and social investment). These strategies include the health system playing a
key role in delivering more effective social services to all New Zealanders, but in particular, individuals and whānau
who are most vulnerable to poor outcomes.

The Taranaki Health Action Plan (“the Plan”)
Taranaki District Health Board (DHB) has worked with a number of stakeholders to develop the Plan. The Plan
describes the transformational journey the Taranaki health system will take to redesign how care is delivered in the
district to ensure the sustainable achievement of improving health outcomes. An evidence-based approach has been
taken to developing the Plan using health need and service performance information (refer Appendix) and
engagement with stakeholders. Through this approach a desired future is described, and the key focus areas and
related actions to be implemented over three years are identified.
Six focus areas will deliver on Taranaki’s vision for the future,
Taranaki Together, A Healthy Community
“Taranaki Together, A Health Community”. These are aligned to
Taranaki Whanui He Rohe Oranga
the NZHS, and the desired strategic outcomes of Te Kawau Mārō,
Taranaki’s Māori Health Strategy. The focus areas are:
1
A person-centered system
1. Helping our people to live well, stay well and get well through
2
A one team approach across the system
health literacy and ‘health in all policies’ approaches
3
Proactive models of care
2. Integrating our care models through a one team, one system
4
Workforce resourcing to match models of care
approach, starting with adults with physical health needs and
health of older people, and then extending to mental health
5
Empowered individuals, families and communities
and addiction services
Increased investment in preventive activities
6
3. Using our community resources to support hospital capacity
7
Coordinated health and social services
to enable a sustainable hospital infrastructure matched to
population needs and models of care
Interventions that are culturally appropriate
8
4.
Using analytics to drive improvement in value through
9
Planned and coordinated use of technology
improved performance, efficiency and quality of care
9

Delivery of reliable and quality care

5. Developing a capable, sustainable workforce matched with health need and models of care
6. Improving access, efficiency, and quality of care through managed uptake of new technologies – supporting
changes in models of care
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Executive summary cont’d
Through achieving the objectives of these focus areas and their headline actions, the following benefits are expected:
Enhanced patient
experience

Improved population health
and equity

Our population will
understand how, when
and where to access the
right health services and is
supported with
information to achieve
their health goals. Patients
will receive integrated
services – centred around
their needs.

Services are targeted at
those most likely to
benefit, with the
workforce matched to
population needs and
enabled to support better
health outcomes.

Improved value for money
Prevention and earlier
intervention activities has
reduced demand, and
more services are offered
in community settings at
lower system cost.
Hospital services are more
focused, with clearly
defined care pathways to
guide safe and effective
patient journeys.

Strengthened system
resilience
Primary health care
capacity has increased,
providing better access
and better quality services.
The system is supported
by a stronger evidence
base that informs clinical
decision-making and
enhances patient care.

Making it happen
The Plan outlines an ambitious programme of work, but one that is essential for ensuring sustainability of the
Taranaki health system, and the contribution it makes to community wellbeing. A plan is only of real value if its
actions are delivered successfully, and on time. Reflecting this, the actions under each focus area have been phased
to match the scale and pace of implementation with the system’s capability to deliver. The roadmap (page 22)
emphasises a sequenced approach to implementation (planning; testing; scaling), which develops over year 1, with
year 2 and 3 actions delivering on the Plan. We will work as one team to make this happen – collaboratively planning
our actions, testing implementation of these in the system, celebrating successes and learning quickly from failures,
and then scaling what is working to maximise system impact.
The Plan has a medium to long-term view for transforming the Taranaki health system. As part of implementation
planning, existing operational and financial planning will be aligned to the direction of the Plan. This will include
savings plans and actions to achieve Taranaki DHB’s three-year breakeven pathway agreed with the Ministry of
Health. The Plan also aligns with the strategic direction of the Midland Regional Services Plan, and Plan
implementation will be refined and aligned as regional planning progresses.
A structured and disciplined approach to implementation will be taken, with key components being:

1. Robust KPIs & targets

2. Aligned governance &
leadership

4. Effective partnerships

5. Dedicated programme
& change management

7. New funding &
commissioning models

8. Detailed planning
(service, financial)

3. Transparent and
systematic prioritisation

6. Ongoing
communications &
engagement

9. Feedback &
continuous improvement
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Section 1
Introducing the Health Action Plan

|6

Rationale and purpose of the Plan
The purpose of the Plan is to provide:
An overarching framework for the Taranaki health system, with a 10-year vision
► A targeted work programme to inform annual planning from 2017 to 2020
► A unified, ‘whole-of-system’ approach to priority-setting and actions shared by the key agencies in the system.
The focus of the Plan is on:
► Improving patient access and population health outcomes, and in particular improving equity between Māori and
non-Māori
► Addressing clinical and financial sustainability issues evident in Taranaki health services
► The health system working with Taranaki’s communities and intersectoral partners to improve the well-being of
the Taranaki population.
►

The Taranaki health system performs relatively well. But needs to address existing challenges that are expected to
intensify in the future due to population ageing, funding constraints, and workforce shortages. Taranaki’s relatively
low ratio of general practitioners (GPs) to population and expected retirements from the GP workforce are of
particular concern.

Plan development
Development of the Plan has been led by Taranaki DHB, reflecting our overall stewardship role in the local health
system, but has engaged many stakeholders including:
► Taranaki’s Kāupapa Māori providers - Ngāruahine, Ngāti Ruanui, and Tui Ora – who with Taranaki DHB are
members of the Te Kawau Mārō Alliance
► Pinnacle-MHN, Taranaki’s Primary Health Organisation (PHO)
► Taranaki DHB staff
► Other health service provider organisations (including NGOs and the private sector)
► Agencies from other sectors, including local government.
Development of the Plan has been overseen by a Steering Group with membership from Taranaki DHB, PinnacleMHN, and Tui Ora.

Planning process
The Plan was informed by analysis of the current performance of the Taranaki health system and anticipated future
population health needs, supplemented by interviews and workshops with stakeholders.
Analytical profile of health need and services in
Taranaki

1

Building the evidence-base

2

Determining potential focus areas for
the Plan

Direction and priority setting
► Informed by analytics and interviews, and understanding of the
distance between the current and desired future states

3

Determining the targeted programme
of work required

The Plan
► Focus areas and outcomes
► Roadmap setting out the steps required in the next 3 years

We recognise our responsibilities under the Treaty of Waitangi, and fulfil these through:
• Engagement with the Te Whare Punanga Korero (TWPK) Trust, the Māori health governance group which works
with the Board of Taranaki DHB in setting strategic direction
• The Te Kawau Mārō Alliance
• Consideration of Te Kawau Mārō (the Taranaki Māori Health Strategy) the Pae Ora framework, and the principles
of the Treaty of Waitangi.
Key aspirations and priorities from these sources are captured and reflected through all components of the Plan.
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Section 2
Trends in health policy and service design

“The cost of providing health services through the current model is unsustainable in the long term. The
Treasury estimates that, if nothing were to change in the way we fund and deliver services, government
health spending would rise from about 7 percent of GDP now, to about 11 percent of GDP in 2060. It is
essential that we find new and sustainable ways to deliver services, investing resources in a way that will
provide the best outcomes possible for people’s health and wider wellbeing.”
The New Zealand Health Strategy: Future Direction (Ministry of Health, 2016)

|8

The Plan is guided by government policy and priorities…

Themes of the New Zealand Health Strategy1

The New Zealand Health Strategy (NZHS) provides the
framework for national, regional and local service
planning…
…and has been used as a key conceptual framework for
translating national and regional aspirations into our
local priorities in Taranaki. The NZHS has five strategic
themes reflecting the trend towards person-centred,
integrated systems of care :
► People powered
► Closer to home
► Value and high performance
► One team
► Smart system.
All five of these themes reflect New Zealand’s
commitment to addressing the health system
sustainability challenge, and ultimately shifting towards
a better integrated model of care.

The Triple Aim framework has been used to ensure
our priorities and actions consider the personal,
population and system dimensions of health care…
The Triple Aim is an internationally recognised tool for
ensuring that population health, patient experience of
care, and value for money perspectives are considered
simultaneously in health system planning and decisionmaking. We have used this framework to establish the
Plan’s priorities and actions.

Pae Ora is the government’s vision for Māori health…
…and is integral to the delivery of the NZHS and Triple
Aim. Pae Ora recognises the multifaceted needs of
Māori through a holistic approach with three
interconnected elements:
► Mauri ora (healthy individuals)
► Whānau ora (healthy families)
► Wai ora (healthy environments).
In improving Māori health using a Pae Ora approach, we
have engaged with local stakeholders to understand
how we can better collaborate with Taranaki Māori to
improve equity of access and outcomes, and ensure that
Māori are involved in both decision-making and service
delivery.

The Triple Aim framework simultaneously considers
individual, population and system dimensions of
health care

1 Available

at: https://www.health.govt.nz/system/files/documents/publications/new-zealand-health-strategy-futuredirection-2016apr16.pdf
2 Available from http://www.productivity.govt.nz/sites/default/files/social-services-final-report-main.pdf
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The Plan is guided by government policy and priorities cont’d…

The social services system
functions reasonably well
for most New Zealanders…

…but the system badly lets
down many of New Zealand’s
most disadvantaged people.

The Productivity Commission: More effective social services2

The government’s social investment policy is
intended to help the most vulnerable to access
health and social services…
Traditional approaches are not meeting the needs
of the most vulnerable – particularly children and
youth. In response, government has challenged
agencies to:
► Focus efforts on improving the lives of the most
vulnerable
► Take a data- and evidence-led approach to
commissioning and contracting for outcomes
► Join up planning and action across agencies and
sectors including integrated funding and
contracting models
► Design new models of care for the most
complex cohorts
► Involve individuals, whānau and communities in
priority setting and service design.
We have incorporated this thinking into our Plan’s
priorities and actions, and recognise that some
members of our communities will require more
time, effort and resources than others, to lift their
health and social outcomes

The Midland Regional Services Plan (MRSP) outlines
key objectives and subsequent initiatives for aligned
but contextualised local DHB implementation…
The MRSP is to be considered in conjunction with local
planning to ensure consistency through the alignment
of priorities. The strategic objectives of the MRSP are:
1. Improve Māori health outcomes
2. Integrate across continuums of care
3. Improve quality across all regional services
4. Build the workforce
5. Improve clinical information systems
6. Efficiently allocate public health system resources

The Plan acknowledges that in order for the Taranaki health system to improve population health outcomes, a
system-wide approach must be taken aligned to the national and regional strategic priorities, with collaboration
across health and social services, and measured against Triple Aim indicators.
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New technologies and models of care
New technologies will increasingly enable patients to take control of their health and wellbeing…
New technologies are rapidly transforming how people engage with each other and the services they use. In health
care, this means how people access health information (including their own records), how they engage with health
professionals, and the health checks (like simple diagnostics) they can do for themselves. Together these trends, and
the further promise of new technologies, have the potential to radically change our experience of health care. If we
use these technologies well they will also enable the health system to deliver more efficient and effective patientcentred care, making the best use of workforce and facilities.

Health service consumers indicate their support for new models
of care
Interest

Service

No
interest

87%

Make an appointment online to see a
doctor or organise a hospital
service/appointment

13%

83%

Complete doctor or hospital
registration details online before your
visit

17%

74%

Use an at-home diagnostic test kit (e.g.
for strep-throat, cholesterol levels)
and send the information to your
doctor

26%

70%

Communicate electronically with a
doctor or other health professional
(e.g. email, text, social media site)

30%

70%

Order prescription drug refills using
mobile apps on your phone

30%

66%

Use a device that connects to your
smartphone (e.g. temperature, blood
pressure or heart rate) and send the
information to your doctor

34%

61%

Consult a doctor by video on your
computer rather than in-person in a
clinic

39%

60%

Send a photo of your injury/heath
problem to a doctor using your
computer or mobile device

40%

Primary &
community
care

Digital health provides a new way of thinking
about health care, with the potential to
strengthen self-care, improve patient access, and
provide more holistic care

Source: Health Reimagined: a new participatory health paradigm. Available at:
http://www.ey.com/gl/en/industries/health/ey-health-reimagined
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New technologies and models of care cont’d

End of Life
(1.5%) Advanced MDT* care planning
Complex
(8.5%)

Comprehensive care plan –
MDT & case management

Moderate
(15%)
At risk / mild
(25%)

Standard care plan – primary
care with sharing of plan with
specialist services
Simple care plan –
primary health care

Healthy
(~50%)

Wellness plan
(optional)

Planned and structured approaches to care delivery are
enabling better targeting of resources to support people
to live well, stay well, and get well…
New models of care are emerging in support of
improvements in population health outcomes:
►

A focus on prevention, health literacy and selfmanagement

►

A focus on individuals and populations not specific
conditions

►

Proactive need and risk stratification – led from
primary health care

►

For more complex patients, multi-disciplinary teams
wrap generalist and specialist care around individuals
and their whānau based on:

Source: Bycroft (2015); MOH (2016)
* Multi-disciplinary team (MDT)

Stratifying patients according to their health
needs, and providing structured approaches to
care enables better targeting of resources to
support people to live well, stay well and get well

►

►

Holistic needs assessment

►

Shared care plans

►

Case management / navigators

►

Active monitoring and review of care

Integrated electronic health records across care
settings.

With the increasing prevalence of chronic disease and
complexity of patient needs, more proactive and
structured care enables better use of patient and health
professional time, and reduction in acute needs through
earlier intervention.

Bringing it together in Taranaki…
New models of care, enabled by new information, communications and clinical technologies, will be key in
improving access to services, lifting population health outcomes and reducing health inequalities, and getting better
value from health system funding.

| 12

Section 3
Taranaki’s health needs and service performance
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The Taranaki population and health system1
Taranaki’s population is relatively small, rural and dispersed
Taranaki is largely rural, with significant distances to large population centres...

New Plymouth

Stratford

118,110

7,258km2

People live in
Taranaki

Is the land area of
Taranaki

South Taranaki

Taranaki’s population is older than the New Zealand average
The Taranaki population is relatively old compared to the New Zealand average, and will age further in the future.
Like other rural parts of New Zealand, Taranaki has fewer working age adults as a proportion of the total population
than metropolitan areas like Auckland. The Māori population remains relatively young…

39

38

Average age in Average age
Taranaki
in NZ
Taranaki’s 45 – 64 year old age group is the largest, and the 75+ age group is projected to double in the
next 20 years

The population is no more deprived than the national average but Māori are much more likely to be
Māori in Taranaki are much more likely to live in deprived areas, with nearly one-third living in areas of greatest
deprivation. They also have a significantly shorter life expectancy than non-Māori, which is attributable to
premature deaths for reasons that are often preventable…

-7
years

16%

20%

7%

Non-Māori Māori
Areas in
Taranaki

81
NonMāori

74
Māori

32%

14%

Māori

Non-Māori

We receive more than $300M in funding each year
Over half of TDHB’s funding goes to Hospital and Specialist
Services, similar to allocations made by other DHBs…

52%
Age

Gender
Pop.
size

Sociostatus

Total 2016/17 government
funding for Taranaki DHB,
determined mainly
through a population
formula
1See

$172m to Hospital
and Specialist
Services (‘Provider
Arm’)

Ethnicity

$334m

Least deprived

37%
$124m to NGOs,
primary care,
pharmacies and
laboratories

11%
$38m to pay for
inter-district
patient flows

Section 7 for the detailed analytics profile

20%
Most deprived

The Taranaki health workforce

1,784
People are
employed by
Taranaki
DHB,
including…

Twice the number of GP FTEs per
100,000 people in New Plymouth
as in South Taranaki…

68
New
Plymouth

43
Stratford

27
South
Taranaki

81% of DHB employees are female, and 8% are Māori…

32,000
Annual
hospitalisations
in Taranaki

23,000
Acute

19%

9,000

Males

Nonacute

81%
Females
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Challenges and opportunities1
What are our strengths?

We have good
coverage of prevention
for cardiovascular
disease, with 63% on
triple therapy (2nd
highest of all DHBs)

Cost

Inequalities

So what?

We consistently
outperform our elective
surgery health target at
112% (2nd highest of all
DHBs)

Outcomes

We do well across a range of health and service performance indicators, including in particular for elective
surgery and cardiovascular disease…

What are our challenges?
However, our population is likely to grow slowly, impacting on our funding. At the same time complexity of patient
needs will increase due to ageing and long term conditions…

10%

Average
Average
population population
growth
growth New
Taranaki
Zealand

75+

Of Taranaki’s
population is
45+ years old

Age group will
double in 20
years

(2016 – 2036)

Cancer
Diabetes
Stroke

Isch. Heart
disease

Chronic pain
Arthritis

Dementia

Increased mortality rate
Lung cancer

So what?

Increased reliance on
specialist services

Coronary
heart disease

Stroke
COPD

Colorectal
cancer

Asthma

Outcomes

(2016 – 2036)

43%

Cost

18%

Increased prevalence of
long term conditions

Melanoma

What does all this mean for Taranaki?
Broader supply and demand challenges include an ageing GP workforce, threatening the sustainability of
primary care in Taranaki…

Service
integration

Ageing
population
Persistent
inequality

Primary care
Information
sharing

Population
distribution
Minimum
service
requirement.

High ED use
Child health

Rapidly increasing
acute
hospitalisations – 8
more admissions
per day than in
2012

Complex
system

e.g.

19%

50%

of people in
Taranaki are unable
to get a medical
centre appointment
within 24 hours

Of GPs are aged
over 55, and 50%
intend to retire
in the next 10
years

Taranaki Māori are
twice as likely to be
hospitalised for
preventable reasons
than non-Māori

Outcomes

So what?

Complex
patients

Cost

Workforce

Demand challenges

Inequalities

Supply challenges
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1See

Section 7 for the detailed analytics profile

Challenges and opportunities cont’d
Funding
Taranaki DHB is operating with a financial deficit, and aims to return to breakeven within the next 3 years. This
will be challenging given recent demand trends and potential for intensifying workforce pressures. If nothing
changes, it can be expected that hospital services will continue to consume the majority of new funding
received by the DHB, limiting increased investment in prevention and primary care, and perpetuating
inequalities.
The financial performance of Taranaki has declined at a relatively consistent rate since 2013. Provider Arm
services inclusive of IDFs for Personal Health and Mental Health have taken a modestly increasing share of
revenue, with the share growing from 66% in 2011 to 67% by 2016. However, this equates to about $15
million additional cumulative funds not being allocated to Funder Arm services (external providers, primarily
local primary care and NGO services), about $4 million per year, with cost pressures for age-related residential
care also crowding out investment in other primary and community services.
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Section 4
The Taranaki Health Action Plan: Summary
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The Plan will build momentum towards the desired future for Taranaki’s health system…
Taranaki Together, A Healthy Community
Taranaki Whanui He Rohe Oranga
What we want our future to be

✔

• Patients, families and whānau are at the centre of everything we do - being actively involved in model of care
design.
• The Taranaki community is health literate - empowered to be well and self-manage, and effectively navigate the
system when they need to access services.
• Care is integrated and cohesive - characterised by ‘one-team’ approaches.
• Proactive primary health care services reduce the system’s reliance on hospital and specialist care – emphasising
prevention, reducing urgent care demands, and providing a broader range of services in community settings.
• The DHB’s community health and specialist services support general practice through multi-disciplinary teams,
which allows hospital services to focus on the smaller number of patients with high clinical needs – reducing acute
hospital admissions and length of stay, and allowing increased investment in prevention and early intervention.
• Older people and people with more complex needs are enabled to maintain their independence, living safely and
well in the community.
• Taranaki’s health workforce is engaged and aligned with desired models of care - new roles are introduced and
other roles are broadened, improving access to services for people and their whānau, and allowing health
professionals to focus on higher skilled clinical work.
• New digital technologies support community health literacy and provide ‘virtual’ links between patients and health
professionals (including through remote consultations and monitoring). Health information and care plans are
shared across members of the care team.

Our choices

What we don’t want our future to be

✘

• Taranaki health services are fragmented, and do not adapt quickly enough to the increasing complexity of
population health needs, and changing patient preferences
• Demand pressure on primary care outstrips capacity and funding, making services reactive and limiting the ability
of primary care to effectively care for the Taranaki population
• Secondary care cannot keep up with increase in acute demand, exacerbated by Taranaki’s ageing population and
the increasing number of patients with complex needs and long term conditions
• Continuing growth in demand means Taranaki’s hospital services consuming an ever increasing share of resources,
limiting opportunities to invest in prevention, primary health care and new patient-centred technologies
• Workforce shortages intensify, with a critical mass of Taranaki’s GPs retiring over the next 10 years without
redesigned models of care and new workforce capacity to compensate – creating further pressure on the
hospitals, and staff burnout from coping with the stress of caring for an increasing number of patients
• Health services continue to be provided in traditional face-to-face ways, despite technology advances which could
improve access, quality and efficiency
• Health services continue to operate in ‘silos’, both within the health system and with limited connections with
social services, meaning the most vulnerable people and whānau with the most complex needs continue to
experience poorer access and outcomes
• Taranaki DHB’s financial deficit continues to grow, increasing the risk of reduced quality and external intervention
| 18

Strategic imperatives underpin the Plan’s focus areas
The six focus areas of the Plan are aligned in content and colour with the five strategic themes of the NZHS, and
have been selected based on the following imperatives:
• We need to promote long term sustainability through
proactive not reactive services
• We need to work more closely across disciplines, settings
and sectors
• We must provide cost-effective interventions and care
outside of hospital settings to support wellness, and to
ensure that hospital capacity is kept for patients with high
clinical needs
• We need to continually review and improve our
performance
• We must recognise and develop our workforce as our most
important asset
• We should adopt new technologies to help people to selfmanage and access care more conveniently, and to help
clinicians work more efficiently and effectively
• We need to work relentlessly to improve the quality and
safety of services across the system.

In developing the Plan’s six focus areas we have incorporated the five desired strategic outcomes of Te Kawau
Mārō Taranaki’s Māori Health Strategy:
1. Improving access – cultural awareness, stratified care, and virtual health (focus areas 1, 2, 5, 6)
2. Building Māori capacity – action to bolster the Māori workforce (focus area 5)
3. Improving mainstream services – focus on Māori health needs throughout the Plan

4. Strategic relationships – focus on Māori strategic relationships in implementation
5. Monitoring performance – stratifying and reporting on data by Māori / non-Māori (focus area 4).

Supporting delivery on the Midland Regional Services Plan (MRSP) has also been considered in Plan development.
Specifically, the six focus areas will support Taranaki’s contribution to the strategic objectives of the MRSP
through:
1. Improve Māori health outcomes (all focus areas)
2. Integrate across continuums of care (focus area 2)
3. Improve quality across all regional services (focus areas 2, 3, 4)
4. Build the workforce (focus area 5)
5. Improve clinical information systems (focus area 6)
6. Efficiently allocate public health system resources (all focus areas).

1 Available

at: http://waikatodhb-ebooks.co.nz/midlandregional/MidlandDHBsRegionalServicesPlan/midlandplan.pdf
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The Plan’s six focus areas:
1

3

2

Integrating our care models
through a one team, one
system approach

Helping our people to live well,
stay well and get well

Using our community
resources to support hospital
capacity

4

Using analytics to drive improvements in value

5

Developing a capable, sustainable workforce matched with
health need and models of care

6

Improving access, efficiency, and quality of care through the managed uptake of new technologies

Collectively the six areas will rebalance capacity through resource reallocation across the
system
Moving to a more integrated system requires changes in how resources are allocated across the system.
Reallocation rebalances capacity to enable more investment in prevention, self-management and out-of-hospital
models of care. The Plan’s focus areas and headline actions are intended to support the gradual reallocation of
resources to provide a more sustainable local health system, and better outcomes.

Current share of resources
Future share of resources

2

3

5
2

1
1
1
1

2

2

3

2

3

5

3

5

5

1

5

2

3

5

4
6
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The Plan responds to the challenges facing the Taranaki health system
As described on page 15, Taranaki faces a range of supply, demand and other challenges. The Plan’s focus areas and
actions respond to these by fundamentally changing ways of working and introducing the tools necessary to achieve
this.
Our ways of working
Tools to support better ways of working

Other

Supply pressures

Demand pressures

Integrate our
Using our
Help our
care models community Use analytics
people to live through a one resources to
to drive
well, stay well team, one
support improvements
and get well
system
hospital
in value
approach
capacity
Ageing population





Complex patients





Develop a
capable,
sustainable
workforce

Improve
access,
efficiency, and
quality of care
through
uptake of new
technologies







Persistent inequalities







Complex system







Child health







High ED use
Ageing / mismatched
workforce
Scale and scope of
primary care















Service integration



Population distribution







































Information sharing
Slow pop. growth
impacting funding























Limited ability to invest













Greater quality
expectations













Minimum service
requirements



Most focus areas directly or indirectly address the key challenges, whereas the ticks above indicate a direct and
significant impact
Through achieving the objectives of these focus areas and their headline actions, the following benefits are expected:
Enhanced patient
experience
Our population will
understand how, when and
where to access the right
health services and is
supported with information
to achieve their health
goals. Patients will receive
integrated services –
centred around their needs.

Improved population
health and equity
Services are targeted at
those most likely to
benefit, with the
workforce matched to
population needs and
enabled to support better
health outcomes.

Improved value for
money
Prevention and earlier
intervention activities has
reduced demand, and more
services are offered in
community settings at lower
system cost. Hospital
services are more focused,
with clearly defined care
pathways to guide safe and
effective patient journeys

Strengthened system
resilience
Primary health care
capacity has increased,
providing better access and
better quality services. The
system is supported by a
stronger evidence base that
informs clinical decisionmaking and enhances
patient care. | 21
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This 3-year roadmap will support implementation of headline actions through a phased approach to planning, testing and scaling initiatives under each
focus area – progressing towards achieving the 10-year vision. Timeframes indicate when major activities underpinning the actions commence.

3-year implementation roadmap

Section 5
The Taranaki Health Action Plan
Focus areas and actions for meeting today’s and tomorrow’s challenges
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The Plan’s six focus areas:
1

3

2

Helping our people to live well,
stay well and get well

Integrating our care models
through a one team, one
system approach

Using our community
resources to support hospital
capacity

4

Using analytics to drive improvements in value

5

Developing a capable, sustainable workforce matched with
health need and models of care

6

Improving access, efficiency, and quality of care through the managed uptake of new technologies

Why we chose the focus areas
The six focus areas have been selected based on analysis of evidence and stakeholder perspectives on the most
important issues facing the Taranaki health system. They also take into consideration national, regional and
local priorities and initiatives. Together the focus areas are where Taranaki will allocate effort and funding to
attain the greatest improvements across the local health system.
The most important issues facing the local health system and their alignment with focus areas are:
► Acute demand – Taranaki has a relatively high rate of hospitalisation and a very high rate of ED attendance.
There is some evidence that this is partly attributable to access barriers in primary care. Reducing
unplanned visits to hospital services through more timely interventions in primary and community care will
improve health outcomes and quality of life for patients while also enabling the system to make better use of
resources – impacting on system costs. (Focus areas 1 to 4)
► GP workforce – the most frequent reason Taranaki residents report as a barrier to primary care access is
being unable to make an appointment with 24 hours with their usual practice. This is higher than the national
average and puts pressure on our hospital services. This likely reflects the characteristics of the Taranaki
primary care sector: a low number of GP FTEs per capita (lowest in NZ) and a large number of solo-GP
practices. Capacity pressures are expected to intensify over coming years given workforce ageing, and the
already relatively old Taranaki GP workforce. Finding new ways of working is therefore fundamental for
supporting the sustainability of the Tarankai health system. (Focus areas 2, 5, 6)
► Population health risk factors – While Taranaki residents can expect to live on average the same number of
years as other New Zealanders, there remain opportunities to improve the quality of people’s lives through
reducing the prevalence of long term conditions and other factors that lead to early deaths. This requires
addressing the social determinants of health through cross-sector and agency collaboration to ensure that
health care needs are being addressed holistically for the well-being of individuals, communities and
whānau. (Focus areas 1, 5)
► Māori – Taranaki still has a considerable way to got to address persistent health inequalities for Māori
(access and outcomes), with the gap in life expectancy still being seven years. Systemic barriers to care
underlie these inequalities including the unconscious bias of health care professionals. (All focus areas).
►

►

Mental health and addictions – more people with complex mental health and addiction needs are
presenting acutely to Taranaki hospital services. Each of these presentations can be seen as a failure of the
wider system to address these people’s needs in a timely and effective way. (Focus areas 2, 3, 5)
Health of older persons – The Taranaki population is already older than the national average, and the
population aged 75 years and over is expected to double over the next 20 years. Ensuring that the right
services are in place to support people to age in healthy ways will be critical for their outcomes and the
sustainability of the health system. (Focus areas 1, 2, 3, 5)
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Focus area 1
Helping our people to live well, stay well and get well
‘Our population will live in good health through their own actions, including knowing how, when and
where to go for the right advice and care’

Objectives
1. Our population understands how, when and where to access the right health services.
2. Our population is supported with information to manage their own health.
3. Māori have access to culturally appropriate information to help improve understanding of living well, staying
well and getting well.
4. We always provide people with the right information to improve their health and achieve their health goals.

5. Our care providers effectively promote and improve health literacy.
6. The quest for good health outcomes influences how our communities and environments develop.

Action 1.1 – Develop a prioritised, targeted and patient-centred health literacy plan with particular focus on
acute demand management (including helping our population live well with long term conditions)
►

Engage with patients, clinicians and communities on the best mechanisms for improving health literacy, including
use of digital technologies (e.g. apps, online portals) and peer group support, and implement key findings

►

Engage with patients, clinicians and communities on the best mechanisms for improving navigation through the
health system (including when to seek primary health care rather than attend a hospital Emergency Department)
through directories, pathways, helplines, and apps/online portals, and implement key findings

►

Identify gaps and develop targeted, culturally appropriate resources to fill knowledge and information gaps based
on needs, with patient and clinician involvement, and taking into consideration existing and planned health
promotion activities

►

Upskill the health workforce in building community, whānau and patient health literacy, and making it an
expected competency of all health workers, particularly knowledge of Taranaki’s historical context and
competence in working with Māori being a key area for development (see Focus Area 5)

►

Develop targeted resources to address the health needs of people with disabilities

Action 1.2 – Embed ‘health in all policies’ in Taranaki by making health impact assessment a core part of
planning across sectors
►

Review the existing structures and processes for working with agencies from other sectors

►

Develop engagement plans with key organisations to build strategic partnerships

►

Determine an approach and identify associated resources for embedding health in all policies (e.g. health impact
assessments through a Taranaki ‘health in all policies’ Action Group)

►

Work with iwi and intersectoral partners to ensure the active engagement of Māori and use of a Pae Ora
approach in health impact assessment
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Focus area 1
Helping our people to live well, stay well and get well
Action

Action 1.1
Develop a
prioritised,
targeted and
patient-centred
health literacy
plan with
particular focus
on acute
demand
management
(including
helping our
population live
well with long
term
conditions)

Activity

Q1

2017/18
Q2 Q3

Q4

Q1

2018/19
Q2 Q3

Q4

Q1

2019/20
Q2 Q3

Q4

a) Engage with patients and
communities on the best
mechanisms for improving
health literacy and navigation
with a focus on acute demand
management (including helping
our population live well with
long term conditions)
b) Identify gaps, and develop
targeted resources – based on
patient needs, with patient
involvement, and including
disability resources. Within this,
assess the cost-effectiveness of
existing and planned health
promotion activities (Public
Health Unit), in terms of
alignment with agreed priority
areas and potential to improve
population health outcomes.
Actively monitor the value of
resources developed, adjusting
as necessary for improved
outcomes
c) Upskill the workforce, making
health literacy an expected
competency including cultural
competency particularly Māori
as Treaty partner (aligned to
care setting, not provider)

Action 1.2
Embed ‘health
in all policies’ in
Taranaki by
making health
impact
assessment a
core part of
planning across
sectors

a) Establish a ‘health in all
policies action group’. Working
with stakeholders identified in
1.1.a. and from other sectors,
determine an approach for
ongoing engagement and
involvement of health sector
information and representatives
in other sector’s policy-making
processes
b) To support 1.2.a., outline an
approach and identify resources
and requirements for
undertaking health impact
assessments to inform policymaking processes
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Focus area 2
Integrating our care models through a one team, one system approach
‘Our population will experience proactive, comprehensive care tailored to their personal and whānau
health and social needs ’

Objectives
1. The health system will be simplified for patients and clinicians to enhance the experience of care and improve
health outcomes
2. A proactive and evidence-based approach to identifying health needs and allocating resources will improve
health outcomes and equity, with a particular focus on improving care for Māori
3. The capacity and capability of primary and community health and support services will be enhanced so they can
make a greater contribution to reducing demand for acute hospital services and for aged residential care
4. Services will be redesigned to better meet the needs of Taranaki’s most vulnerable people and whānau

Action 2.1 – Embed the integrated care model for adult physical health and health of older people
►
►
►
►
►
►
►
►
►

Roll-out the health care home (HCH) across general practices to increase capability and capacity
Implement an appropriate risk stratification framework to support care planning and design across primary,
community, specialist and social care
Develop stepped care models that match the levels of risk, including implementation of the proactive primary
care-led ‘year of care’, packages of care, and care pathways
Implement the single point of access and coordination (SPOA) and locality-based integrated care teams
Implement IT infrastructure to enable integrated care across services, professions, organisations and settings
Incorporate Whānau Ora approaches into the model of care including kaiāwhina/navigator roles and connection
with social services
Extend the model of care to include relevant NGO services (including kāupapa Māori providers)
Refresh the 2013/16 Taranaki Palliative Care Plan for incorporation into the integrated model of care, including
inclusion of advance care planning
Design and develop performance measures to evaluate implementation of the integrated care model to collect
and analyse relevant KPI data

Action 2.2 – Design the integrated care model for people with mental health and addiction needs
►
►

►

Building on learnings and design of the integrated care model for adult physical health and health of older people,
assess mental health and addictions service provision in Taranaki across primary, community and hospital settings
Develop a plan, which enhances the current models of care, to integrate mental health and addiction services
requirements, taking a multi-agency approach (including NGOs and kāupapa Māori providers). Include
consideration of service gaps and the customisation required for extension of the following components to mental
health and addiction services:
► Integration of mental health and addiction services into the single point of access and coordination (SPOA)
► Expansion of locality-based integrated care teams to also provide mental health and addiction services
► Expansion of the risk stratification framework, with stepped care models that match the levels of risk, the
‘year of care’, packages of care, and care pathways
► Performance and KPI measurement and reporting, including a shared outcome framework for mental
health
Ensure the workforce requirements of the mental health model of care are addressed in Focus area 5

Action 2.3 – Through partnerships with agencies from other sectors, explore opportunities to extend the
integrated care model to encompass social care
►
►

As integrated care models mature (adult physical health, health of older people, mental health and addictions),
identify opportunities for extension of the scope to better address social care needs
Collaborate with relevant agencies and NGOs to develop and agree a multi-agency, disciplinary approach and
ways of working across organisational and sector boundaries
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Focus area 2 cont’d
Integrating our care models through a one team, one system approach
Action

Activity

2017/18
2018/19
2019/20
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

a) Build on and implement the risk stratification
framework
b) Design and implement a single point of access
and coordination (SPOA) for access to
multidisciplinary care based on the risk
stratification framework – with initial operations
commencing from 1 July 2017

Action 2.1
Embed the
care
models for
adult
physical
health and
health of
older
people

c) Design the resourcing mix of locality integrated
care teams, building capacity across primary and
community settings to support the risk
stratification framework and packages of care
against a Pae Ora framework including Whānau
Ora approaches
d) Sequence roll-out of locality integrated care
teams
e) Design and implement IT and data analytics to
support risk stratification, packages of care and
locality teams (aligned with Focus areas 4 & 6)
f) Design and implement the evaluation approach
with a mix of qualitative and quantitative methods
which should include a set of SMART KPIs aligned
with the Triple Aim
g) Plan the next phases of the health care home,
SPOA, risk stratification approach and packages of
care for adult physical health and health of older
people based on lessons learnt

a) Analyse the current state and identify priority
areas to plan the model of care design and
implementation for mental health and addictions

Action 2.2
Design the
model of
care for
people with
mental
health and
addiction

b) Design the model of care for mental health and
addictions, through establishing workstreams for
the:
► risk stratification framework timelines for
design, resourcing and implementation for the
health care home and locality integrated care
teams
► packages of care for patients with complex
needs
► SPOA, leveraging Focus area 5
► evaluation approach with KPIs aligned with the
Triple Aim
c) Deliver the changes to the model of care as
designed across adult, and mental health and
addictions services, especially alignment and input
to Action 5.2 - Develop a workforce plan to match
supply in key service areas
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Focus area 2 cont’d
Integrating our care models through a one team, one system approach
Action

Action 2.3
Expand the
models of
care across
professions
, agencies
and
sectors*

Activity

2017/18
2018/19
2019/20
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

a) Review and prioritise where assistance from
other agencies and, or NGOs is required to provide
a whole of system approach
b) Engage identified key stakeholders based on the
prioritised agencies and/or NGOs
c) Plan a multi-agency approach to collaborate and
define new ways of working to develop the
integrated model of care
d) Design and develop integration of agency
services across SPOA, locality care teams and
packages of care

*Activity 2.3 timeframes for the subsequent activities will be in years 2020 through 2021.
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Focus area 3
Making best use of our primary and community resources to support hospital capacity
‘We will build capability to deliver more care in community settings and more clearly define the future
roles of Taranaki Base and Hawera hospitals so that we can provide the right care, in the right place, at
the right time’

Objectives
1. An increased scope and volume of traditionally hospital-based services will be delivered in primary and
community settings
2. A more focused scope of services will be delivered in hospital settings, with a strengthened emphasis on
ambulatory care models
3. Clearly defined care pathways for priority patient groups will support better admission and discharge planning
4. The timeliness and convenience of access to ambulatory and outpatient care will be improved for Māori and
rural populations
5. A more viable and sustainable hospital infrastructure will be planned for Taranaki, matched to population health
needs and contemporary models of care

Action 3.1 – Right-size the capacity of primary and community care to make a greater contribution to the
Taranaki health system
►

►

►

In the context of the health care home and integrated care models (see: Focus area 2), consider the level and mix
of resources to meet future health needs and support a greater proportion of care to be provided in out-ofhospital settings (see Focus area 5), with this to be reflected in the DHB’s long term investment plan and planning
for the second stage of Project Maunga (Taranaki Base Hospital redevelopment)
Prioritise development of whole-of-system care pathways to support earlier discharge / step-down care in key
service areas, and improvements in access to outpatient services - building on work to date in home care, stroke
and dementia (see: Focus area 2)
Work with Māori to understand and action opportunities to improve the responsiveness of primary and
community care

Action 3.2 – Define the future role of Taranaki Base and Hawera hospitals, and the clinical workforce
required to best support each
►

►

►

Clarify the intended role (in terms of clinical capability) and relationship of Taranaki Base and Hawera hospitals
based on expected future health needs, models of care, available capacity and affordability. The expectation is
that Hawera Hospital is transitioned to being rural hospital medicine specialist-led, with increased linkages to and
support from primary care, and strong support from specialist services at Base Hospital. Within this, clearly
identify the types of activity that will move from hospital to primary and community settings.
Review and revise Project Maunga business case staging and scope for Taranaki Base Hospital in the context of
integrated care models and making best use of primary and community resources, with priority areas of focus
being:
► Emergency and acute care particularly for frail elderly, people with severe mental health and addiction
conditions, and people with frequent acute medical admissions
► Outpatient clinics, exploring opportunities for consolidation on campus, delivery of high volume clinics in
community settings, and use of telehealth
► Women’s health and newborn services
► Mental health and addiction services
Clarify Taranaki Base Hospital’s role in the context of the Midland Region’s service and capacity planning (refer
Midland Region Services Plan), including:
► Optimising management of patient inflows and outflows
► Determining the clinical and financial viability of extending the service mix at Taranaki Base Hospital to
include vascular and paediatric orthopaedic services (surgery and medicine), and HIV management
(medicine)
► Considering the sustainability of referral arrangements with hospitals outside the Midland Region
network.
| 30

Focus area 3
Making best use of our primary and community resources to support hospital capacity
Action

Activity

2017/18
2018/19
2019/20
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

a) Take a service-by-service approach to identifying
the current state services and capacity (workforce
and physical), and emerging trends in community
based services with analytics to support
understanding future demand

Action 3.1
Right size
care in the
community
to make a
greater
contribution
to the
Taranaki
health
system

b) Engage with key stakeholders to determine an
ideal future state for each service (taking a settings
approach across services), performing a gap analysis
in terms of scope of service, supporting
infrastructure and workforce, taking into
consideration HCHs, design of SPOA, locality
integrated care teams and new technologies
c) In the context of integrated care models, plan and
action staged movement to ‘whole system’ care
pathways, incorporating care within TDHB
secondary services, referrals from secondary to
tertiary services, and discharge back to primary and
community care
d) Plan and action resource mix and investment
requirements to support the increased scope and
volume of activity in primary and community
settings, subject to affordability and quality / safety
and ways of working to define interactions between
providers

Action 3.2
Define the
future role
of Taranaki
Base and
Hawera
hospitals,
and the
workforce
required to
best support
each

a) Measure and understand current demand and
supply based on population needs, priority service
areas and new integrated models of care at Base
and Hawera hospitals
b) Determine ideal future state role for each
hospital, prioritising services and defining Taranaki
Base’s patient management and services within the
wider Midland Region hospital network, and other
key hospitals
c) Review and revise Project Maunga business case
staging and scope for Taranaki Base Hospital, and
complete strategic assessment for Stage 2
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Focus area 4
Using analytics to drive value
‘We will increase the use of analytical tools and capability across the system to inform decision-making,
in order to better identify and meet health and service needs in a timely way’

Objectives
1. Information will be managed more efficiently
2. Budgeting, funding and monitoring processes will be strengthened
3. Priority setting and resource allocation will be better informed
4. Performance will be monitored more closely to identify areas for improvement, and feedback information to
improve clinical and managerial practice, including across population groups such as Māori and those living in
rural areas

Action 4.1 – Develop a whole-of-system Taranaki data and analytics plan that specifies the data that will be
collected, analysed and reported to drive value across all elements of the Plan
►

Building on the System Level Measures Framework Improvement Plan, establish a whole-of-system dataset for
Taranaki, bringing together primary, community and secondary care data at an individual patient level. Main
improvement priorities will be:
►

acute demand management;

►

using data to support integrated care model design and implementation; and,

►

the quality, safety and efficiency of hospital care

►

Develop reporting specifications, and use them to inform data collection, with a clear understanding of who
needs the reports, what the information is being used for, and the process that will enable continuous feedback
and refinement

►

Other factors to be considered in plan development include:
►

Ensuring data stratification by Māori and non-Māori, using a Pae Ora framework for measuring and
monitoring care and outcomes and exploring opportunities to use Iwi level data

►

Using data to segment patients based on the ‘more effective social services’ approach to inform
integrated care design and implementation, and interactions with other agencies

►

In the context of Whānau Ora, developing data definitions consistent across agencies to plan, measure
and monitor performance collaboratively within privacy constraints

►

Progressively institute patient reported outcome and experience measures (PROMs, PREMs) to support
quality improvement and provide value for patients

Action 4.2 – Implement continuous improvement initiatives using monitoring and feedback mechanisms
aligned with the Plan’s priorities
►

Benchmark general practice, community providers and hospital services against best practice, defining and
actively monitoring performance against appropriate KPIs to identify opportunities for improving access, quality
and costs. Make relevant information accessible to clinicians, funders / managers, and ultimately patients. This
will include optimising hospital performance through productivity benchmarking, HRT data and innovations, and
methods such as ‘high reliability’

►

Understand data-based themes across general practices, resolving root causes to reduce impacts in terms of ED
attendances and acute admissions

►

Institute regular meetings with key stakeholders to assign and discuss improvement initiatives resulting from
reporting where performance is contrary to expectations, and provide a point of contact for all involved in the
initiatives to provide feedback outside of the meetings to maintain momentum
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Focus area 4
Using analytics to drive value
Action

Activity

2017/18
2018/19
2019/20
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

a) Undertake stocktake of existing data collection
and reporting to identify gaps and opportunities
for improvement – aligned with the Plan’s
priorities
Action 4.1
Specify,
collect,
analyse and
report on
Taranaki’s
health data
in a unified
manner
across the
system

b) Determine the system and information
requirements including a consistent, unified
approach to collecting data, with clear business
and functional specifications
c) Design the specifications for and approach to
system-wide data collection, storage, analysis and
reporting, taking into account the strict regulatory
environment surrounding health data, and
consistency with regional approaches (in terms of
data definitions, systems used etc.) to enable
sharing across providers
d) Develop, build and test in accordance with the
new specifications. Ensure ongoing adjustment of
the solution as needed based on ongoing new
requirements
a) Identify and prioritise areas across the system
with a lack of clearly defined KPIs linked to the
Triple Aim

Action 4.2
Implement
continuous
improvement
initiatives
based on
monitoring
and feedback

b) Develop KPIs based on best practice
benchmarking and actively monitor performance
through reporting and analytics to understand
performance and areas for development
c) Implement improvement initiatives based on
the outcome of analytics where performance is
contrary to expectations (e.g. scope of service /
workforce adjustments within services or care
settings), with clear KPIs and reporting to support
the ongoing success of initiatives
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Focus area 5
Developing a capable, sustainable workforce matched with
health needs and models of care
‘We will build a sustainable health workforce capable of sustainably delivering improved health
outcomes for our population regardless of age, ethnicity, or location’

Objectives
1.
2.
3.
4.
5.

Capacity in primary and community health care will increase
Workforce efficiency will increase, with clinicians supported to work at the top of their scopes
Health outcomes for patients and whānau with the most complex needs will improve
All workforce groups will report increased satisfaction
Workforce participation by Māori will be sufficient to meet Māori patient needs

Action 5.1 – Develop a ‘Taranaki Way’ charter to support health system values to lift performance and
mobilise transformation
►
►

Foster new ways of working through the development of a values charter to guide our day-to-day decisionmaking, and how we interact with each other and our patients
Develop a statement of the behaviours that underpin each of our values, which encompasses:
► commitment to eliminating inequalities in access and outcomes particularly for Māori – to be lead from
the board and executive levels of Taranaki health organisations
► fostering clinical leaders and protecting time for them to be involved in priority-setting, service redesign
and implementation
► creating a culture of innovation
► supporting access to team-based learning to encourage multi-disciplinary teamwork and interaction to
deliver integrated care
► providing cultural awareness, knowledge and competence training to support a health literate workforce
able to provide care to an increasingly diverse population.

Action 5.2 - Develop a workforce plan to better match supply with demand, and delivery of integrated care in
key service areas
►

►
►

►

►
►
►

Review evidence to identify successful strategies for attracting and retaining primary care professionals in
Taranaki, including the role of training, placements and programmes, management of short and long term
locums, team support, family support and organisational structures. Additionally, appropriately match primary
care capacity to new models of care - including succession planning for retiring GPs
Promote advanced nursing roles in primary health care, and - within regulations and standing orders - prescribing
roles for nurses, pharmacists and dieticians
Support roll-out of the health care home, including business models to support new workforce roles (such as
physician assistants, medical centre assistants and other unregulated workers, and increased allied health
capacity such as clinical pharmacists)
In the context of DHB Provider Arm service-by-service reviews, determine workforce size and mix matched to
future population health needs and models of care, and including consideration of the quality of after hours
services – taking an overall settings approach to adjustments and planning across services
Partner with other organisations to attract the next generation of medical practitioners to Taranaki, particularly
candidates interested in hard-to-staff specialties
Grow participation of Māori in the health workforce through engagement with Iwi and with education providers ,
with focus on increasing participation in clinical roles
Explore opportunities to increase training for ‘stair-case’ qualifications through local education providers (e.g. the
local health assistant course)
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Focus area 5
Developing a capable, sustainable workforce matched with
health needs and models of care
Action

Action 5.1
Develop
workforce
capabilities
to lift
performanc
e and lead
system
change

Activity

2017/18
2018/19
2019/20
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

a) Develop and promote ‘The Taranaki Way’ as a
guiding, system-wide, values-based document which
depicts the way the workforce holistically
approaches care, prioritising reducing inequalities
b) Develop and implement appropriate leadership,
cultural awareness, and other soft-skill based
programmes to develop the workforce based on the
guiding values of ‘The Taranaki Way’
c) Design and implement unified clinical and nonclinical governance arrangements to support the
uplift of performance and lead system change
a) Analyse the current state of Taranaki’s health
workforce and relevant projections in terms of
retirement and emerging graduates, matching this
to current population health needs. Taking into
consideration the costs associated with different
settings of care, identify where the largest gaps lie in
terms of workforce capacity and unmet need

Action 5.2
Develop a
workforce
plan to
match
supply and
demand in
key service
areas

b) Design the future state workforce emphasising
bolstering of roles and services in primary and
community settings, aligned to the model of care,
and within financial constraints
c) Conduct a readiness assessment, and based on
the gaps between the current and future states,
develop a detailed workforce plan, taking into
consideration incentives for further education,
succession planning, and partnering with education
providers
d) Implement the workforce plan, including support
for existing resources to develop required skillsets,
engage with education institutions, and prioritise
recruitment according to services with the highest
level of unmet need
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Focus area 6
Improving access, efficiency and quality of care through the managed uptake of new digital
technologies
‘We will collect, store and share patient health information appropriately across the system to better
integrate care, and improve access through the implementation of virtual health solutions’

Objectives
1. Workforce productivity will increase
2. Patients will have better access to health care
3. Clinicians will have access to shared patient information and care plans to promote delivery of integrated care,
and reduce quality and safety risks

Action 6.1 – Make the best use of technology to share patient health information and care plans across the
health care team
►

Encourage uptake of information technology in primary and community health services that supports moving
towards electronic health records (EHRs), including care plans shared between members of the patient’s care
team

►

Create an electronic medical record (EMR) for each hospital patient, to be appended to their EHR

►

Through the roll-out of integrated care for adult physical health and health of older people, lay the foundation for
a single EHR with the following sequencing:
►

Primary care and community health services

►

Diagnostics

►

Secondary services

►

NGO services

►

Incorporating intersectoral partner social care information

Action 6.2 – Identify, prioritise and implement virtual health solutions1
►

Identify current and potential telehealth use across the district (e.g. tele-reporting of imaging and computeraided diagnostic technology in radiology), and prioritise development opportunities, with the target of
significantly increasing the proportion of patient contacts undertaken virtually, and improving access after hours

►

Explore opportunities to use technology to support new models of care, including virtual consultations, and
remote monitoring to support care in home settings

1Note

– the use of virtual health solutions will be supported by appropriate clinical triage processes and care
pathways, and will be supported by available evidence. The use of virtual health approaches is intended to bolster
clinical capacity, reduce access barriers and improve the quality of care - not to remove physical, face-to-face
access to clinicians
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Focus area 6
Improving access, efficiency and quality of care through the managed uptake of new digital
technologies
Action

Activity

2017/18

2018/19

2019/20

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

a) Understand the current state of patient
information creation, storage, and use across the
Taranaki health system, considering the systems
used and their potential to interact / share
information

Action 6.1
Utilise
information
technology to
share patient
information
and the care
plan across
the health
system

b) Engage with key stakeholders to determine an
ideal future state for sharing patient information
and care planning across the system. Build on
work done in the IHS business case, considering a
phased approach to the development of an EHR,
including the creation and incorporation of an
EMR
c) To support the integrated model of care and
health care home, design an EHR with sequencing
as above, with priority to shared care plans,
patient portal, risk stratification and SPOA. Create
a consistent EMR within the hospital, intended to
be appended to the EHR

d) Fully roll out the EHR across all services,
appending every EMR to the relevant EHR, with
mandatory care planning for every patient
touching more than one service in the health
system

Action 6.2
Identify,
prioritise and
implement
virtual health
solutions

a) Understand the current state use of virtual
health solutions in Taranaki across all services,
including the nature of virtual interactions
between services
b) Determine a desired future state for the use of
virtual health solutions in Taranaki based on good
practice, prioritising the implementation of new
solutions based on the highest levels of need
identified through service-by-service reviews
c) Implement prioritised virtual health solutions
using learnings from solutions as they emerge to
determine an approach for future implementation
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Section 6
Implementing the Health Action Plan
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Making it happen
The Plan outlines an ambitious programme of work, but one we consider is essential to ensuring the sustainability
our health system, and the contribution it makes to wellbeing of our communities. We know that a plan is only of
real value if its actions are delivered successfully, and on time. Therefore we will be taking a structured and
disciplined approach to implementation, with a clear 3-year roadmap (page 21) to set the course to achieve the
10-year vision of the Plan. Our structured and disciplined approach has several components, which are described
in more detail below.

Our implementation approach

1. Robust KPIs & targets

2. Aligned governance &
leadership

3. Transparent &
systematic prioritisation

4. Effective partnerships

5. Dedicated programme
& change management

6. Ongoing
communications &
engagement

7. New funding &
commissioning models

8. Detailed planning
(service, financial)

9. Feedback &
continuous improvement

1. Robust KPIs & targets
►

Objectives for monitoring the impact of the Plan at a strategic level have been defined for each focus area, and
specific KPIs will be confirmed during detailed implementation planning in year 1, informed by analytics. Where
relevant, these will include:
►

Reporting of performance by ethnicity to ensure a continued focus on reducing population health inequalities,
particularly for Māori

►

Benchmarking of relevant metrics against best practice to determine appropriate local improvement targets
(i.e. what is potentially achievable based on the performance of leading local health systems)

►

Alignment with regional and national targets (e.g. National Health Targets, MRSP objectives), striking a balance
between regional / national priorities and local population needs particularly those of Māori

2. Aligned governance & leadership
►

The Taranaki DHB Board will be the primary decision-maker and ‘owner’ of the Plan, supporting management and
clinicians to ensure that their time is focused on delivering on the actions. The Board will also support further
development of the organisational partnerships that will be fundamental to the success of the Plan (see: Effective
Partnerships below)

►

A unified clinical governance framework will be created, covering all health system participants, with district-wide
and locality mechanisms to support whole of system professional collegiality and multi-disciplinary teamwork.
Membership will include primary, community and secondary clinicians

►

We will work within existing alliance structures to bring whole-of-system alignment to Plan implementation

►

The recently established Consumer Council will be actively engaged in implementation of the Plan, including in
design of new care models
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3. Transparent & systematic prioritisation
►

►

An explicit prioritisation approach across the system is required, to be aligned with what is desirable and affordable,
including:
►

A whole-of-system resource allocation framework, with indicative three-yearly funding envelopes and service
development / quality plans to support medium-term planning (see: Funding and Commissioning)

►

Locality needs assessment / service mapping to inform resource allocation across the district, informed by
powerful analytics (see: Focus area 4)

As part of implementation we will identify and action opportunities to better involve clinicians and consumers in
prioritisation processes

4. Effective partnerships
►

To support improvement in population health outcomes, we will negotiate and agree MOUs with key agencies (e.g.
local government, Education, MSD) regarding joint outcomes and coordinated contracting (with clear
accountabilities and funding) as follows:
►

Education providers - key for workforce development (see: Focus area 5)

►

Social care agencies - key in the medium term for ‘health in all policies’ and integrated care models (see: Focus
areas 1 & 2)

►

Iwi - we will partner with Iwi in the context of Treaty settlements and Iwi / hapū aspirations to support Māori
participation at all levels of our health system, from governance to service delivery. This will include taking a
Whānau Ora approach, and engaging with Iwi on health priorities for their populations and how these can be
achieved through collaboration with health and social sectors

►

Private health providers – to identify opportunities for making best use of the clinical workforce, clinical
technologies and physical capacity

►

Private businesses – to support healthy and productive workforces in the district

5. Dedicated programme & change management
►

We acknowledge that in the past, the Taranaki health system has not invested enough time and energy in
appropriately scoping, planning and evaluating actions and activities. Similarly, we have not invested enough in
developing our capabilities in programme and change management

►

A programme management approach will be used to coordinate and report on progress of implementation and
achievement. The implementation roadmap in the Plan provides an overview of the staging and sequencing of the
‘headline actions’ for each of the six focus areas, along with detailed activity tables for each focus area. We will use
established methods such as RACI (Responsible Accountable Consulted Informed) to assign clear responsibilities and
accountabilities at executive, senior and line management levels

►

Taranaki’s health workforce must be well informed on the components of the Plan, how they will be achieved in
practice, and what is required from them individually. This will require building buy-in to the overall vision and
effectively managing change so that stakeholders become active supporters and change leaders.

►

We also invest in our people to lead and make change. We will do this through encouraging an open and honest
culture that enables solution-focused leadership at all levels of the system, and through formal learning
opportunities for clinical and non-clinical staff

6. Ongoing communications & engagement
►

Early and effective communications and engagement with key stakeholders will be critical during the Plan
implementation. The communications and engagement process will celebrate success, accept well-intentioned
failure, and focus on the three horizon phases of planning, testing and scaling, purposed to:
►

Engage clinical and managerial leaders from Taranaki DHB, Pinnacle-MHN, general practice, NGOs, kāupapa
Māori providers, and the wider community in ongoing implementation of the Plan

►

Obtain feedback that will inform the ongoing approach to implementation (see: Feedback & continuous
improvement). In general, it will provide stakeholders with timely, relevant and targeted communication
throughout the course of the Plan's implementation, and opportunities to contribute.

►

Maintain engagement with front-line staff to ensure ongoing buy-in from those implementing the Plan
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7. New funding & commissioning models
►

We will create a Strategic Investment Fund, aligned with the DHB planning cycle, through a combination of
prioritising new annual funding growth in line with the Plan's priorities, tight cost control in Provider Arm services,
and disinvestment from lower value spending. This will ensure that Plan priorities are factored into each year’s
annual plan and budget, and associated monitoring and reporting.

►

We will also explore new approaches to funding and commissioning:
►

As part of design and implementation of integrated care models (see: Focus area 2)

►

More broadly to support the best use of community resources to support our secondary care services (see:
Focus area 3)

►

Using contestability to drive innovation and efficiency improvements in our local health system
These approaches will be value-based, aimed at achieving Triple Aim objectives, and developed through co-design
with partner organisations, providers and communities

►

8. Consistent planning
►

We will factor this Plan into the broader DHB planning cycle, and use it to inform operational planning

►

We will work to align as appropriate health system priorities with those of other sectors in Taranaki

►

See below for further information on the planning approach

9. Feedback & continuous improvement
►

We will routinely engage with key stakeholders in relation to all initiatives to understand and report on progress,
successes and challenges. This will:
►

Maintain engagement, enable challenges to be overcome, and clarify learnings applicable to future initiatives
(see: Ongoing communications & engagement)

►

Regularly involve stakeholders from across the system, in particular front-line staff, to generate ideas and
learnings to support leadership at all levels of the system (see: Aligned governance & leadership)

Planning approach
To provide context for the Plan, the diagram below depicts the planning cycle for the Taranaki health system:
The Taranaki Way
(The values that will guide system-wide behaviour and decision-making)

Health Action Plan
(DHB-led, system-wide, 3-year implementation horizon, working towards a 10-year vision)

Long term investment plan
(DHB 10-year investment plan to support the necessary capacity to achieve the Plan’s 10-year vision)

Annual planning
(Translation of longer-term planning into annual activities)

Service planning including integrated care approaches
(Sequential development of new care models)

Locality planning

Workforce planning

Technology planning

(Responding to local differences
across the district)

(Workforce capacity and capability
development)

(Co-ordinated approach to technology
evaluation and uptake)

Operational and financial planning
(Funding, commissioning and other operational planning to tactically support longer-term and annual planning)
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Population and service profile
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Demographics
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Over the next 20 years, the Taranaki population is expected to increase modestly in size
and become more concentrated in the New Plymouth District
By 2036, around 12,000 more people are expected to call Taranaki home. This means that the total Taranaki
population will increase by about 10% (about 0.5% per year on average). This rate of growth is about half of that
expected for the total NZ population (+10% v. +18%), and much less than that expected for Auckland and
surrounding areas. Statistics NZ expects that at most, the Taranaki population will grow by about 22% (+26,000
people) or may even modestly decline by 2% (2,200 fewer people).
Slightly more than two-thirds of the Taranaki population live in the New Plymouth District, and this District’s
population is expected to increase the most (+15%) over the next 20 years. In contrast, the resident population of
Stratford and South Taranaki Districts are expected to stay about the same size. This suggests that a gradual
redistribution of the population will occur – mirroring a long-run, broader national trend of urbanisation.

Figure 1. Population growth and distribution between 2016 and 2036

Source: Statistics NZ, projections for MOH & subnational projections 2015

Over the next 20 years, the Taranaki population is expected to grow by about 10% (12,000 people) but could
grow as much as 22% (25,000) or even slightly decrease (-2%; -2,200)
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Over the next 20 years, the Taranaki population is expected to age significantly and
become more ethnically diverse…
The Taranaki population is older than the New Zealand average with 7.5% being 75 years and over compared with
6.4% across New Zealand. Taranaki’s older population is expected to double with ~14% of the population being 75
years and over compared to 12% for New Zealand as whole. The older population will be largely non-Māori. In
contrast, nearly three-fifths of the Māori population will be aged less than 35 years. Balancing the needs of this
younger Māori population with the needs of the older non-Māori population will be a critical strategic challenge for
the Taranaki health system.
Figure 2. Population growth by age and ethnicity between 2016 and 2036
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The Taranaki population is older than the national average with 7.5% of the population being over 75 years
compared with 6.4% across NZ. The over 75 cohort is expected to double in size over the next 20 years
Māori make up a larger proportion of the Taranaki population than the NZ average (19% compared to 16%). Around
22,000 Māori call Taranaki home, with this expected to increase to about 35,000 people by 2036. This means that
Māori will comprise a larger share of the population by 2036. While Māori make up a greater proportion of the South
Taranaki population (24%) than in Stratford (12%) and New Plymouth (17%), almost two-thirds of the Māori
population live in New Plymouth District.
The Asian population is also expected to increase - roughly doubling in size from about 5,500 to 10,000 people by
2036.
Figure 3. Change in ethnic composition between 2016 and 2036 (prioritised ethnicity)

Māori, 18.8%

Māori
26.8%

Asian, 4.6%

Pacific
1.8%

Pacific,
1.2%
Others,
75.4%

Others
63.6%

Asian
7.8%

By 2036, the Taranaki Māori population is projected to increase to 27% of the total population, up from 19%
in 2016
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Socio-economic status and vulnerability
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Taranaki’s population is slightly more deprived than the New Zealand average, and
about half of all people living in Stratford and South Taranaki live in New Zealand’s
most deprived areas
Socioeconomic status points to the broader determinants of health of a population, and provides insight into the
level of need that exists and the type of services required to meet these needs. The level of economic resources
impacts families in a number of ways - for example, their ability to afford healthy food which influences the
nutrition of children.
The NZ Deprivation Index (NZDep2013), which combines census data relating to income, home ownership,
employment, qualifications, family structure, housing, access to transport and communication, provides an
indication of the socioeconomic status of people based on where they live. Based on the NZ Deprivation Index,
around four in ten Taranaki residents reside in areas considered amongst the most deprived in New Zealand
(Quintiles 4 & 5) - in line with the national average of 40% of the people living in such areas.
The level of deprivation varies across Taranaki (see Figure 4), with South Taranaki and Stratford residents being
more deprived on average than New Plymouth residents, with about one in two people living in Quintile 4 and 5
areas. In comparison about one in three people live in such areas in New Plymouth District. However, in terms of
absolute number of residents, there are more people living in quintiles 4 and 5 in New Plymouth District than in
Stratford and South Taranaki districts combined (~27,000 v. ~19,000).

Māori are much more likely to be living in more deprived areas than non-Māori, with 46% of Māori living in Quintile
4 & 5 areas compared to 25% of the non-Māori population. This means addressing the health needs of the Māori
population requires action on the wider social determinants of health including through collaboration with social
agencies.
Figure 4. Deprivation by census area unit in Taranaki

New Plymouth

Stratford

South
Taranaki

Source: NZ Deprivation Index 2013

South Taranaki and Stratford residents are more deprived on average than the New Zealand average and
compared to New Plymouth, with 53% and 50%of residents living in Quintile 4 and 5 areas
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Taranaki children aged 14 and under are at slightly more risk of poor outcomes later in
life – 15.4% compared to NZ average of 14.8%
Linked data is used to estimate the children (aged 0-14), and youth (aged 15 to 24), who are at higher risk of poor
outcomes later in life. It identifies indicators that are associated with higher risk of poor future outcomes, shows
the likelihood of these outcomes occurring, and identifies some of the costs associated with these outcomes. For
young children the four risk indicators are (% are national rates):
1) Having a CYF finding of abuse or neglect (8%)
2) Being mostly supported by benefits since birth (15%)
3) Having a parent with prison or community sentence (17%)
4) Having a mother with no formal qualifications (10%).
Unlike other parts of the Midland Region, Taranaki Māori and NZ/European children have similar chances of having
two or more risk indicators, with at least 860 children in Taranaki under the age of 5 considered at-risk of poorer
long-term social outcomes.
Table 1. Vulnerable children by ethnicity and gender

Figure 5. Vulnerable children by census area

Rates of child abuse are high in Taranaki, and have been higher than the NZ average over the past 3 years
For youth and young adults, there appears to be a greater number of non-Māori at-risk than Māori in Taranaki.
Again this is different to many other areas of the New Zealand, and warrants further investigation.
Table 2. Vulnerable youth (15-19 years)

Table 3. Vulnerable young adults (20-24 years)
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Most disabled people in Taranaki are European and are more deprived than the rest of
the population, with 22% of the disabled population in the most deprived 20% of areas
The disabled population includes those with physical or
intellectual disabilities, and people with Autism
spectrum disorder. All DSS clients in Taranaki are
referred by Access Ability Taranaki (NASC organisation),
of which:

Table 4. All DSS clients by ethnicity and district
Region

Europ. Māori
/ Other

Pacific Asian

Not
stated

Auckland
Canterbury
Waikato
Wellington
Bay of Plenty
ManawatuWanganui
Otago
Northland
Hawke’s Bay
Taranaki
Percentage
Southland
Nelson
Marlborough
Gisborne

5181
3397
1986
2035
1433
1487

1242
319
751
361
611
317

1368
59
60
197
26
32

976
89
77
131
33
29

681
351
114
101
13
31

9448
4215
2988
2825
2116
1896

1598
696
710
768
80%
723
681
283
144

116
522
219
172
18%
73
72
49
180

25
17
27
5
0.5%
8
5
1
7

23
18
20
10
1%
2
15
2
1

29
3
27
5
0.5%
4
2

1791
1256
1003
960
100%
810
775
335
341

West Coast
Tasman
Total

161
11
124
15
21,407 5,030

1
1
1,839

9

Total

29

• 80% - European / other
• 18% - Māori
• 0.5% - Pacific
• 1% - Asian
Of this population, the prevalence of disabilities
appears to be linked with deprivation:
• 8% of all disabled people live in the least deprived
20% of areas in Taranaki
• 22% of all disabled people live in the most deprived
20% of areas in Taranaki

202
140
1,426 1,399 31,101

Note: this population includes primarily those under 65
years with a long life disability (greater than 6 months),
not chronic conditions. For those 65+ years with
disabilities see: Health of Older People (Page 93)

Source: Ministry of Health: Demographic Information on Clients Using the Ministry of Health’s Disability Support
Services – 2013
Table 5. All DSS clients by deprivation and district
DHB
Canterbury
Counties Manukau
Waitemata
Waikato
Auckland
Otago
Bay of Plenty
Capital & Coast
Nelson Marlborough
Northland
Hutt Valley
MidCentral
Hawke’s Bay
Taranaki
Percentage
Southland
Lakes
Whanganui
South Canterbury
Tairawhiti
Wairarapa
West Coast
Total

Lowest
1
336
238
270
150
156
94
48
188
66
29
106
57
60
37
4%
54
20
26
18
1
9
2
1965

2
306
277
342
137
180
119
78
139
67
62
80
62
63
40
4%
44
50
24
45
30
18
12
2175

3
301
233
397
145
174
131
126
103
138
46
63
87
59
89
9%
54
57
37
30
24
32
3
2329

4
357
216
380
271
181
130
106
148
133
51
73
99
93
62
6%
42
33
42
61
9
2
22
2511

5
328
267
361
219
194
145
154
125
118
88
128
108
125
99
10%
89
35
38
46
12
26
22
2727

6
405
251
349
274
185
168
148
137
160
119
95
110
96
140
14%
60
29
56
44
24
31
22
2903

7
360
260
428
316
229
166
131
104
218
123
155
108
171
164
17%
101
110
44
57
43
55
31
3374

8
471
407
329
327
282
209
140
110
177
174
115
168
106
127
13%
103
57
50
68
47
66
41
3574

9
374
572
246
492
244
181
237
131
124
268
170
184
101
106
11%
93
79
95
42
38
43
24
3844

Highest
10
342
851
77
437
358
173
200
179
45
218
172
143
157
106
11%
84
114
102
27
115
25
15
3940

Total
3580
3572
3179
2768
2183
1516
1368
1364
1246
1178
1157
1126
1031
970
100%
724
584
514
438
343
307
194
29,342

Source: Ministry of Health: Demographic Information on Clients Using the Ministry of Health’s Disability Support
Services – 2013

The majority of people with disabilities in Taranaki are European, and disability prevalence increases with
deprivation
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The age-standardised rate of intellectual disability prevalence in Taranaki is the 4th
highest of all DHBs
The age standardized prevalence of intellectual disabilities is almost 1% in Taranaki, making it the 4th highest of all
20 DHBs. Compared to people without intellectual disability, this increased prevalence is known to result in:
► About 1.5 times more likely to receive care or treatment for chronic respiratory disease (22.2 percent had care
or treatment for chronic respiratory disease)
►

Almost twice as likely to receive care or treatment for coronary heart disease

►

About 1.5 times more likely to receive care or treatment for cancer

►

Almost twice as likely to receive care or treatment for diabetes

►

Over four times more likely to receive morbid obesity treatment in a public hospital

►

Over 30 times more likely to be getting care or treatment for epilepsy

►

Over 15 times more likely to receive dental treatment in a public hospital

►

Over three times more likely to receive care or treatment for any type of mental disorder

►

17 times more likely to receive care or treatment for a psychotic mental disorder

►

10 times more likely to receive care or treatment for dementia.

►

Over twice as likely to receive elective or arranged public hospital treatment

►

Almost three times more likely to receive acute public hospital treatment

►

Two-and-a-half times more likely to go to public hospital emergency departments

►

Over four times more likely to have public hospital admissions that could have been avoided.

This results in a 3 times higher annual government-funded health care cost for those with intellectual disabilities
compared to those without.
Figure 6. Intellectual disability prevalence by DHB1
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Figure 7. Age standardised rate of intellectual disability
prevalence by DHB1
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Otago

Bay of Plenty
1680

Waikato
Whanganui

Tairawhiti
370

Waikato
3917
Taranaki
1020

Taranaki

Hawke’s Bay
1152
Nelson

Lakes
666

MidCentral
1307

Whanganui
644

Wairarapa
351

Nelson Marlborough
1208

Hutt Valley
1183

Wairarapa
Marlborough

South Canterbury
Bay of Plenty
MidCentral
Hutt
Canterbury
Tairawhiti

West Coast
208

Canterbury
3661

Capital & Coast
1461

Hawke’s Bay
Southland
Counties Manukau

South Canterbury
428
Southland
754

Otago
1997

Northland
West Coast
Waitemata
Lakes
Capital & Coast
Auckland
0.0

0.2

0.4

0.6

0.8

1.0

1.2

Percent

Source: Ministry of Health study population, 1 July 2007–30 June 2008; Note: excludes people whose DHB area was
not specified.

The annual government-funded health care cost for those with intellectual disabilities is 3 times higher than
for those without intellectual disabilities.
1Source:

Ministry of Health. 2011. Health Indicators for New Zealanders with Intellectual Disability.
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Population health outcomes and risk factors
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Taranaki residents can expect to live for about as long as the average New Zealander
Life expectancy at birth for Taranaki residents was 81.0 years in 2012, similar to that of the NZ average of 80.9
years. Males in Taranaki continue to have a shorter life expectancy than females (4.7 years less) – with the
difference in Taranaki being more pronounced than nationally (national difference of 3.6 years).
Figure 8. Life expectancy at birth by gender and DHB
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Taranaki residents have a life expectancy at age 65 of 85.1 years, similar to that of the NZ average of 85.2 years. The
longer life expectancy at 65 years than at birth reflects the impact of early mortality on overall life expectancy. The
male shortfall of life expectancy at birth is still apparent at age 65, with a 2.2 year gap for New Zealand males
compared with females, and 2.8 years for Taranaki.

Years

Figure 9. Life expectancy at age 65 by gender and DHB
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Between 2012 and 2014, life expectancy at birth for Māori in Taranaki was 78.1 years for Māori females, 5.3 years
lower than that for non-Māori females. For Māori males life expectancy at birth was 73.6 years, 6.1 years lower
than that for non-Māori males.
Figure 10. Life expectancy at 65 by ethnicity and gender in Taranaki
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Māori die younger than non-Māori, and males die younger than females in Taranaki
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Amenable mortality is decreasing in Taranaki but Māori continue to die earlier than nonMāori, and non-Māori in Taranaki die earlier than their peers in other Midland DHBs
Between 2009 and 2013, Taranaki amenable mortality rate per 100,000 has been consistently higher than the NZ
rate. However, Taranaki’s rate has been falling, and faster than the NZ rate – meaning the gap between the
Taranaki and NZ mortality rate is now smaller than it was 13 years ago.
Figure 11. Amenable mortality rate between 2009 and 2013 for Taranaki and NZ
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Taranaki Māori residents are more likely to die for amenable reasons than non-Māori, although the gap is less than
observed in other Midland Region DHBs and nationally. Taranaki non-Māori residents are also more likely to die for
amenable reasons than their peers in other Midland Region DHBs or nationally. Around 80% of all amenable deaths
in Taranaki are for non-Māori residents.
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Figure 12. Amenable mortality rates by ethnicity and Midland Region DHB
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Ischaemic heart disease (IHD) was the leading cause of amenable mortality for Taranaki residents, as it was for NZ
overall. Other leading causes of premature death in Taranaki and NZ were suicide, chronic obstructive pulmonary
disease (COPD), cerebrovascular disease (stroke) and female breast cancer.
Table 6. Leading causes of amenable mortality
New Plymouth

Stratford

South Taranaki

All Taranaki

All NZ

IHD

IHD

IHD

IHD

IHD

COPD

Diabetes

COPD

COPD

Suicide

Suicide

Suicide

Motor Traffic Injuries

Suicide

Stroke

Stroke

Motor Traffic Injuries

Diabetes

COPD

Breast cancer

COPD

Suicide

Stroke
Motor Traffic
Injuries

Breast cancer

Heart disease and COPD are the two largest causes of premature death in Taranaki
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Nearly 9 in 10 Taranaki adults rate their health as excellent, very good or good
A deceptively simple question “In general would you say your health was excellent, very good, good, fair or poor?”
has been found to be a powerful predictor of future ill health, health care use and even mortality. It has been used
extensively internationally, and provides an alternative to the more traditional measures of ill-health such as
hospitalisation rates. It can place more emphasis on quality of life and well-being.
Taranaki residents are slightly more likely to rate their health as excellent, very good or good – with the likelihood of
this appearing to increase between 2006/07 and 2011/14. In 2011/14, nearly 90% of adults surveyed in Taranaki
rated their health as excellent, very good or good, similar to the national rate. This means that about 9,800 adults in
2016 in Taranaki may rate their health as fair or poor.

Table 7. Excellent, very good or good self-rated health in Taranaki and NZ 2011/14 and 2006/07
Area
Taranaki
NZ

2011/14 (%)
89.4
90.1

2006/07 (%)
88.2
89.6

Change (%pt)
1.2
0.5

Younger adults are more likely to rate their health higher than older adults. Still a remarkable 84% of 65+ year olds
in Taranaki would rate their health highly – however this appears lower than the national average, suggesting a
potential opportunity to improve the health status of older people living in Taranaki.
Figure 13. Age distribution — excellent, very good or good self-rated health in Taranaki and NZ 2011/14
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About 87% of the Māori population in Taranaki would rate their health as excellent, very good or good, compared to
85% of the Māori population in NZ. However, nearly 90% of the non-Māori population in Taranaki would rate their
health as excellent, very good or good, compared to 91% of the non-Māori population in NZ. Similar findings
emerge when comparing the self-rated health status of people living in the most and least deprived areas of NZ.
This suggests that the health needs of Māori and people living in more deprived areas are likely broader than
traditional health care.
An estimated 9,800 Taranaki adults are likely to rate their health as fair or poor
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Taranaki adults and children tend to live reasonably healthy lives although they could be
more active…
Taranaki adults tend to lead reasonably healthy lives, particularly with respect to nutrition. However, there are
significant opportunities to improve some population health risk factors:
► One-fifth of adults continue to be daily smokers, risking premature deaths. Māori are almost twice as likely to
be daily smokers particularly Māori females, which increases the risk that children are growing up in homes with
daily smokers
►

One-fifth of adults also report hazardous drinking behaviours, risking chronic disease, acute events and social /
economic harm. Māori are almost twice as likely to report hazardous drinking

►

Over half of the adult population report undertaking less physical activity than recommended (30 minutes per
day), which is greater than the NZ rate, and risks chronic diseases such as type 2 diabetes and cardiovascular
diseases.

Table 8. Key population health risk factor prevalence rates for adults in Taranaki and NZ
Indicator for adults aged 15 years
and over

Age-std prevalence (%) 2011-14
Taranaki

NZ

Difference (p-value; yellow =
significant difference)

Current smoking

22.2

19.0

0.14

Daily smoking

20.4

16.9

0.08

Hazardous drinking

20.8

17.4

0.01

Not physically active

56.7

46.9

0.00

Does not meet vegetable guidelines

30.3

35.4

0.00

Does not meet fruit intake guidelines

44.0

43.4

0.72

Taranaki children tend to lead reasonably healthy lives particularly with respect to nutrition. However, there are
opportunities to improve some population health risk factors:
► Almost one in 10 children eats fast food three times a week, which is higher than the NZ rate, and may
contribute to the higher level of childhood obesity in Taranaki
►

Nearly two thirds of the child population are reported as watching two hours of TV per day, which is significantly
higher than the NZ rate, and again likely contributes to the higher level of childhood obesity in Taranaki.

Table 9. Key population health risk factor prevalence rates for adults in Taranaki and NZ
Age-std prevalence (%) 2011-14
Taranaki

NZ

Difference (p-value; yellow =
significant difference)

Ate fast food 3+ past week

9.0

6.2

0.09

Fizzy drink 3+ past week

18.0

18.5

0.85

Breakfast at home

83.4

86.7

0.19

Does not meet vegetable guidelines

34.8

43.3

0.02

Does not meet fruit intake guidelines

21.4

27.5

0.01

TV 2+ hours

63.5

51.6

0.00

Indicator for children

Population health risk factors are leading causes of long-term conditions such as type 2 diabetes and cardiovascular
disease. Long-term conditions account for nearly 80% of all deaths in NZ each year
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Obesity is more common in Taranaki than NZ for both adults and children, and Māori
are much more likely to be obese than non-Māori…
Around 30,000 adults living in Taranaki are obese, with this significantly increasing their risk of chronic disease such
as type 2 diabetes and cardiovascular diseases. The NZ Burden of Disease study placed obesity as the second leading
cause of health loss behind smoking, accounting for 8% of all illness, disability and premature mortality (MOH 2013).
Obesity carries health risk independent from and additive to poor nutrition and lack of physical activity. The rate of
obesity in Taranaki is higher than the NZ average at nearly 32% of all adults (2011 – 2014). This obesity rate is the
same as estimated in 2006/07. In contrast the NZ rate increased by about 3% to 30% from 27% in 2006/07. Men
have a lower rate of obesity than women in Taranaki— 29% compared with 34% in 2011/14. The rate of obesity for
Māori in Taranaki is 1.5 times higher than that for non-Māori (nationally the difference is about 1.7). Younger adults
(15 –24 year olds) are less likely to be obese (16%) than older adults in Taranaki. Obesity was most prevalent in the
age group of 45-64 years reaching 38% for Taranaki.
Around 5,000 Taranaki adults are estimated to be morbidly obese (BMIs >40). Once a person is over 40 BMI it can
become very difficult for them to lose weight, and chronic diseases such as type 2 diabetes, sleep apnoea and
cardiovascular disease become highly likely. The risk of death doubles for individuals with morbid obesity and their
life expectancy is reduced by between 5 and 20 years compared with the lean population (MOH, 2008). While
lifestyle modification is the main treatment option for morbid obesity, bariatric surgery is often considered. If 0.51% of cases were operated on each year (a rate considered cost-effective – MOH, 2008), one would expect 25-50
cases per year for Taranaki residents.
From 2011 to 2015 only around 3 cases of bariatric surgery were publicly-funded for Taranaki residents, a rate of
0.06%. The proportion (with 440 procedures/year) was 0.22% for NZ.
Figure 14. Adult obesity rates by age
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Figure 15. Childhood obesity rates by DHB
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Taranaki children appear to be much more likely to be
obese than the national average, with around 1 in 5
children estimated as obese compared to 1 in 9
nationally. Childhood obesity carries significant physical
and mental health risks both in the short term and the
long term. Short term associations include asthma,
sleep apnoea, joint problems, bullying and low selfesteem. Once weight is put on it can be difficult to reset
the body to the correct weight, so the emphasis is on
working with children and their whānau to have normal
weight children who become normal weight
adolescents and normal weight adults. In Taranaki,
Māori children are almost twice as likely to be obese
than non-Māori children, with Māori boys being almost
three-times more likely than non-Māori boys.
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Almost 20% of Taranaki children are
estimated to be obese, with Māori boys
being almost three-times as likely to be
obese as their non-Māori peers
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Long-term conditions

| 57

Taranaki’s long-term condition prevalence and mortality rates are similar to national
averages…
Conditions such as diabetes, cardiovascular and cerebrovascular disease, cancer and respiratory disease are largely
avoidable yet still account for 80% of early deaths. These conditions continue to have a disproportionate effect on
Māori and people with low incomes - Māori sustain greater health loss in most condition groups. Health loss in this
context is defined as the difference between the population’s current state of health and that of an ideal population
in which everyone experiences good health.
In Taranaki, the estimated number of adults suffering from long-term conditions are as follows:
►

6,100 have diabetes

►

6,400 have ischaemic heart disease (angina, heart attacks etc…)

►

2,000 have had a stroke

►

800 people are registered with cancer each year

►

15,600 have medicated asthma

►

16,200 have arthritis

►

15,300 have chronic pain.

Taranaki residents are much more likely to die from ischaemic heart disease and COPD than the national average.
Deaths from these diseases are amenable to lifestyle interventions and good quality primary health care.
Table 10. Age-standardised prevalence, 2011-14
Indicator for adults aged 15 years
and over

Age-std prevalence (%) 2011-14
Taranaki

NZ

Difference (p-value; yellow =
significant difference)

Ischaemic heart disease

4.4

3.5

0.03

Stroke

1.4

1.3

0.72

Diabetes

4.8

4.4

0.48

Asthma

12.3

11.1

0.22

Arthritis

12.7

11.6

0.21

Chronic pain

14.0

15.6

0.29

Table 11. Age-standardised mortality per 100,000 population, 2009-11
Indicator for children

Age-std prevalence (%) 2011-14

Change per annum

Taranaki

NZ

Ischaemic heart disease (25+)

133

114

-3.8%

Stroke (15+)

40

50

-5.0%

Cancer (all ages)

130

121

-1.2%

Lung (25+)

44

41

-0.2%

Colorectal (25+)

31

29

-1.6%

Melanoma (25+)

14

11

-0.2%

COPD (65+)

267

203

-0.3%

Unintentional injury (all ages)

28

24

-0.5%

The Taranaki adult population suffers from a higher burden of ischaemic heart disease than the national
average, and has a much higher rate of mortality
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6,100 adults in Taranaki are estimated to have diabetes. Māori are at twice the risk of
non-Māori…
An estimated 6.5% of adults in Taranaki self-report having diabetes compared with 8.3% estimated in the Virtual
Diabetes Register (VDR). This rate is higher than the national average of 5.6% (7.1% VDR) and equates to an
estimated 6,100 people aged 15+ with diabetes in 2016. The number of people with diabetes in Taranaki is growing
at 2.9% per year, below the NZ rate of 5.8%.
In Taranaki and nationally, Māori have twice the age-standardised prevalence rate of diabetes compared to nonMāori. Māori rates are higher at each age group, peaking at a third of those aged 75-79. Diabetes is a major factor
in the excess burden of disease among Māori. Mortality rates for diabetes are 4.9 times higher for Māori as for nonMāori, with diabetes ranking as the fourth leading cause of death for Māori during 2007-11. Those living in more
deprived areas (highest 20%) had a 70% higher prevalence of diabetes than those living in the least deprived areas
(lowest 20%) (standardising for age gender and ethnicity).
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Figure 16. Age specific prevalence rate of diabetes by ethnicity in Taranaki
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Hospitalisation rates specifically for diabetes in Taranaki are similar to the national average (1.1 people / 1,000 per
year). This does not include diabetes-related events such as for CHD, renal disease, eye disease etc. The rate of
hospitalisation has been rising over the past 10 years. Looking specifically at diabetes as a principal diagnosis (i.e.
ignoring the complications and co-morbidities), there has been a 6.0% annual increase in the rate of diabetes
hospitalisations in Taranaki, which is lower than the increase of 6.7% of diabetes hospitalisations in NZ.
Nationally, Māori had 2.4 times the rate of hospitalisation as the total rate, age-standardised, similar to the
difference in prevalence rates. Māori in Taranaki had 2.2 times the rate of diabetes hospitalisation as the total agestandardised rate. Work by HQSC (Atlas of Healthcare variation—diabetes) showed that in 2014, 17.1% of all
hospital medical-surgical bed days for Taranaki residents were for people with diabetes, just under the NZ average
of 17.4%.
Figure 17. Age-standardised hospitalisation rates per 1,000 people for diabetes by DHB

The hospitalisation rate for diabetes in Taranaki is similar to the NZ average. Nonetheless, around 17% of all
medical-surgical bed-days are for people with diabetes, who make up about 6.5% of the population
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6,400 adults in Taranaki are estimated to have coronary heart disease (CHD), and Māori
are at twice the risk of non- Māori…
In Taranaki, 6.9% of adults reported having CHD, more than the national average, albeit with a higher fall from
2006/07. This equates to an estimated 6,400 people with CHD in Taranaki in 2016. Prevalence rates climb steeply
with age at a higher rate than seen for NZ as a whole. Men have a prevalence rate significantly higher than females
in Taranaki (1.4 times) and NZ (1.6 times). Rates for Māori were 1.7 times higher than non-Māori across NZ, agestandardised.
People living in more deprived areas had twice the prevalence of CHD than those living in the least deprived 20% of
areas (standardising for age, gender and ethnicity). Over the last 10 years, the mortality rate for CHD in those aged
25+ has fallen on average 3.8% per year for Taranaki, a rate slightly lower than the fall nationally. Rates of
hospitalisation have fallen by 3.3% per year.
Figure 18. Age specific prevalence rate of CHD in Taranaki compared with national rates
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In Taranaki, 15.8 adults per 1,000 per year are
admitted to a public hospital with a principal diagnosis
of CHD, highest among all the DHBs and higher than
the national average of 11.5 per 1,000. Hospitalisation
rates climb steeply with age at a higher rate than seen
for NZ. Volumes peak at ages 60-74 years, with the
equivalent of 4% of all people of that age being
admitted to hospital each year (assuming each
hospitalisation was for a different person). In Taranaki,
there were ~260 Māori and ~1,730 non-Māori people
hospitalised in 2015 for CHD, with the Māori rate 1.3
times higher than non-Māori (age-standardised).

Figure 19. Age-standardised hospitalisation rates per 1,000 people for CHD by DHB

Taranaki has the highest hospitalisation rate for CHD of the 20 DHBs, with hospitalisation rates being much
higher for people aged 70 years and over
| 60

Around 2,000 people are estimated to have suffered a stroke in Taranaki…
In Taranaki, 2.2% of adults reported having had a stroke, higher than the national average. This equates to an
estimated 2,000 survivors of stroke in 2016. Prevalence rates climb steeply with age and at a higher rate than the
national average. Around 8% of those aged 65+ reported having had a stroke in Taranaki compared with 7%
nationally. Across NZ age-standardised rates for Māori were 1.8 times higher, than for non-Māori, reaching
statistical significance across the four years. Although those living in more deprived areas had a two-fold higher
prevalence of stroke than those living in the least deprived 20% of areas (standardising for age, gender and
ethnicity), this did not reach statistical significance.
Over the last 10 years, the mortality rate for stroke has fallen on average by 5.0% per year for Taranaki, a rate
higher than the fall nationally. In the case of Māori, the mortality rate for stroke has fallen on average by 6.7% per
year for Taranaki, a rate higher than the fall nationally (4.2% per year). Rates of hospitalisation have also fallen by
3.8% per year, for Taranaki, higher than the fall of 1.9% nationally.
Figure 20. Age specific prevalence rate of Stroke in Taranaki compared with national rates
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Taranaki, just 2.4 adults per 1,000 per year are admitted
to a public hospital with a principal diagnosis of stroke or
transient ischaemic attack, similar to the national
average. Hospitalisation rates climb steeply with age at a
similar rate to that seen for NZ as a whole. Volumes peak
at the 65+ age group, at around 260 per year, with the
equivalent of 1.3% of all people of that age being
admitted to hospital each year (assuming each
hospitalisation was for a different person). Māori in
Taranaki had 1.4 times the rate of hospitalisation for
stroke as the non-Māori age-standardised rate in 2015.

Figure 21. Age-standardised hospitalisation rates per 1,000 people for stroke by DHB

Figure 22. Age specific rates per 1,000 people for stroke by age group in Taranaki and New Zealand

Taranaki hospitalisation rate for stroke is similar to the NZ average. Māori are 1.4 times more likely to
hospitalised for a stroke than non-Māori, and at a younger age
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Around 800 cancers per year were registered for Taranaki residents between 2011 and
2013, with registrations being high for Māori, particularly for lung cancer…
During 2008-12 for females, the age-standardized rate was 9% higher than non-Māori, while for males the rate was
3% lower, with the differences particularly driven by smoking-related cancers. The most common cancers
registered for females were breast, lung, colorectal, cervical, and uterus cancers, but for Māori females, breast
cancer had the highest number of registrations followed by lung cancer.
For males, the most common were colorectal, lung, prostate cancer and lymphoma, while for Māori males, prostate
cancer reported highest registrations followed by lung cancer. Incidence rates climb steeply with age at a similar
rate to those seen for NZ as a whole.
Nationally, age-standardised incidence rates for Māori were 20% higher than non-Māori (statistically significant).
Likewise, those living in the most deprived areas had a significantly higher incidence (40%) of cancer than those
living in the least deprived areas (standardising for age, gender and ethnicity). Males had a significant 20% higher
incidence rate than females. It can be expected that similar patterns of inequity are occurring in Taranaki.
Figure 23. Age specific prevalence rate of cancer registrations in Taranaki compared with national rates
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The hospitalisation rate has increased on
average by 0.5% per year whereas the NZ
average declined by 0.2% per year. Non-Māori
Taranaki residents are more likely to be
hospitalised than Māori, and compared to the
national average for non-Māori – on an age
standardised basis. Nationally, Māori are 10%
more likely to be hospitalised than non-Māori.
In Taranaki the opposite is true.
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Figure 24. Age-standardised hospitalisation rates per 100,000 people by ethnicity
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Over the last 10 years, the mortality rate for cancer
has fallen by 1.2% per year for Taranaki, lower than
the NZ average fall. In particular, mortality rates for
lung cancer and colorectal cancer have not been falling
as fast as the national rate. Breast cancer mortality
has fallen as fast as the national rate, and melanoma
has fallen slightly faster.
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Table 13. Lung cancer mortality per 100,000 people
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Table 12. Lung cancer mortality per 100,000 people
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Breast cancer mortality rates have been improving in line with the national rate. However, opportunities to
improve mortality for lung and colorectal cancer remain
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More people die on average from COPD in Taranaki than the national average, and the
COPD mortality rate has been decreasing at much slower pace than nationally …
Over the last 10 years, the mortality rate for COPD in Taranaki has fallen on average 0.3% per - a rate significantly
lower than the fall nationally (3.0%). Mortality rates for Māori in Taranaki are significantly higher, age-standardised,
than for non-Māori (3.4 times). Nationally the difference between Māori and non-Māori is about 2.3 times.
Nationally, males had a significantly higher mortality rate (1.4 times) than females. Both of these differences are
linked to higher past smoking rates. Over the last 10 years, the hospitalisation rate for COPD has remained steady
for NZ, but declined for Taranaki by about 1.4% - despite an increasing number of COPD patients due to the ageing
population.
Table 14. COPD mortality per 100,000 people (age standardised – 65 years+)
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Taranaki has a hospitalisation rate of 3.0 people per 1,000 per year with COPD, slightly higher than the national
average. Hospitalisation rates climb steeply with age at a similar rate to that seen for NZ as a whole. Volumes peak
at the 65-84 years age range. With a combined 230 per year that is the equivalent of 1.4% of 65-84 year olds being
admitted to hospital each year. (assuming each hospitalisation was for a different person). In 2015, there were 127
hospitalisations for Māori people with COPD. This is an age–standardised rate of 12.7 per 1,000, 5.3 times as high as
for non-Māori (2.4 per 1,000) in Taranaki, which is statistically significant and higher than the national rate ratio
between Māori and non-Māori of around 3.6 people per 1,000 per year.
Figure 25. Age-standardised COPD hospitalisation rates per 1,000 people by DHB

Figure 26. Age-specific COPD hospitalisation rates by ethnicity in Taranaki

Māori are much more likely to be hospitalised for, and die from COPD, which is linked to tobacco
consumption
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Approximately 15,600 people in Taranaki have asthma being treated with medication…
11.7% of adults in Taranaki have medicated asthma, similar to the national average. Children have a slightly higher
prevalence, with 19.2% of 2-14 year olds receiving medication for asthma. This equates to about 10,900 adults and
4,700 children with medicated asthma in Taranaki.
Māori have a higher prevalence rate of medicated asthma, age-standardised, than non-Māori—90% higher in
Taranaki and 50% higher nationally. Nationally, men have a 40% lower prevalence than women, while those living in
more deprived areas have a 50% higher prevalence of medicated asthma than those living in the least deprived
areas.

Asthma prevalence by age for Taranaki residents is higher than the national average for the 2-44 age group. The
Atlas of Healthcare Variation asthma domain shows Taranaki DHB in the upper half of DHBs for asthma care —for
example in the use of prevention medication.
Figure 27. Age specific medicated asthma prevalence in Taranaki and NZ
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Taranaki has 2.1 people per 1000 per year with a principal diagnosis of asthma, which is slightly more than the
national average of 1.9 per 1,000.
Around half of the asthma hospitalisations in Taranaki (90 per year) are for children (ages 0-9). Rates for adults do
not vary much by age thereafter.
Māori in Taranaki are 1.8 times more likely to be hospitalised for asthma than non-Māori, with this due to much
higher hospitalisation rates for adults aged 15-64 years.
Figure 28. Agestandardised asthma
hospitalisation rates
per 1,000 people by
DHB

Figure 29. Age
specific asthma
hospitalisation rates
per 1,000 people

The asthma hospitalisation rate in Taranaki is about the same as the national average. Māori adults are
much more likely to be hospitalised for asthma than non-Māori in Taranaki
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More people report having arthritis in Taranaki than the NZ average, with an estimated
16,200 suffering from arthritis in 2016…
17.4% of adults in Taranaki reported having arthritis, higher than the national average (15.4%) – however when
standardised for age, Taranaki’s rate is slightly less than the national average. About 16,200 people have arthritis in
Taranaki (2016), with the number of people expected to increase as the population ages.
Nationally, Māori have a 20% higher prevalence rate of arthritis, age-standardised, than non-Māori. Men have a
10% lower prevalence than women. Both differences are statistically significant. Those living in the most deprived
areas had a non-significant 20% higher prevalence of arthritis than those living in the least deprived areas
(standardising for age gender and ethnicity).
Age specific rates of arthritis prevalence in Taranaki is broadly similar to national rates, with the prevalence
increasing with age.
Figure 30. Age specific arthritis prevalence in Taranaki and NZ
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Taranaki has a hospitalisation rate of 5.3 people per 1,000 per year for arthritis, lower than the national average
rate of 5.6 per 1,000. This includes admissions for hip and knee replacement due to arthritis.
Hospitalisation rates climb steeply with age at a similar though lower rate to those seen for NZ as a whole. Volumes
peak at the 60-74 years age group, at 252 per year, the equivalent of 1.4% of people of that age being admitted to
hospital each year (assuming each hospitalisation was for a different person).
Gout is the most common form of inflammatory arthritis. Caused by an inflammatory response to urate crystals, it
can cause severe, painful joint inflammation.
Over time gouty tophi, chronic arthritis and joint damage can occur. In Taranaki, the prevalence of gout in Māori
(6.8%) was 1.8 times higher than the prevalence in non-Māori (3.4%) in 2011. During 2011-13, the hospitalisation
rate for gout was 14 times as high for Māori people as for non-Māori people, showing a higher rate of flare-ups. The
prevalence was estimated at 4,100 adults in 2014.

Māori in Taranaki had 1.2 times the rate of hospitalisation for arthritis as the non-Māori age-standardised rate in
2015.
Figure 31. Age-standardised arthritis hospitalisation rates per 1,000 people by DHB

Hospitalisation rate for gout was 14 times higher for Māori than non-Māori
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Mortality rates for unintentional injury have been falling for Taranaki residents…
Unintentional injury covers all forms of external force and poisonings causing harm, excluding violence and selfinflicted injuries. Injury is responsible for 8% of health loss in the New Zealand population, the fifth largest condition
grouping (NZ Burden of Disease Study – MOH, 2013). Injuries are a major cause of health loss in children and young
people, second only to infant conditions and birth defects in those aged 0–14 years and mental disorders in those
aged 15–24 years. For all 0-24 year olds unintentional injury made up 29% of all deaths for 2009-2013 (NZ Mortality
Review Group 2014). Mortality rates for injury have fallen over the past 10 years. This fall is likely linked to
improving motor vehicle crash rates and survival, including drink driving initiatives.
Taranaki had a lower hospitalisation rate but higher mortality rate for injury compared to the national average
between 2009 and 2011. During 2011-13, the hospitalisation rate for injury in Māori was about 20% higher than the
rate for non-Māori. In contrast, the mortality rate for Māori was 20% lower than the rate of non-Māori. The latter
finding appears to be out of trend so should be treated with caution – the two previous data points suggest that
Māori are 1.5 to 2 times more likely to die from unintentional injury in Taranaki than non-Māori (which
approximates the national gap).
Nationally, mortality rates for males for injury were twice those of females. Hospitalisation rates for injury in men
were also higher at 1.5 times. Māori mortality rates were 70% higher (non-significant), and hospitalisations were
20% higher (significant). Over the last 10 years, the mortality rate for injury has fallen on average 0.5% per year for
Taranaki, larger than the fall nationally. In contrast, rates of hospitalisation have increased over the past 10 years,
by 1.4% per year for Taranaki. Falls make up a significant proportion of injuries in those aged 50+, however Taranaki
residents had less ACC claims than the NZ average and similar public hospitalisations for falls in comparison to the
NZ average.
Table 15. Mortality ASR per 100,000 for injury 2000-02 to 2009-11
2000-02

2005-07

2009-11

% change pa

Taranaki

30

27

28

-0.5%

NZ

25

23

24

-0.3%

Ratio

Mortality rate ratio

NZ

Taranaki

1.18

Men vs women

2.1

2.9

Māori vs non-Māori

1.7

0.8

Table 16. Mortality ASR per 100,000 for injury 2000-02 to 2009-11
2000-02

2005-07

2011-13

% change pa

Taranaki

16.8

14.4

19.5

1.4%

NZ

18.7

19.9

22.2

1.6%

Ratio
0.88

Hospitalisation rate
ratio

NZ Taranaki

Men vs women

1.5

1.7

Māori vs non-Māori

1.2

1.2

For falls in Taranaki’s 50+ year olds in 2014 (HQSC Atlas):
► 5060 ACC claims per year for falls (less than NZ rate)
►

480 hospitalisations per year (~ NZ average rate)

►

90 hip fractures per year (~ NZ average rate)

►

68% of hip fractures operated on same/next day (less than NZ average rate)

Males are at much greater risk of death or hospitalisation from injury
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Taranaki residents have good access to key procedures apart from bariatric surgery…
Taranaki has hospitalisation rates for procedures such as hip replacement, knee replacement and coronary artery
bypass graft (CABG) at or higher than the NZ average. Hospitalisation rates for bariatric surgery are low – only three
were performed in 2015 in the public sector, where 22 would have matched the NZ average.
Table 17. Hospitalisation rate, ASR/1,000 (2015)
Procedure

Table 18. Hospitalisation rate – ethnicity, ASR/1,000 (2015)

Taranaki

NZ

Procedure

Hip replacement

1.7

1.5

Knee replacement

1.0

CABG
Angioplasty
Bariatric surgery

Māori

Non-Māori

Hip replacement

2.2

1.9

1.0

Knee replacement

0.7

1.1

0.4

0.3

CABG

0.1

0.4

1.4

1.6

Angioplasty

1.4

1.5

0.03

0.1

Bariatric surgery

NA

NA

Figure 32. Hip & knee procedures , ASR/1,000 (2015)

Figure 33. CABG & angioplasty procedures , ASR/1,000 (2015)

Figure 34. Bariatric surgery, ASR/1,000 (2015)
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Taranaki residents have good access to key procedures apart from prostatectomy…
Hysterectomy and cholecystectomy rates in the public sector were higher than the national average (agestandardised) in 2015. Cataract procedures and Prostatectomy were lower than the NZ average.
Māori in Taranaki had similar rates of hospitalisation for key procedures in the public hospital system as their nonMāori counterparts (age-standardised), with the highest positive difference being cataract surgery.
Table 19. Hospitalisation rate, ASR/1,000 (2015)
Procedure

Table 20. Hospitalisation rate – ethnicity, ASR/1,000
(2015)

Taranaki

NZ

Procedure

Māori

Non-Māori

Hysterectomy

0.9

0.6

Hysterectomy

1.2

0.8

Prostatectomy

0.4

0.5

Prostatectomy

0.3

0.5

Cholecystectomy

1.3

1.2

Cholecystectomy

0.9

1.3

Cataract removal

3.2

3.3

Cataract removal

7.1

3.4

Figure 35. Hysterectomy procedures , ASR/1,000 (2015)

Figure 36. Prostatectomy procedures , ASR/1,000 (2015)

Figure 37. Cholecystectomy, ASR/1,000 (2015)

Figure 38. Cataract removal, ASR/1,000 (2015)
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Primary health care
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While the majority of Taranaki residents are enrolled with a PHO, the rate is lower than
the NZ average…
Primary health care is the cornerstone of any health system, providing a comprehensive, collective, organisational
approach to health improvement. General practice is a vital part of this system, but is not the whole system. A
health system strongly oriented to primary care improves overall health outcomes, reduces health inequalities, and
reduces the overall health system cost. Being able to access primary care services is therefore essential to achieving
such improvements.
A proxy measure for assessing the level of access to primary care services is the comparison of total Primary Health
Organisation (PHO) enrolment with estimated resident population. PHOs are funded by DHBs to support the
provision of essential primary health care services. This support should be through general practice, to those people
who are enrolled with the PHO. Enrolment brings advantages to the patient, including subsidised visits. The NZ
Health Survey asked respondents about their primary care visits in the past 12 months, providing another source of
information on primary care access.
Pinnacle-MHN is the main PHO serving the Taranaki population. As at January 2017, the PHO has almost 108,000
residents of Taranaki enrolled – representing ~98% of Taranaki’s enrolled population (~110,000 people). Around
1,300 people are enrolled with Whanganui Regional PHO, and a small number with a variety of other PHOs across
NZ.
In January 2017 around 94% of the estimated resident population of Taranaki was enrolled with a PHO – in-line with
the national average – but considerably lower than that for other rural DHBs (97%). For Māori residents of Taranaki,
83% are enrolled with a PHO, which is much less than the national average of 90% - suggesting barriers to access
for this population group.
There were a total of ~110,000 PHO enrolments in Taranaki as at January 2017. Of these, Māori enrolment rates
were lower than non-Māori rates for both Taranaki and NZ – in Taranaki: 83% for Māori compared with 96% for
non-Māori - significantly larger gap than observed nationally.
Taranaki had higher enrolment rates in the age groups of 15-24 years than the NZ average, 94% as compared with
84%. However, for all the other age groups, Taranaki had enrolment rates lower than the NZ average. Taranaki and
NZ had higher enrolment rates in least deprived areas (NZ Dep 1-2). Apart from NZ Dep 1-2, Taranaki had enrolment
rates either similar to or less than the NZ average. In the most deprived area (NZ Dep 9-10), Taranaki had lower
enrolment rate than the NZ average, 89% compared with 92%. This is concerning given enrolment provides access
to subsidised care, which is most important for populations on lower incomes.
Females had slightly higher enrolment rates than males in both Taranaki and NZ. Taranaki had enrolment rates
similar to the NZ average for both males and females.
NZ
% PHO
enrolment

110%
104%
98%
92%
86%
80%

Māori

Pacific

Other

Total

104%

98%
92%

NZ

86%
80%

0-4

5-14 15-24 25-44 45-64 65+

% PHO enrolment

% PHO enrolment

% PHO
enrolment

Figures 39 - 42. PHO enrolment rates by key demographic factors for Taranaki and NZ
100%
96%
92%
88%
84%
80%

104%
98%

NZ

Males

Females

NZ

92%
86%
80%

NZ Dep NZ Dep NZ Dep NZ Dep NZ Dep
1-2
3-4
5-6
7-8
9-10

The PHO enrolment rate for Māori is considerably less than the national rate suggesting access barriers to
primary care
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Fewer Taranaki residents report GP contact, and 30% experience unmet need (adults)
(19% children)…
Of residents of Taranaki, 74% reported making contact with a general practitioner (GP) in the past 12 months,
slightly lower than the NZ average (79%). Visits to a practice nurse were similar to NZ average, 31% compared with
30%. The rates for using a GP or nurse rose with age (GP shown), while males are less likely to use either than
females. There is a noticeable, and statistically significant lower level of use of GP visits for youth and adults up to
45 years of age in Taranaki compared to the national average.
Māori were more likely to have unmet primary care needs as compared with non-Māori, 39% as compared with
28% - again reflecting barriers to access to care for this population, which will partly be explained by lower levels of
use at younger ages, which raises concerns regarding long-term health outcomes, and use of ED as a primary care
destination. Visits to after-hours in Taranaki (12%) were similar to the national average (12%). Rates fell by age. GP
consults rates by age and ethnicity vary across Taranaki’s district council areas.
Table 21. Access to primary care services, Taranaki and NZ, 2011-14
Service in past 12 months

Taranaki

Significant
Māori vs Non
Male vs Female
difference
Māori
Yes
0.8
1.0

NZ

Visited a GP

74%

79%

Visited a practice nurse (without
seeing a GP at the same time)

31%

30%

No

0.6

0.9

Visited after-hours medical centre

12%

12%

No

1.0

0.8

Figures 43. Visits GP in past year by age group
group
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25

% after hours visits

Taranaki

90

% visiting GP

Figure 44. After-hours visits in past year by age
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3
0

00-14

15-24

GP consults per person

Maori

25-44

45-64

65+

GP consults per person

9

3

00-14

15-24
Maori

6
3
0

00-14

25-44

45-64

Non-Maori

15-24

25-44

Maori

6

0

9

Non-Maori

9

65+

GP consults per person

GP consults per person

Figures 45 - 48. GP consults by age and ethnicity (Taranaki [Top left], New Plymouth, Stratford, South Taranaki
[bottom right])
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Capacity issues appear more important than affordability for determining access to
primary care in Taranaki…
Primary care outcomes are influenced by a combination of the quality of care (see Section 5.4) and the barriers that
prevent access. Understanding the barriers Taranaki residents face in accessing primary care services is essential in
identifying potential areas of improvement.
The New Zealand Health Survey collects self-reported data on adult patients who had experienced unmet need for
primary health care in the past 12 months. In this context unmet need is defined as having experienced any of the
following: Unable to get appointment at their usual medical centre within 24 hours; unmet need for GP services due
to cost; unmet need for GP services due to a lack of transport; unmet need for after-hours services due to cost;
unmet need for after-hours services due to a lack of transport; and unfilled prescriptions due to cost.
Approximately 30% of Taranaki residents experienced a degree of unmet need for primary health in the past year.
This is higher than the NZ average (27%). The main barrier to access to primary care in Taranaki was the inability to
get an appointment at a patient’s usual medical centre within 24 hours - 19% in Taranaki, which is significantly higher
than the national average of 16%. Cost was also identified as a barrier to meeting the need for GP services and filling
prescriptions for 14% - this is in line with the national average. Taranaki residents had high confidence and trust in
their GP. Dentist visit rates in Taranaki (39%) were lower than the national average (49%), with Taranaki residents
more likely to state that they only visited a dentist for problems – i.e. not for preventive care.

Table 22. Unmet need for primary care, Taranaki compared to NZ (Unadjusted prevalence rates), 2011/14
Reason (in past 12 months)
Unable to get appointment at usual medical centre within 24
hours
Unmet need for GP services due to cost in the past 12 months
Unmet need for GP services due to lack of transport
Unmet need for after-hours services due to cost
Unmet need for after-hours services due to lack of transport
Unfilled prescription due to cost
Experienced unmet need for primary health care (any of the
above)

Taranaki

NZ

Significant
difference

19%

16%

Yes

14%
3%
5%
1%
3%

14%
3%
7%
2%
7%

No
No
No
No
Yes

30%

27%

No

Patients report that the main access barrier to primary care is inability to get an appointment within 24
hours at their usual medical centre
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Population ageing will increase demand for primary health care at a time when the
workforce will become more constrained…
Based on medium population projections there would be an increase of 10% in GP consultations over the next 10
years, if there are no changes in the model of care. The 30,000 additional consultations will almost all be in those
aged 65+, which is a 35% increase in that age group. Consultations will grow in each of Taranaki’s district council
areas although the rate of growth in New Plymouth will be double that in either Stratford or South Taranaki.
The Taranaki GP workforce is relatively vulnerable compared to other areas of New Zealand. Key characteristics are:
► Nearly half of Taranaki GPs are aged 55 years and over - the fourth highest rate of 20 DHBs - with around 50%
of Taranaki GPs say they intend to retire in the next 10 years
►

Taranaki had the third lowest (self-reported) number of GP FTEs per capita in 2013 (now the lowest)

►

Nearly three-fifths of GPs are international medical graduates, the second highest rate of 20 DHBs.

Demand growth for GP consultations will exacerbate existing vulnerabilities, if current models of care persist.
Additionally, further efforts to reduce hospitalisations and acute demand for ED attendances will mean that primary
sector needs to make an even greater contribution to managing health needs in community settings. This adds
even more pressure to an already vulnerable workforce.
Figure 49. Demand projection for GP consultations by age group assuming current models of care
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“… 41% of
respondents now
intend to retire by
2025. So of the 4500
members of The
Royal New Zealand
College of General
Practitioners’
membership, 1850
will be gone by
2025”.

If current models of care persist then access to primary health care is likely to decrease with the result of
poorer health outcomes and intensifying demand on other health services
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Taranaki does well on CVD prevention measures but there are opportunities to improve
care for people with asthma and diabetes…
Understanding variation in clinical practice is useful as it stimulates debate around the most appropriate treatment
to optimise patient outcomes. A degree of variation should always be expected due to patient allergies, preferences
etc. However too much variation can be detrimental to patient outcomes. The aim here is to prompt debate and
raise questions about why differences exist among practice, and to stimulate improvement through this debate.
The table on the below displays a series of indicators for three common long term conditions with evidence-based
standardised treatment pathways. Prescribing patterns and indicators of poor disease management are explored for
TDHB and NZ and a ranking against all DHBs is provided. HQSC Atlas of Health Care Variation reports on a number of
indicators linked to specific long term conditions. This information is analysed from national datasets and is
published for the public on the HQSC website.
Approximately 22% of Taranaki residents had at least two asthma admissions within 90 days in 2014 suggesting
room to improve discharge planning and continuity of care – the highest rate of all DHBs. Almost 16% of people had
at least two asthma admissions within 91 to 365 days, suggesting that community follow-up is broadly working.
About 29% of people were not dispensed an ICS regularly in the year after admission, which is lower than the
national average but does suggest room for further improvement.
Approximately 63% of Taranaki residents with CVD were on triple therapy and an average of 81% were on at least
one medication for their heart. About 68% of Taranaki residents were on a combination of statins and BP lowering
medication. Overall, CVD prevention measures are higher than the NZ average, which is positive given the relatively
high prevalence of CVD in Taranaki and its contribution to premature deaths.
Taranaki residents with diabetes fill 17% of medical/surgical bed days in any given year, which is the 10th highest
proportion of all DHBs. Most residents (85%) with diabetes receive regular HbA1c monitoring and approximately
65% receive screening for renal disease. Overall, diabetes care figures are around the national average although
their may be opportunities to commence drug-related treatment earlier to improve longer-term outcomes.
Table 23. HQSC Atlas of Health Care Variation indicators for long term conditions
Quality indicator
Asthma
People with at least two asthma admissions within 90 days
People with at least two asthma admissions within 91 to 365
days
People not dispensed ICS regularly in the year after admission
People regularly dispensed SABA and not dispensed preventer
People regularly dispensed SABA and not regularly dispensed
preventer
CVD
On triple therapy
On statins alone
On BP lowering medication
On antiplatelets/anticoagulants
On a combination of statins and BP lowering medication
Diabetes
25 yrs + and receiving metformin or insulin
25 yrs. + and receiving ACEI or ARB
Admissions for ketoacidosis
Proportion of medical/surgical bed days
Regular HBA1c monitoring
Regular screening for renal disease

Taranaki

NZ average

22%

15%

TDHB
Ranking*
1st

16%

18%

15th

29%
19%

36%
19%

14th
9th

30%

31%

10th

%
63%
72%
81%
78%
68%
%
45%
56%
0.23%
17%
85%
65%

%
59%
70%
77%
75%
64%
%
52%
44%
0.29%
17%
86%
65%

2nd
7th
2nd
7th
2nd
19th
7th
16th
10th
13th
10th
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Taranaki has a higher rate of polypharmacy in older people than the national average
particularly for people aged 85 years and over…
Polypharmacy refers to the prescribing of many medicines or addition of inappropriate medications to an existing
regimen. Polypharmacy is associated with a number of adverse consequences including reduced compliance,
increased cost to patient and health systems, and poor health outcomes associated with adverse drug events.
The frequency of adverse drug events increases exponentially for older people (65+ years) on many medicines. For
patients taking two medicines there is a 13% risk of an adverse drug effect, this increases to 58% with five medicines
and 82% with seven or more medicines.
Certain classes of medications are known to pose greater risk than others, such as sedatives, and antipsychotics.
Although they can’t always be avoided, there use in combination is not recommended.
The HQSC Atlas of Health Care Variation reports on a number of indicators linked to patient health outcomes. This
information is analysed from national datasets and is published for the public on the HQSC website.

Taranaki residents over 65 years are more likely to experience polypharmacy than the NZ average. Approximately
7,300 people aged 65 and over were on 5 or more medications.
Across all age groups, there were almost 900 Taranaki residents over 65 years on 11 or more medications, and 150
residents over 65 years taking a combination of a sedative and antipsychotic.
Although, there is no means of determining the appropriateness of such medication regimens, the risk of these
patients experiencing an adverse drug effect is high.
With an ageing population, the prevalence of polypharmacy can be expected to increase. Consideration should be
given to increasing awareness of the risks associated with polypharmacy, and exploring new models of care that
incorporate medication therapy assessments delivered by clinical pharmacists.
Figure 50. Prevalence of polypharmacy in older people, Taranaki compared with NZ, 2014
NZ
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Table 24. Estimated number of older people with polypharmacy in Taranaki in 2014
Taranaki
5+ meds
11+ meds
Sedative +
antipsychotic

65-74 years
2,957

75-84 years
2,817

85+ years
1,535

Total
7,309

312

360

240

912

54

62

39

155
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Hospitalisation
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Taranaki has relatively high rates of hospitalisation, with rates for Māori being higher
than non-Māori…
Unplanned (‘acute’) hospitalisations are for patients whose health needs are urgent, and maybe potentially life
threatening. These hospitalisations indicate increased risk of poor health outcomes, both as a result of the
underlying condition(s) and from adverse events in hospital settings. They are also expensive, with the national
average cost of a hospitalisation being around $4,825. Reducing unplanned hospitalisations through improved
health and social care therefore improves health outcomes and quality of life for patients while also impacting on
system costs.
Planned (‘elective’) hospitalisation rates are an indicator of access to specialist services that can improve quality of
life. Higher elective hospitalisation rates can indicate good access, if services provided are effective for the patient,
and cost-effective compared to other DHB expenditure options.
The age-standardised rate of unplanned or acute hospitalisation in Taranaki (150 per 1,000 people) is slightly higher
than the NZ average (148 per 1,000 people). Taranaki Māori residents have higher rates of acute hospitalisation
than their NZ peers, while the non-Māori Taranaki rate is roughly in line with the NZ average. The Taranaki Māori
rate is 40% greater than the non-Māori rate, suggesting further room for improvement in preventive care for this
population.
The planned or elective hospitalisation rate for Taranaki (74 per 1,000 people) is considerably higher than the NZ
average (54 per 1,000 people), age standardised, suggesting the resident population has very good access to these
services. Taranaki has consistently outperformed its Health Target benchmark rate, which may mean that access to
services is at higher opportunity cost than warranted for equity with other DHB populations (more detailed analysis
of long-term impacts on outcomes and costs is needed).
The ratio of case-weighted discharges (CWDs - a measure of complexity and resource intensity) per discharge is
slightly lower than the NZ average for unplanned hospitalisations. It is lower again for planned hospitalisations
suggesting that thresholds for care or types of intervention are different on average for the Taranaki population.
Figure 51. Age-standardised medical-surgical hospitalisations by DHB
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Youth and young adults, and the elderly tend to be hospitalised at higher rates in Taranaki than the NZ average,
with children being hospitalised less.
Figure 52. Age-specific medical-surgical hospitalisation rates for Taranaki and NZ
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Taranaki’s planned hospitalisation rate is much higher than the national average, and at all ages but is
noticeably higher for people aged 70+ years
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Taranaki youth are much more likely to be acutely hospitalised than the national average…
Some age groups are more vulnerable than others. Vulnerability arises from higher risk of poor health outcomes
and/or less ability to access services (e.g. because of cost, health literacy, transport). Typically, children aged under
14 years, youth and older people are considered as the more vulnerable population groups.
Health events during childhood and youth can be strongly related to lifelong health and social outcomes. Timely
and effective interventions can reduce risk of lasting harm and premature mortality.
Taranaki children have a lower rate of unplanned (‘acute’) med-surgical hospitalisation for both Māori and nonMāori compared to the national average – with this being statistically significant. In contrast, youth had a much
higher rate of unplanned hospitalisation than the NZ average in 2015 – with this being statistically significant. Both
Māori and non-Māori Taranaki youth have higher rates of unplanned hospitalisations than their respective NZ
averages, with the difference most pronounced for non-Māori compared to the national average. Older people had
a rate similar NZ.
Older people (75+) have increased risk of poor health and disability outcomes as a result of increasing frailty from
the ageing process. People aged 75+ comprise 7.5% of the population in Taranaki but account for 47% of all
planned/unplanned medical, surgical and AT&R bed-days.
Unplanned hospitalisation rates for older people amount to nearly 4,790 hospitalisations or 26% of all unplanned
hospitalisations. This equates to about $23M at national prices.
The top 5 areas for youth account about half of hospitalisations for this age group, at a cost of $3.1M (based on
national prices).
Figure 54. Youth (15-24 years) unplanned med-surg
hospitalisations, 20
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Figure 53. Child (0-14 years) unplanned med-surg
hospitalisations, 2015
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Figure 55. Older people (75+ years) unplanned med-surg hospitalisations, 2015
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Older people makeup a significant share of acute bed-days, and over a quarter of all hospital admissions
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Taranaki has Ambulatory Sensitive Hospitalisation (ASH) rate for young children has
historically been lower than the national average…
Ambulatory sensitive hospitalisation (‘ASH’) conditions are those that are considered potentially amenable to
primary and community care, as well as population health actions, and thus represent potentially preventable
hospitalisations.
They represent an opportunity cost to the health system, given hospital care is generally considerably more
expensive than addressing these conditions in primary and community settings, or preventing them through
population health actions such as reducing smoking rates or addressing morbid obesity.
In case of Māori, Taranaki’s ASH rate is roughly in line with the NZ average for the age group 0-4 years while greater
than the NZ average for age group 45-64 (2015-16). In case of non-Māori, Taranaki’s ASH rate is lower than the NZ
average for the age group 0-4 while slightly greater than the NZ average for the age group 45-64 during 2015-16.
Māori children (1 month – 14 years) have on an average 218 admissions per year for ASH conditions, which is about
45% higher than the rate for non- Māori children, with asthma being the most frequent reason. Females have a
slightly higher ASH rate than males in Taranaki, while males have a slightly higher ASH rate than females in NZ
during 2011-13.
Figure 56. ASH rates for 0-4 year olds by ethnicity
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Figure 57. ASH rates for 45-64 year olds by ethnicity
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Figure 58. ASH rates for 0-74 year olds by gender
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Māori children and adults still have a much higher ASH rate than non-Māori suggesting better access to
primary health care for this population is needed
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Around 7% of patients account for nearly a quarter of all acute med-surgical bed-days at
an approximate cost of $9.4M per year…
Increasing attention is being paid to patterns of health care use by users who show a very high frequency of
contact with services. Many of these patients have complex health and / or social conditions, and some may not
be well connected to primary and community care services. By identifying this cohort of patients, models of care
can be designed that improve personal and population health outcomes while minimising the impact on health
care resources.
High intensity users (HIUs) of hospital services are defined for the purposes of this report as people have three
or more acute hospitalisations in a year. Note that a ‘discharge’ is the same as a hospitalisation (in reference to
someone being discharged from hospital) and is a standard usage in the caseweighted discharge ‘CWD’ analytical
term. Caseweighting is a method of analysing hospital care in terms of resource intensity and hence cost— a
caseweight of 1 is the average hospitalisation cost in NZ.
In 2015, around 500 individuals were acutely hospitalised three or more times – for a total number of acute
hospitalisations of 1,900. They accounted for a significantly greater share of acute medical-surgical
hospitalisations, case-weighted discharges (CWDs) and bed-days than their proportion of individual patients –
7% of patients used 23% of the bed days. In the previous year, around 288 (58%) of the patients in this cohort
were acutely hospitalised – 1,100 acute hospitalisations.
South Taranaki has a significantly higher number of Maori HIUs than either New Plymouth or Stratford. In
absolute number terms, the greatest number of HIUs are non-Maori residents of New Plymouth.
Older South Taranaki residents are also much more likely to be HIUs than either New Plymouth or Stratford
residents.
Table 25. Measures of HIU in Taranaki, 2015

Table 26. HIUs by key conditions in Taranaki, 2015

Secondary prevention strategies and enhanced discharge planning could modify acute demand for people
with frequent acute med-surgical hospitalisations
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Taranaki’s average length of stay compares favourably with other DHBs although there
are opportunities to further improve acute service length of stay…
Longer hospital stays increase costs and expose patients to greater risk of adverse events, such as hospital-acquired
infections.
While patient length of stay remains an important clinical decision, by shortening hospital length of stay, whilst
ensuring patients receive sufficient care to avoid readmission, hospital productivity can be improved. This can free
up beds and other resources, allowing the provision of more preventive and elective services across the system, and
improvements in emergency department capacity.
Shortening hospital length of stay can also help to delay infrastructure expansion and/or make savings that can
assist in achieving sustainable clinical and financial performance. Where possible, savings could be used to support
contemporary models of out-of-hospital care, and population health actions.
Taranaki residents had a standardised average length of stay about the same as NZ average for acute 3.9 days, but
shorter for elective (2.9 vs 3.2 days) services during 2014-15. For acute services, Taranaki effectively made bed-day
savings, having a shorter unstandardised length of stay than when standardised. When compared to other
medium-sized hospitals, Taranaki’s standardised length of acute stay is about the middle of the pack. NelsonMarlborough, Lakes and Northland all achieve shorter stays. If Taranaki matched Nelson-Marlborough
standardised length of stay this equates to a ‘saving’ of about 2,500 bed-days or about 8 resourced beds.
For elective services, Taranaki’s considerably shorter standardised length of stay suggests good efficiency and / or
an intervention mix that requires less time in hospital. When compared to other mid-sized hospitals, Taranaki had
the 3rd shortest standardised length of stay, with Nelson-Marlborough & Lakes being ~0.1 days shorter on average.
Length of stay improvements could be achieved through increased use of day case surgery, care planning and 7-day
discharging, supported by strong discharge planning involving primary and community care. For example, HRT data
suggests that Taranaki could save about 3,000 bed-days at Base Hospital if it matched exemplar hospitals across ten
DRGs (excluding maternity and mental health and addictions). Management of low co-morbidity patients and
respiratory conditions are key opportunities.
Figure 59. Acute average length of stay by DHB (year ended March 2015)
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Figure 60. Elective average length of stay by DHB (year ended March 2015)
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Taranaki unplanned readmission rate compares favourably with the national average and
other medium-sized DHBs…
An unplanned (acute) hospital readmission may be caused by the progression of the underlying condition that
brought the person into hospital in the first place. It can also reflect the care provided to the patient by the health
system in the first hospitalisation and resulting primary and community care. For this reason, reducing unplanned
readmissions can be interpreted as an indicator for improving the quality of acute care in the hospital, community
support services, and / or primary care, following transfer of care post-discharge.
Readmissions are defined as those occurring within 28 days of a patient’s last hospital discharge. The assumption is
that if a hospital service has effectively addressed a patient’s needs (including linking them with primary and
community services through discharge planning), the patient should be less likely to have an unplanned readmission
within the following four weeks. The rate will never be reduced to zero, but benchmarking with like hospitals shows
what is possible to achieve.
Taranaki resident acute readmission rates for all ages, and for people aged 75+ years, are below the NZ average.
For all ages the standardised readmission rate for Taranaki is 7.2%, which is less than the NZ rate of 7.9%. Taranaki
has the second lowest acute readmission rate among medium-sized DHBs, with only Lakes having a lower rate
(6.8%).
For people aged 75+ years Taranaki had a standardised readmission rate of 10.5%, which is slightly less than the NZ
rate of 10.7%. Other mid-sized hospitals had an average rate of 10.0%, implying an excess of 18 hospitalisations a
year in that age group in Taranaki.
HRT data suggests that two areas of potential improvement are readmission rates following management of acute
myocardial infarction and knee replacements, which have been consistently higher than peer group hospitals over
the past two years. Improved linkage with primary care, appropriate risk stratification and care planning should
assist in reducing readmission rates.

Figure 61. Unplanned readmissions by DHB, all ages —12 months to Mar 2015
10%

Readmission Rate

9%
8%
7%
6%
5%
4%
3%
2%

Standardised Readmission Rate

Unstandardised Readmission Rate

Whanganui

West Coast

Waitemata

Wairarapa

Waikato

Taranaki

Tairawhiti

Southern

South Canterbury

Northland

Nelson Marlborough

MidCentral

Lakes

Hutt

Hawkes Bay

Counties Manukau

Capital and Coast

Canterbury

Bay of Plenty

0%

Auckland

1%

National Readmission Rate

Figure 62. Unplanned readmissions by DHB, 75+ years —12 months to Mar 2015
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Most medical-surgical hospitalisations occur in Taranaki, but a number of key referral
centres provide specialised services…
For Taranaki residents, Taranaki Base Hospital has the greatest number of medical-surgical hospitalisations (about
14,700 different individuals), followed by Hawera Hospital having about 1,400 individuals in 2015. Taranaki has a
number of relationships with other more specialised hospitals. Waikato Hospital is the DHB’s main regional
referral centre for surgical services, taking about 3% of Taranaki hospitalisations, more than 850 a year, while a
further 2% (~550 a year) occur in Auckland metro hospitals. Cancer services are provided by MidCentral DHB, and
account for about 1% of hospitalisations. Note radiotherapy cancer services at MidCentral are provided on an
outpatient basis as are some medical oncology services.
Figure 63. Specialised surgical service flows for Taranaki residents (2015)
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Figure 64. Specialised medical service flows for Taranaki residents (2015)

Collection of
specialties

Primarily oncology
& radiotherapy
| 83

Taranaki elective / arranged day surgery rate is slightly higher than the national average…
The percentage of elective / arranged surgical procedures undertaken on a day case basis (i.e. no overnight stay) is a
common efficiency performance metric used across health system. Day surgery requires robust patient
prioritisation, clear clinical pathways and effective discharge planning.
The benefits of day surgery include:
►

Short hospital stays enabling more patients to be treated

►

Releasing inpatient capacity for more complex and emergency cases

►

Improved scheduling and productivity where dedicated day case theatres are used

►

Reduced risk of nosocomial infections

►

Convenience for patients.

Taranaki’s percentage of elective / arranged surgery undertaken on a day case basis (40%) was greater than the NZ
average (37%) in 2015. However international benchmarks suggest that up to 75% of elective/ arranged surgical
procedures could be undertaken on a day case basis, though this is dependent on the mix of surgery being offered.
Age-specific rates of elective / arranged day surgery in Taranaki were higher at all age groups from 15-24 year olds
than the NZ average.
The average length of stay for non-day case surgery was about the same as the NZ average for Taranaki residents—
2.3 days compared with 2.2 for NZ.
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Figure 67. Taranaki day surgery rates by age compared to NZ, 2015
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Total discharges

Figure 66. ALOS for surgery with at least one night
of hospital stay, 2015

Figure 65. Day surgery rates by DHB, 2015

If nothing changes, Taranaki will need at least 30 more resourced hospital beds, equivalent
to another ward at New Plymouth Base Hospital…
Total hospital bed capacity is important for ensuring appropriate patient access for specialist services and 24/7
care. However, a higher than optimal level of bed capacity increases system costs without corresponding benefit
for patients. Additional hospital bed capacity generally requires a ‘step change’ in physical capacity (i.e. an
investment in a ward). These investments are expensive.
Contemporary models of care are increasingly enabling patients to be safely and effectively cared for on a day
care basis (i.e. no overnight stay) and in primary and community settings. These models suggest that hospital and
specialist services can be reconfigured, with a moderation of total hospital bed capacity required to address
population health needs. It is therefore important that consideration is given to alternative models of care
rather than expanding capacity based on historical norms.
Projections are based on age-specific rates by specialty, multiplied by forecast locality population changes by age
group. They assume an average occupancy rate of 85%.
Projections of future demand for hospital and specialist services (medical and surgical) in Taranaki (given no
changes in utilisation rates) suggest that 33 additional beds will be utilised by 2026— 30 at Base Hospital and 3 at
Hawera Hospital. The primary driver of future demand is the significant ageing of the Taranaki population—most
of the bed growth is in the 75+ population. The major growth area is medical-surgical capacity, with some
additional capacity for AT&R given population ageing.
Changes in models of care alongside efficiency improvements (e.g., ALOS improvements) can contribute to
moderating additional bed use. For growth of this magnitude it could well be possible to avoid building any
additional bed capacity, investing the money in improved care in the outpatient, community and primary care
settings instead.
Figure 68. Projected medical-surgical capacity requirements at Base Hospital under current models of care
(medium population growth scenario)

Of the 24 bed increase,
15 beds will be in the
75+ age group
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Outpatient utilisation
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Taranaki residents appear to have reasonable access to DHB outpatient services when
compared to the NZ average …
Timely access to specialist advice and DHB allied health services contributes to improved personal and population
health outcomes. Access barriers to specialist advice can delay timely diagnosis and clinical interventions, and
ultimately lead to poorer health outcomes.
Access barriers to allied health can impede recovery, result in unnecessary ED attendances and hospitalisations, and
restrict the ability of older people to age in place.
Not appearing for a First Specialist Assessment (FSA) appointment (known as ‘DNA’ or ‘did not attend’) can indicate
lack of engagement and lack of understanding of the need for the appointment, and reduce clinic effectiveness –
low DNA rates are sought.
Taranaki residents appear to have broadly similar access to DHB outpatient services than the national average. This
includes all services categorised as Allied Health, Medical and Surgical. The utilisation rates are high, particularly for
allied health and dental services, but this may relate to differences in recording as much as differences in provision.
The relatively low rate of dialysis may be a recording issue, and requires further analysis.
Table 27. Utilisation rate per 1,000 people (specialist and allied health services) 2015/16
Indicator

Pop

Taranaki

Allied Health

Total

97.1

63.2

Bronchoscopy

Age 45+

1.2

1.3

Chemotherapy

Age 45+

37.0

38.1

Total

222.1

210.4

Age 45+

3.5

6.0

Dental

Total

37.1

15.4

Dialysis

Total

25.9

47.4

Age 15+

18.9

16.2

Community nurse
Cystoscopy

Colonoscopy/gastroscopy

NZ

In terms of FSAs Taranaki is slightly below the NZ average with 125 visits per 1000 population, compared with 130
for NZ (all ages). Taranaki has a much higher for rate of FSAs and follow-ups (FUs) for children – but lower for
adults. This requires further analysis to understand the drivers of this apparent difference.
Figure 70. Taranaki day surgery rates by age compared
to NZ, 2015
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Figure 69. Specialist medical and surgical FSA rates
per 1000 by DHB, 2015/16
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Taranaki residents appear to have reasonable access to DHB outpatient services when
compared to the NZ average …
Timely access to specialist advice contributes to improved personal and population health outcomes. Patients are
referred for First Specialist Assessments (‘FSAs’) to assess their health needs and appropriate course of medical
response. They may then attend subsequent follow-up appointments with their designated specialist.

The ratio of follow-up attendances to FSAs can be considered a measure of efficiency and effectiveness, although
clinical decision-making regarding individual patients remains paramount. A lower ratio of follow-up to FSAs may
indicate better use of scarce specialist time. Similarly, a lower ratio may indicate more effective courses of medical
response following the initial FSA and/or better connection of patients back to their primary care provider.
Within Taranaki, rates of use of FSAs were slightly higher across for some adult age groups for Stratford residents
compared with New Plymouth and South Taranaki localities. However, overall FSA rates do not appear that
different across Taranaki.
Comparing Māori and non-Māori a different pattern is seen. For ages 40-44 to 65-69 there are the expected higher
rates for Māori. Of concern is the lower rate seen at younger ages particularly young children (0-4 years) and
adolescents (15-19 years) - where higher rates would have been expected. The lower rate is also present for followup visits, although it is not as pronounced (data not shown). Either some people are missing out on care, or there is
a degree of over-use (“worried well”) in the non-Māori population.
Medical and surgical FSA/follow-up ratios for Taranaki residents are comparable to NZ (data not shown) at 2.3 for
medicine and 2.1 for surgery.
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Figure 71. Utilisation rate per 1,000 people (specialist and allied health services) 2015/16
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Figure 72. Specialist medical and surgical FSA rates per 1000 by DHB, 2015/16
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Taranaki residents appear to have reasonable access to endoscopic procedures although
some caution is needed in interpreting this data…
Colonoscopy and gastroscopy are both important diagnostic procedures that can assist clinicians to diagnose a range
of conditions, and plan appropriate treatment for patients. Good access to these procedures can help identify
health problems in a timely way that improves personal and population health outcomes.
Currently, there are no evidence-based benchmarks for the appropriate level of colonoscopy and gastroscopy
procedures for a given population. While these are important diagnostic procedures, it can be assumed that at
some stage a given population intervention level is reached where the cost-effectiveness of an additional procedure
will be small or negative. At national prices, each procedure costs between $800 - $1000.
Taranaki residents appear to have similar level of access to publicly-funded colonoscopy and gastroscopy
procedures although it is less than many other medium-sized DHBs. However, some caution in interpretation is
required as there is some variability in recording this data across the country. Private utilization rates may vary by
DHB as well.
Colonoscopy and gastroscopy events can be more prevalent in the non-Māori population as compared with the
Māori population. Non-Māori females report higher events in comparison with non-Māori males. The events show
an increasing trend with increasing age but tend to decline over the age of 85. The largest volume of cases are in
the 60-79 age groups.
There seems to broadly similar levels of access for Māori and non-Māori in Taranaki, which is more comparable than
some other DHBs. Access seems to be lower for children, youth and young adults. It may be worth exploring this
further to check whether there is value in increasing endoscopy rates in these populations.
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Figure 73. Endoscopy rate per 1,000 people by DHB – 2015
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Figure 74. Endoscopy rate by age and ethnicity in Taranaki – 2015
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Taranaki residents appear to have reasonable access to dialysis services although some
caution is needed in interpreting this data…
Dialysis provides a life-saving service for people with end stage renal failure. Generally, a person will receive dialysis
for the remainder of their life.
Dialysis can be delivered in hospital and outpatient settings or in a patient’s home or at work. The latter option
provides more convenience for patients but clinical and cost-effectiveness assessment of this option is necessary for
individual patients.
Dialysis is costly. As a result, health systems focus on preventing end stage renal failure though chronic condition
management (e.g. diabetes).

An alternative to dialysis is kidney transplantation. This alternative provides life extending and quality of life
improvements, and is generally more cost-effective. However, kidney availability for transplantation is a key limiting
factor.
Taranaki residents are much less likely to receive in-centre dialysis than the NZ average irrespective of age. This
may reflect differences in the burden of disease and / or access to services for the local population. There were
about 2,800 in-centre dialysis attendances in 2015.
Around 16 patients received haemodialysis at home in 2015, with the rate per 1,000 people by age being higher in
most age groups compared to the national average (noting small absolute numbers).
In 2015 there was one renal transplantation recorded for a Taranaki resident (out of 116 in total).
Figure 75. In-centre dialysis rate per 1,000 people by age (25 years and over) - 2015
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Figure 76. Estimated number of patients per 1,000 people receiving home-based dialysis - 2015
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Taranaki has a much higher rate of ED attendance than the national average and similar
DHBs…
Emergency departments (‘EDs’) are an important component of the health system, treating people with serious
illness or injury that requires urgent attention. Less urgent health needs are generally considered to be best met
through primary and community care.
Overburdened EDs can result in longer patient waiting times, staff fatigue, and errors. Patients presenting to ED are
also more likely to be admitted to hospital even where they could be safely cared for in community settings. This
increases their risk of adverse events and increases system costs.
The proportion of patients attending ED is often used as a measure of acuity, and of appropriate presentations to
ED (as opposed to attending primary care for example). An admission rate of 45-50% is a reasonable benchmark to
aim for.
In 2015, Taranaki had the 2nd highest age-standardised rate of total ED attendance in NZ (415 attendances per
1,000 people compared to 250 nationally). The rate was even higher for Taranaki Māori (524), who are about a
third more likely to attend ED than non-Maori in Taranaki.
While the general age-specific rates of ED use appears similar between Taranaki and NZ, the age cohorts between
15 – 29 years have appreciably higher rates of attendance in Taranaki. The higher rates of identified barrier to
primary care (Section 6) may be related.
Non-admitted ED attendances are also higher in Taranaki than the NZ average, 297 per 1000 compared with 142.
The national numbers are a little skewed by the large urban DHBs with much lower ED attendance rates.
MidCentral, Northland and Hawkes Bay might be examples to aim for.
Taranaki ED admission rates were considerably lower than the NZ average, 30% as compared with 43% - suggesting
that patients attending ED have generally less complex needs than the national average.

Figure 78. ED non-admitted age standardised
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Figure 77. ED total attendance rates by age per 1,000
people, Taranaki compared with NZ, 2015
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A high rate of triage 4 & 5 attendances contributes to the Taranaki population’s high use
of ED services…
ED use and the type and mix of services accessed can differ across local populations. These differences can reflect
the health needs and/or health literacy of each population, the structure and availability of local health services, or
a combination thereof. Triage categories are a measure of the urgency of the patient to be seen—from
immediately at triage level 1 to several hours at triage level 5. As a consequence they are also used as a proxy for
acuity, with triage 4 and 5 categories often including patients who could have been seen more effectively in a
primary care setting.
Taranaki has a much higher usage of ED for triage 4 and 5 conditions than the NZ average. Triage 4 and 5 visit
volumes are highest in the 0-4 and then 20-24 age groups, and attain their highest per head rates in the 0-4, 20-24,
80-84 and 85+ population groups. The rates of ED attendance for Māori were higher than non-Māori — Taranaki
had the highest Māori ED attendance rate of all DHBs. When comparing with other semi-rural mid-sized DHBs the
ED attendance rate at Taranaki is higher than other DHBs, with MidCentral, Northland and Hawkes Bay achieving
considerably lower rates.
Around 70% of ED attendances at Hawera Hospital were triaged as level 4 or 5 compared to 48% at the Base
Hospital. Both of these statistics suggest the potential for a greater number of people attending ED in Taranaki to
be cared to be effectively cared for in community settings - this is certainly the case for Hawera Hospital
attendances, where only 1 in 9 attendances are likely to admitted - a marker of the lower-acuity patients being
seen (over 81% of attendances were recorded in 2015/16 as being a routine discharge – with only 3.5% being
recorded as transferred to another hospital).
South Taranaki residents are much more likely to attend ED than residents of New Plymouth or Stratford - this is
true at any age. South Taranaki children are almost twice as likely to ED as their peers in New Plymouth and
Stratford. Only at much older ages of 80 years plus do age specific ED attendance rates begin to converge. The
majority of South Taranaki resident attendances are to Hawera Hospital.
Attendances at Hawera Hospital are more ;likely to happen during the week between 8AM and 5PM than at New
Plymouth (44% to 38%).
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Figure 81. Non-admitted ED attendance rates
for Māori, rate per 1,000 by DHB, 2015
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Figure 80. ED attendance rates per 1,000 people – 2015
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Figure 82. ED triage 4 and 5 attendances by locality, 2015
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Health of older people
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Taranaki has historically had a high use of aged residential care. While good work has been
done to help people age in place, population ageing will likely mean additional residential
care is required, particularly those providing dementia services…
Age-related residential care (‘ARRC’) services include long-term rest home, continuing care (hospital), dementia and
specialised hospital (psychogeriatric) care for people:
► with high needs
► who are assessed as unable to be safely supported in the community
► under 65 years with support needs arising from a disability that will continue for at least 6 months, and that
limits the person’s ability to function independently
► aged 65 years and over, or 50 to 64 with needs more commonly seen in older people.
ARRC utilisation refers to the use of these services regardless of the source of funding.
Older people generally state strong preferences for living in their own home. With appropriate models of care, this
aspiration is achievable for many older people, with improved anticipatory and/or restorative models of care (‘age
in place’) by addressing emerging health and support needs or supporting quicker recovery.
Taranaki has the second highest rate of ARRC use (as measured by bed-days per 1,000 people aged 65 years and
over) in NZ, with only Auckland having a higher rate. Stratford and South Taranaki have lower rates of ARRC use
than New Plymouth, associated with fewer aged care beds located in those localities. In recent years there has
been a gradual decrease in overall ARRC use in Taranaki (and across NZ), primarily as a result of decreasing rest
home use (the least intensive form of long-term support). Psychogeriatrics and dementia use has been increasing in
line with population growth. This is expected to continue, with Taranaki demand for dementia and hospital level
care projected to increase over the next 10 years. Growth is projected to be more concentrated in the New
Plymouth area.
Figure 84. ARRC bed-day projections for Taranaki by
major service
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Figure 85. ARRC bed-day use by district council per 1,000
people aged 65+ years
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Taranaki residents are less likely to be admitted to an AT&R facility than the average
New Zealander
Health of older people inpatient care, also known as assessment, treatment and rehabilitation (AT&R) or geriatric
care, refers to care that normally follows an acute hospitalisation of an older person in need of more treatment
and recuperation prior to returning home.
Inpatient stays of this nature have become much shorter in recent years as the dangers of prolonged bed rest
have become apparent. Patients are now encouraged to mobilise as soon as possible, returning home as soon as is
safe to do so with support and active rehabilitation in a community-based setting. The home setting with its
familiar surroundings can also reduce the risk of exacerbating dementia symptoms.
Taranaki has a lower AT&R hospitalisation rate at each age group from about 65 years onwards compared to the
national average. This is might be explained by the shift towards community-based rehabilitation and support.
Care will be needed to ensure that this does not mean there is limited access for complex rehabilitation services
within the district, particularly as the number of older people continues to increase. Utilisation increases steadily
by age as expected.
The average length of stay in AT&R for Taranaki residents well below the national average, sitting below the
bottom quartile for all age groups from 75 years and over.
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Figure 88. ARRC bed-day use by district council per
1,000 people aged 65+ years
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Major procedure intervention rates for older people are similar to the national average –
but there is potential to intervene earlier for some major joint procedures…
Healthcare intervention may be necessary at older ages to ameliorate the effects of the ageing process. This may
include cardiac, cataract and major joint interventions. While it is always important to be wary of over-intervention,
these interventions can improve the quality of life for older people including their ability to perform tasks of daily
living, age in place and actively participate in family and community life.
Taranaki residents aged 75 years and over appear to have similar to the NZ average access to a range of procedures
that can improve quality of life at older ages.
Major joint intervention rates are slightly lower than New Zealand rates. This might reflect a lower burden of
disease in Taranaki, or potentially some barriers to accessing care. Currently, at the Ministry of Health assessed
access rate for elective surgery, Taranaki DHB is at ~112% of the Health Target benchmark (2016/17 Q1).
Taking all inpatient procedures (acute and elective, medicine, surgery, or AT&R) Taranaki had similar intervention
rates to the New Zealand average.
The DHB will need to continue to deliver on the national Health Target, and assure itself that it is optimally
intervening for the health needs of its older population – given competing priorities. This will include weighing up
the appropriate balance between medical and surgical intervention, and efforts to promote healthy ageing.
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Figure 89. Major joint intervention rate for people aged 75+
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Figure 90. Cataract removal rate for people aged 75+, 2015
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Major procedure intervention rates for older people are similar to the national average,
with the potential to intervene earlier for some major joint procedures…
Health care intervention may be necessary at older ages to ameliorate the effects of the ageing process. This may
include cardiac, cataract and major joint interventions. While it is always important to be wary of over-intervention,
these interventions can improve the quality of life for older people including their ability to perform tasks of daily
living, age in place and actively participate in family and community life. Rates overall for these procedures are
covered in Long Term Conditions; here we concentrate on those aged 75+.
Taranaki residents aged 75 years and over appear to have similar to the NZ average access to a range of procedures
that can improve quality of life at older ages.
Major joint intervention rates are slightly lower than New Zealand rates. This might reflect a lower burden of
disease in Taranaki, or potentially some access barriers to care. Alternatively it may represent barriers to access.
Currently, the DHB is at its Ministry of Health assessed access rate for elective surgery (~112% of the DHB’s Health
Target benchmark – 2016/17 Q1).
Taking all inpatient procedures (acute and elective, medicine, surgery, or AT&R), Taranaki had similar intervention
rates to the New Zealand average.
The DHB will need to continue to deliver on the national Health Target, and assure itself that it is optimally
intervening for the health needs of its older population – given competing priorities. This will include weighing up
the appropriate balance between medical and surgical intervention, and efforts to promote healthy ageing.
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Figure 92. Major joint intervention rate for people aged 75+
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Figure 93. Cataract removal rate for people aged 75+, 2015
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Taranaki residents have very good access to palliative care services…
Increasingly people are looking for quality in life in addition to quantity of life. For many chronic illnesses, good
palliative care in the last six months or year of life can do both. Taranaki residents appear to have very good access
to palliative care services. Based on accepted referrals, nearly all deaths in Taranaki had palliative care involvement
in 2011 compared to a nominal target of 56% (based on Palliative Care Council figures).
Traditionally, palliative care had a focus on cancer, however, a potentially large number of people with a non-cancer
diagnosis would benefit from palliative care but are currently not receiving it, e.g. people with cardiovascular
diagnoses, such as ischaemic heart disease, congestive heart failure and stroke. Taranaki had a proportion of noncancer patients at 38%, being the highest in the country - well above the NZ average of 21%. The Palliative Care
Council suggests at least 50% of the palliative care load could be for non-cancer patients. This suggests that
although Taranaki is doing well compared to peers, there are further opportunities to improve end of life care in the
district.

Palliative care coverage

Figure 94. Palliative care referrals — coverage of deaths 2010/11 where palliative care was required
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Figure 95. Proportion of hospice patients with a cancer vs non-cancer diagnosis
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There are further opportunities to improve access to hospice services for non-cancer patients
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In Taranaki, most MAPLe assessments were for high priority clients, indicating greater risk of
hospital admission or aged residential community care services…
InterRAI (International Resident Assessment Instrument) is a suite of assessments (such as Contact assessment,
Home Care (HC) assessment and Long Term Care Facilities (LTCF) assessment) which are now established in NZ. The
assessment tools allow consistent measurement across the system, aiming to maintain and improve health and
prevent decline for as long as possible. New Zealand is the first country in the world to implement the use of
interRAI assessments on a nationwide basis.

The outcome scales are outputs from the assessment process. Scores from the scales can be used to identify areas
to be included in the care plan. The outcome scales (for HC and LTCF assessments) covered in the report include
Method of Assigning Priority Level (MAPLe), and Changes in Health, End-Stage Disease, Signs and Symptoms
(CHESS). People with the highest MAPLe score have a higher risk of being admitted to a residential facility within 90
days than people with the lowest MAPLe score (Bio Med Central Medicine 6.1, 2008). The analysis uses interRAI
assessment data for 2014/15, based on the routine assessments carried out through the NASC process through
DHBs.
MAPLe (only used in HC assessments) is a measure of activities of daily living (ADL), with higher scores based on the
presence of ADL problems such as wandering, cognitive impairment and behaviour problems. The scale ranges
from 1 to 5 (5 being very high priority, potentially needing admission to hospital care or community support and
may need 24 hour supervision). In Taranaki, about 77% of HC assessments were for clients with moderate priority,
high priority and very high priority MAPLe scores (of 3+), indicating greater risk of requiring hospital or aged
residential care services. This is slightly below the NZ average of 78%.
CHESS identifies people with health instability who are at a risk of serious decline and can also help to determine if
an intervention has stabilised a person’s health. The scale ranges from 0 to 5 with higher scores predicting adverse
outcomes such as hospitalisation, pain, increased mortality, poor self-rated health and caregiver stress. In Taranaki,
about 30% of HC and LTCF assessments scored moderate to high CHESS scores (3+), which is above the NZ average
of 23%, showing higher rates of health instability.
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Figure 97. CHESS — Proportion of assessments for
scores 3+ by DHB
Proportion of assessments 3+

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

Wairarapa
Capital & C
Nelson M
Waikato
South Cant
Whanganui
Canterbury
Bay of Plenty
Taranaki
Lakes
Counties M
Southern
Hawke's Bay
West Coast
Northland
MidCentral
Hutt Valley
Tairawhiti
Auckland
Waitemata

Proportion of assessments
3+

Figure 96. MAPLe — Proportion of assessments for
scores 3+ by DHB

CHESS scores indicate a relatively high proportion of older people having unstable health
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Assessments suggest that older Taranaki residents have about the same rate of
moderate to severe cognitive impairment as the national average …
As noted on the previous page, InterRAI is used for Home Care (HC) assessment and Long Term Care Facilities (LTCF)
assessment. The Cognitive Performance Scale (CPS) provides information on memory impairment, level of
consciousness and executive functioning. The CPS score ranges from 0 (intact) to 6 (very severe impairment).
The ADL hierarchy scale groups activities of daily living in accordance with the stage of the disablement process in
which they occur. According to interRAI international methodology, lower scores are assigned to early loss ADLs
(such as dressing) as compared to late loss ADLs (such as eating). The score ranges from 0 (Independent) to 6 (Total
dependence), with 3 representing extensive assistance required.
In Taranaki in 2014/15 about 31% of HC and LTCF assessments scored moderate to very severe impairment of
residents (having CPS scores of 3+), which is about the same as the NZ average of 30%.
In Taranaki 32% of the HC and LTCF assessments correspond to clients who require extensive or maximal assistance,
or are very or totally dependent (having ADL hierarchy scores of 3+), which is slightly higher than the NZ average of
31%.
Long term care assessments showed higher rates of assistance being required—48% compared with 19% in Taranaki
as expected.
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Figure 98. CPS — Proportion of assessments scoring 3+ by DHB

Figure 99. ADL Hierarchy — Proportion of assessments for scores 3+ by DHB
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Dependence rates for Taranaki older people are similar to the national average
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Assessments suggest that the same rate of older Taranaki residents live in daily severe or
excruciating pain as the national average, but they have higher rate of depression…
As noted on the previous page, InterRAI is used for Home Care (HC) assessment and Long Term Care Facilities (LTCF)
assessment. The Depression Rating Scale (DRS) is a clinical indicator for depression and comprises inputs such as
levels of negativity, anger, fear, repetitive health complaints, anxiety, sadness and crying. The score ranges from 0
to 14, with scores of 3 or more indicating the presence of a possible depressive disorder.
The Pain scale is an indicator for frequency and severity for pain. The score ranges from 0 (no pain) to 4 (daily
excruciating pain). Level 3 (daily severe pain) and level 4 are used here.
The Pressure Ulcer Risk Scale (PURS) identifies individuals who are at risk of having pressure ulcers. This scale uses
information on history of pressure ulcers, impaired bed mobility, impaired walking, bowel incontinence, weight loss
and shortness of breath. The score ranges from 0 (very low risk) to 8 (very high risk).
For DRS 22% of the HC and LTCF assessments had moderate (3-5) and high (> 5) scores in Taranaki, higher than the
NZ average of 18%. Rates in long term facilities were similar to those in home care (22% vs 20%). Managing social
isolation, pain and chronic conditions are important aspects of care of older people.
About 9% of older people in Taranaki live in daily severe or excruciating pain – about 170 individuals of 1,300
assessed in 2014/15. This is in line with the national average of 9%. It appears that more people living in home care
situations report daily severe or excruciating pain than those in LTAFs.
About 19% of the HC and LTCF assessments correspond to residents with moderate to high risk of pressure ulcer
injury in Taranaki (having PURS scores of 3 or more), which is the same as the NZ average of 19% (data not shown).
Figure 100. CPS — Proportion of assessments scoring 3+ by DHB
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Figure 101. ADL Hierarchy — Proportion of assessments for scores 3+ by DHB

About the same proportion of older Taranaki residents live in daily severe or excruciating pain as the national
average
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Mental health and addiction services
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An estimated 19,000 adults (21%) in Taranaki have had a mood or anxiety disorder
diagnosed…
Mental health is an essential part of overall good health and wellbeing. People’s ability to perform everyday tasks,
manage socially and cope with anger or stress can be affected by mental health and addiction conditions. The NZ
Burden of Disease study noted anxiety and depressive disorders as accounting for 5% of all illnesses, disability and
premature mortality (MOH 2013).
Data on mood disorders is collected by the New Zealand Health Survey (MOH 2014). It includes people who
reported that at some time in their life a doctor has told them they have depression, bipolar disorder and/or anxiety
disorder (including generalised anxiety disorder, phobias, post-traumatic stress disorder and obsessive-compulsive
disorder). It is self-reported, so may underestimate the lifetime prevalence – also the person surveyed may not
have the condition currently, and it may not necessarily be a good predictor of need for future services. The
apparent large jump in prevalence since 2006/07 in Taranaki and NZ overall may be due to people being more
prepared to acknowledge and/or understand past diagnoses following national mental health awareness
campaigns.
The rate of mood disorder and anxiety in Taranaki is higher than the NZ average, with 21% of all adults noting such a
diagnosis in the past. The rate has doubled over the past seven years from a starting point of 10% - at a much
faster rate than the significant increase seen in NZ (4%). An estimated 19,000 people living in Taranaki have had a
mood disorder or anxiety diagnosis in the past.
Men were much less likely to state that they had had a mood or anxiety disorder diagnosed than women, with a
rate ratio of 0.5 – that is 50% of the female rate. Māori standardised rates were the same as non-Māori nationally.
In the case of Taranaki, the standardised rate ratio was 0.6 — 13.3% compared to 22.1% for non-Māori. This is a
statistically significant difference, which appears to be driven by non-Maori females being much more likely to state
they had a previous diagnosis of mood / anxiety disorders. Increased deprivation is associated with a 60% increased
risk of mood disorders (a rate ratio of 1.6).
Younger adults (15-24) and older adults (65 years and over) are less likely to have been diagnosed with mood
disorders. Taranaki’s rate is higher than the NZ average between 25-44 years, and is statistically significant. It is also
higher for the 45-64 year old age group but not significantly so.
Table 28. Prevalence of reported mood and / or anxiety disorders in Taranaki and NZ between 2006/07 and
2011/14
Unadjusted prevalence
Taranaki
NZ

2006/07

10.1
12.7

2011/14

20.8
17.0

Change

10.7
4.3

95% CI 2011/14
Column1
18.2
16.5

23.5
17.5

Figure 102. Age distribution – mood or anxiety disorders Taranaki and NZ 2011/14
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Non-Māori females are much more likely to report having a diagnosed mood or anxiety disorder
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An estimated 4,500 adults (4.7%) in Taranaki have reported psychological distress…
While mental wellness is difficult to measure and quantify, psychological distress takes the opposite view,
and considers mental ‘unwellness’ (equating to a person’s experience of symptoms such as anxiety,
confused emotions, depression or rage). It provides a marker for the need for primary mental health and
addiction services in a different manner than traditional mental illness diagnoses are able to do.
The New Zealand Health Survey (MOH 2014) includes the Kessler-10 (K10) scale. Questions cover areas like
feeling hopeless, feeling nervous or restless, depressed or feeling worthless. A score of 12 or more on the
K10 scale indicates a high or very high probability of having an anxiety or depressive disorder in the past
four weeks.
The rate of psychological distress in Taranaki is lower than the NZ average, with less than 5% of all adults
scoring 12 and above on the Kessler Scale compared with 5.6% nationally. The rate has dropped over the
past seven years for both Taranaki and NZ. At any one time, an estimated 4,500 adults living in Taranaki
have psychological distress — suggesting a need for mental health and addictions care.
Men were 60% less likely to experience psychological distress than women nationally. Māori standardised
rates of distress were 60% higher than non-Māori nationally, but about 10% in Taranaki. Māori had a 4.2%
unstandardised rate compared to 4.8% for non-Māori. Deprivation was associated with a three-fold
increased risk of psychological distress.
Nationally younger adults (15-24) tend to have higher rates of psychological distress, with rates dropping
over the life span. Taranaki rates were lower compared with NZ at each age group apart from 45-64
(although the differences were not statistically significant).
Table 29. Prevalence of reported psychological distress in Taranaki and NZ between 2006/07 and 2011/14
Unadjusted prevalence
Taranaki
NZ

2006/07

6.1
6.6

2011/14

4.7
5.6

Change

-1.4
-1.0

95% CI 2011/14

3.8
5.3

Column1

5.7
6.0

% psychological distress

Figure 103. Age distribution – psychological distress in Taranaki and NZ 2011/14
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Females are about 60% more likely to report psychological distress than males
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Taranaki residents appear to have good access to addiction specialist services*…
A useful measure of access to specialised mental health and addiction services is a simple ‘unique client’ count,
being the number of different people accessing services in a year. This count is used within the Mental Health
Commission (MHC) Blueprint planning process to assess service coverage. It is noted that while PRIMHD, (the
mental health and addictions utilisation database) has had improved coverage over the years, it may still be missing
some NGO services.
In Taranaki, 4.3% of the population is accessing mental health services per year – a higher rate than the NZ average
of 3.8% in 2015. Both are above the minimum standard suggested by the MHC of 3%. Over the past 6 years
Taranaki’s rate has gradually increased from 3.5% to 4.3% (2015).
Figure 104. Mental health and addictions service unique clients, as % of the population by DHB 2015
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The Atlas of Healthcare Variation investigated the extent of pre-admission and post-discharge care through
community mental health and addictions teams. For pre-admissions, taking the seven days preceding the day of a
mental health and addictions admission, Taranaki had a lower than average rate of contact. This rate dropped
below the national average between 2011/12 and 2014/15.
Māori are much less likely to receive pre-admission care from DHB community teams. In fact, they had the lowest
utilisation rate of DHB pre-admission care in New Zealand in 2014/15- while non-Māori had a slightly lower rate
than their national peers.

Pre-admission community
contact %

Figure 105. Pre-admission community mental health and addictions contacts, by DHB, 2014/15 (DHB only)
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Taranaki preventive mental health and addictions care through community teams could be strengthened
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*Note PRIMHD (the national mental health dataset) was not available to inform this analysis

Taranaki residents are much less likely to receive post-discharge care from DHB
community teams…
The Atlas of Healthcare Variation investigation also showed that Māori are much less likely to receive post-discharge
care from DHB mental health community teams than non-Māori in Taranaki and their national peers. In fact, they
had the second lowest utilisation rate of DHB post-discharge care in New Zealand in 2014/15- while non-Māori
about the same rate as their national peers.
Figure 106. Mental health and addictions service unique clients, as % of the population by DHB 2015
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The Atlas of Healthcare Variation states that “unplanned readmissions to an inpatient facility following a recent
discharge may indicate that inpatient treatment was either incomplete or ineffective, or that follow up care was
inadequate to maintain the person out of hospital”.
Taranaki’s rate of acute readmission for recent mental health and addictions inpatients is slightly below the national
average, and has broadly tracked the national average since 2009/10. The exception was 2011/12 when a small
number of events meant the DHB’s rate increased. Māori are much more likely to be acutely readmitted –
compared to non-Māori in Taranaki and also their national peers.
Figure 107. 28 day acute readmission rate, by DHB, 2014/15 (DHB only)
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Taranaki’s acute mental health and addictions readmission rate is at about the national average, and
compares favourably with other rural DHBs.
Māori are much more likely to be acutely readmitted although absolute numbers are small
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Taranaki residents are hospitalised more often for mental health and addiction reasons
than the national average but stay for a shorter time in hospital…
Taranaki residents, at 55 bed days per 1,000 people per year, have a relatively low public hospital inpatient
occupancy rate for mental illness - less than the national average of 67 bed days per 1,000.
Hospitalisation rates jump steeply at 15-19 years then taper off. Māori nationally had a 3-fold higher hospital bed
day use per 1,000 people (age standardised) than non-Māori, with a lower rate ratio being seen in Taranaki of about
2-fold.
Māori and non-Māori bed day rates in Taranaki were lower than to their NZ counterparts, particularly Māori — the
overall Taranaki excess being due to the higher Māori population proportions at younger ages.
Figure 108. DHB comparison of inpatient bed days for mental illness, age-standardised rate per 1000, 2015
ASR per 1,000 people
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Figure 109. Taranaki age-specific rates of mental illness bed days compared with NZ, 2015
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Table 30. Mental illness bed days age-standardised rate per 1000 persons 2015
Ethnicity

Taranaki

NZ

Rate ratio

Māori

102

158

0.65

Non-Māori

46

52

0.88

Rate ratio

2

3

Total

54.7

67.3

Māori are more likely to be hospitalised for mental health and addiction reasons than non-Māori in Taranaki
although the difference is less than that observed nationally
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Taranaki residents are hospitalised for schizophrenia at about the same rate as the
national average and stay for a much shorter time in hospital…
Schizophrenia is the most severe of the mental illnesses. Early intervention treatment aims to moderate the worst
aspects of the illness and avoid the need for acute hospitalisation. Taranaki, at 25 bed days per 1,000 population
per year has an average public hospital inpatient occupancy rate for schizophrenia, significantly less than the
national average of 40 bed days per 1,000.
Hospitalisation rates jump steeply at the 20-24 year age group, consistent with the most common age of onset.
Admission rates at older ages from 35 to 64 years appear higher for Taranaki residents than elsewhere in NZ. It is
not clear from the data what is driving this pattern, and requires further investigation.

Māori nationally had a 4-fold higher hospital bed day use than non-Māori – the difference in use appears to be less
in Taranaki at about 3-fold.
Figure 110. DHB comparison of inpatient bed days for schizophrenia, age-standardised rates 2015
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Figure 111. Taranaki age-specific rates of schizophrenia hospitalisation compared with NZ 2015
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Table 31. Mental Health and addiction bed days - schizophrenia age-standardised rate per 1000 persons 2015
Ethnicity

Taranaki

NZ

Rate ratio

Māori

54

112

0.48

Non-Māori

20

28

0.71

Rate ratio

3

4

Total

25.4

40.0

Māori are more likely to be hospitalised for schizophrenia than non-Māori in Taranaki although the
difference is less than that observed nationally
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Taranaki has the opportunity to continue to improve the quality of its mental health and
addiction services…
The 2015 annual report of the Director of Mental Health and Addiction provides some detail of quality measures for
mental health and addictions services in New Zealand. Selected graphs from that report are shown here.
In 2014, the Ministry introduced a target that at least 95 percent of young people who have used mental health and
addiction services have a transition (discharge) plan. The plans are intended to help better match services to need,
enable young people and their carers to key decision-makers in care planning, and make best use of specialist and
generalist skills. In 2015, Taranaki had one of the lowest coverage rates of transition plans (~25%) suggesting
significant room for improvement. It can build on its comparatively good performance in consulting family / whanau
across assessment and treatment events.
Figure 112. Percentage of child and adolescent service users with a transition plan, by DHB, 1 January to
31 December 2015

In 2015, the national average number of people secluded in adult inpatient services per 100,000 population was
28.1, and the average number of events per 100,000 population was 62.1. In Taranaki, the average number of
people secluded per 100,000 people match the national average but the number of events per person was slightly
higher than the national average – but not significantly so.
Figure 113. Average percentage of family/whānau consultation across all assessment/ treatment events,
by DHB, 1 January to 31 December 2015

Transition planning for child and adolescent service users should be an important priority for Taranaki
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Suicide and self-harm rates in Taranaki are about the same as the national average…
While not specific to mental illness, suicide is often used as a marker for mental health and addictions, and so is
incorporated here. In reality, suicide in a community is a wider public health issue and can reflect unemployment,
social isolation, and alcohol and drug problems among other issues.
Suicide is the third-highest cause of amenable mortality in Taranaki. The district averaged 15 suicides a year from
2008 to 2012 - 14 males and 1 female, with 2 youth (15-24 years). The age-standardised rate was slightly higher
than the NZ average. Nationally the 15-24 age group had the highest suicide rate, males had three times the death
rate of females, and Māori and those living in more deprived areas had higher suicide rates.
One can estimate intentional self-harm (falling short of death) from hospital data. This can vary by the way
hospitals record them (and on whether people actually seek care following an incident), but on this measure
Taranaki (with ~143 cases per year) was about the same as the NZ average. Females were twice as likely to be
hospitalised with self-harm as males, despite having a much lower rate of suicide.
Figure 114. Suicide rates, all ages age-standardised per 100,000 population by DHB, 2008-12
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Figure 115. Self-harm hospitalisations for youth aged 15-24, rate per 100,000 pop by DHB, 2010-2012
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Suicide remains a leading cause of preventable death. Males older than 25 tend to commit suicide more
than females
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Financial performance trends
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Taranaki has moved from a small surplus position in the year ended 2011 to a modest
deficit position in the year ended 2016…
The financial performance of Taranaki has declined at a relatively consistent rate since 2013 (see Table 32).
Provider Arm services inclusive of IDFs for Personal Health and Mental Health have taken a modestly increasing
share of revenue, with the share growing from 66% in 2011 to 67% by 2016 (see Figure 116). However, this
equates to about $15M additional cumulative funds not being allocated to Funder Arm services (external providers,
primarily local primary care and NGO services), about $4M per year, with cost pressures for age-related residential
care also crowding out investment in other primary and community services.
Figure 116. Taranaki DHB expenditure trends between Provider and Funder Arms – 2011 to 2016

Table 32. Taranaki DHB operating revenue and expenses between 2011 and 2016

Provider Arm service expenditure has been increasing as a share of total expenditure over the past six years
– reflecting a wider sector trend
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Personnel costs, infrastructure costs and inter-district outflows have been major
contributors to the DHB moving into deficit …
New revenue from all sources to the DHB has been about $43M between 2011 and 2016. Approximately 80% of
this new revenue has been accounted for by DHB personnel cost growth (mainly FTE growth), infrastructure running
costs (mainly depreciation), and inter-district outflows (primarily hospital services provided by other DHBs).
Continuing on this financial pathway is unsustainable. The DHB has agreed a three-year pathway to return to
‘break-even’ pathway with the Ministry of Health, with savings plans incorporated in each annual planning cycle.
The Action Plan will contribute to the Taranaki health system’s longer-term financial sustainability.
Figure 117. Taranaki DHB expenditure trends between Provider and Funder Arms – 2011 to 2016

1
2

Overall increase in Ministry of Health funds totaled $45.5m by FY16, about 15% more than in FY11.
Personnel cost increased by $18.5m over the five years of which 88% is attributable to FTE growth (+168) and 12% attributable
to change in the average cost per FTE ($3k).
Although annual indexation contributed $11.42m to overall cost growth, the decrease in it could be explained by a structural
change in staffing mix and significant salary reduction which took place in FY12 and FY14.
FY12: Allied staff average salaries dropped by $9.3k for 230 FTEs resulting in $2.2m saving.
FY14: Management staff average salaries dropped by $16.3k for 272 FTEs resulting in $4.5m saving. FY12 and FY14: Medical
and Nursing salaries dropped resulting in overall $2.6m saving

3

DHB running costs grew by $7.6m over five years mainly due to depreciation charge ($6.5m). Depreciation increased
dramatically in FY15 when a new clinical block was put into operation.

4

Clinical supplies grew by $5.2m within five years. Main reason for increase is operating needs and overall growth in provided
services.

5

External provider expenditure (non-DHB providers) increased by $21.2m over five years. Changes in external provider are
mainly national policy settings (ARRC; Capitation) and strong IDF growth for Personal Health (largely other DHB hospital
services).
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