THE TREASURY

Reference: 20170064 Kaitohutohu Kaupapa Rawa

28 April 2017

Antony Andrews
fyi-request-5474-69fb092f@requests.fyi.org.nz

Dear Antony Andrews

Thank you for your Official Information Act request, received on 1 March 2017. You
requested:

“Please refer to the official request made to Ministry of health.
https://fyi.org.nz/request/527 2-efficiency-analysis-of-district-health-
boards?nocache=incoming-17277#incoming-17277

The reply from MOH suggest that there is no method as such used to analyze
efficiency of District Health Boards. As | understand, they are required to provide
services to their population with in their budgets.

I note that there was a Treasury paper in 2005,
http.//www.treasury.govt.nz/publications/informationreleases/health/sector/tr05-
344.pdf

| would like to know if Treasury has undertaken any more studies to do efficiency
analysis of District Health Boards by using any parametric or non-parametric
methods specially to look into efficiency of DHBS.

I am particular interested in knowing how if Treasury undertake analysis to
account for the resources/inputs (labour and capital) that each DHB uses.”

Information to be Released

Please find enclosed the following document:

Item

Date Document Description Decision

1.

November 2014 Analysis of District Health Board Release in full
Performance: 2009-2013

1 The Terrace
PO Box 2724
Wellington

New Z ealand

Lel. 64-4-472 2733
fax. 64-4-473 0982
www.treasury.govt.nz



Information Publicly Available

The Treasury prepared a report on DHB efficiency last year. This is covered by your
request and is publicly available on the Treasury website:

Item | Date Document Description Website Address
1. | June 2016 Analysis of District Health http://www.treasury.govt.nz/p
Board Performance to 30 June | ypiications/informationreleas
2015 es/health/dhb-performance

Accordingly, | have refused your request for the documents listed in the above table
under section 18(d) of the Official Information Act — the information requested is or will
soon be publicly available.

Information to be Withheld

A report providing updated analysis of District Health Board Performance to 30 June
2016 is also covered by your request. | have decided to withhold this in full under
section 9(2)(f)(iv) of the Official Information Act - to maintain the current constitutional
conventions protecting the confidentiality of advice tendered by Ministers and officials.

In making my decision, | have considered the public interest considerations in section
9(1) of the Official Information Act.

Please note that this letter (with your personal details removed) and enclosed
documents may be published on the Treasury website.

This fully covers the information you requested. You have the right to ask the
Ombudsman to investigate and review my decision.

Yours sincerely

Ben McBride
Manager, Health
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Executive summary

This report provides an overview of the financial and non-financial performance of

district health boards (DHBs) over the period 2009-13. As this is our first attempt{o

report systematically on health sector performance at DHB | ~Wwe concentr. na
On

limited number of key performance indicators. We also fo xclusive
historical performance. We will provide forward-looking out DH
separately. The two work-streams already inform ea herat a practice

hope to be able to integrate our reporting over time.

Key performance indicators@% ®§
The key performance indicators that we.h @

b Overall financial manageme ofidated surplus / deficit over the
three years to 2013.

b Hospital productivity. B %n case wej igcharges and costs of production.
This provides a meagure.of Surgical outputs.for inputs. It does not tell us about the

Tours). sidered to be a good indicator of the overall
pital, refle ttlenecks occurring elsewhere in the system.
o stro related to quality of secondary care, since long stays and

' partments have been linked to negative clinical

.-- .10 e myocardial infarction (AMI). This measures in-hospital

»  New acute mental health admissions. This refers to the proportion of acute mental
health admissions who are people being seen for the first time. This is used as a
measure of the overall quality and coverage of primary mental health services.

Comparing the performance of DHBs is difficult. Each faces a unique set of challenges.
They vary significantly in terms of their size, the characteristics of the populations they
serve, the scale and quality of their capital stock and the types of services they deliver
directly. Nevertheless, to focus our analysis, we have rated the performance of each
DHB against our selected indicators using a simple traffic-light system. Table 1
provides a summary.
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For most indicators, the rating reflects performance relative to other DHBs, rather than
an assessment against an objective benchmark: it is therefore (almost) inevitable that
some DHBs will be rated green, some amber, and some red. There are two exceptions,
where all DHBs could in principle be given the same rating. The rating for financial
performance is based on net consolidated surplus / deficit over three years and the
rating for ED waiting times is based on performance against tb? health target.

7

Table 1 — DHB performance summary
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Financial performance and efficiency

Despite a reduction in the growth rate of new funding, there has been a significant
improvement in the aggregate financial performance of DHBs, as measured in terms of
net deficits. The combined total of DHB deficits (ex Canterbury) reduced from

most years: Capital and Coast, Lakes, Southern, Taira
Coast have all been red rated on that basis. A numb
pressures and an uptick in the aggregate deficit posi

likely. We will report on this separately as part c@rant
round.

surgical output over the five year perioghce i ~This increase in output
appears to have coincided with a co JeEnLE i ivity Jevels across DHBs, but

i increased faster than surgical
Bs. A number of DHBs

(FY1 ual*planning

t%et for ED waiting times shows a marked

rformance since the target was introduced in 2010.
ukstantial improvements by individual DHBs. Auckland,

Il improved their performance by more than 15 percentage
d achieved the 95% target. Capital and Coast, Hutt, and
Southern al ubstantial improvements, although of these only Hutt had

managed

Using AMImortality rates as a proxy for acute care quality, we find that the
New —.%. d health system compares favourably to those of other OECD countries.

The ratings we have assigned to individual DHBs, which are based on their
performance relative to each other, should be read in that context. Capital and Coast
and Hawke's Bay both saw a notable increase in their rate in 2013 compared to their
average performance over the preceding three years. It is unclear whether this marks a
deterioration in care quality or a natural fluctuation in the rate over time.
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Primary care performance

ASH rates have been used as a measure of primary care outcomes, and a proxy for

access and quality. We found significant ethnic disparities as well as marked

differences between DHBs. These results are likely caused partly by factors outside the

control of DHBs, such as low incomes and poor housing, alt%his does n ake
0

them less concerning. They also suggest that certain pop

engage with, or be effectively supported by, the health ;
to Maori and Pasifika. Data revealed a fairly clear di%e een the

\}‘ gements. Given the
noutcomes, greater emphasis
Ith system performance in this area.
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Introduction

This report provides an overview of the financial and non-financial performance of
district health boards (DHBs). It covers a number of whole-of-system and DHB-level

As part of the Treasury's “ministry of finance” work progia , we hav ened
our monitoring of health sector performance. To date; our detailed monito as

Ne therefore foc
we think provide some i 9 0 S

be reasonably straightfé \@0 continue

look at historical pe over th

additional metric o_futdre reports, in ing some assessment of financial
performance a casts asa meas
managemen@ \
The re Wtured SW

b i discus e whole-of-system measures of spending and

perfermance

P Section the characteristics of DHBs

b Sectiton™3

<

»  Section 4 looks at key indicators of service quality in primary and secondary care.

fooks at the financial performance of DHBs, their main cost drivers, and
of efficiency
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Section 1: Context

This section provides some high-level contextual information about spending and
staffing levels in the New Zealand health system compared to the systems of ot
developed economies, and about overall health outcomes.

Spending levels 2/\\ g>
Core Crown Health spending represents more th an-a fifth of gover t she dmg and
spendin last decade.
yughout t@ . although the

about 6.3% of GDP. Figure 1 shows changes i
a proportion of

Spending has continued to rise in nominal te ;b
rate of increase has slowed. Health spending-has declined
national income since 2013. % &
Figure 1 — Core Crown Health Spe@ Zealan @
Nominal

$bn ommal $bn

. (\/%&\' T

14
12
10

somewhat higher than the OECD average as a percentage of national income. The
proportion of health spending that is publicly funded is also relatively high.
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Figure 2 — Health spending as a percentage of GDP in OECD countries (2012 or nearest year)
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Outcomes

In terms of broad measure of health outcomes, our performance is comparable with
that of other developed economies. Potential years of life lost (PYLL) measures deaths
that should have been preventable given effective and timely healthcare. Deaths
occurring at younger ages are given a higher weighting. Thi statistical measure
that reflects judgements about which conditions are amen atment. 3 hat
perfect, but it provides a useful yardstick for understandi system pefforance

over time and across countries. &
Rates have improved steadily across the OECD the last sixty
New Zealand’s overall performance is about OECD
domestic data shows significant variations ity (with hi
Pasifika). Q %
00,000 iont 0

Figure 4 — Potential years of life lost pep

TR Y

, although
s for Maori and

@ T N T T T T T T T
Q’%O @Q 1980 1990 2000 2010
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Section 2: DHB population, capital
intensity and funding

Challenges in comparing performance of DHBs arise from t

he differences in t
:l heit-asset ba r

populations they serve and associated differences in size
capita funding.

Some DHBs are responsible for delivering services to'relatively wealthy but aging

populations, while others have highly deprived papulations which it

significant number of Maori and/or Pasifika (t Bs alsevarrsighificantly in
), as w

the size and growth rates of their populations (fig % pulation

)

density.

i
|

!

| Most deprived |
| quintle

DHB

Auckland <4 18%
Bay of Plenty 25%
Canterbury % 7% Q% 8% 2% 9%
Capital and Co 11% 7% 12%
Counties Mam@ 15% 21% 36%
Hawke’s V/o 24% 3% 27%
Hutt Q\? 6% 16% 8% 20%
La % 6% 35% 2% 34%
MidCentral @ 7% 18% 3% 25%
Nelson Marlb@ 8% 9% 1% 9%

7% 32% 2% 37%

9% 7% 1% 9%

7% 9% 2% 12%
Tairawhiti 6% 49% 2% 47%
Taranaki 7% 17% 1% 15%
Waikato 6% 22% 3% 25%
Wairarapa 8% 16% 2% 20%
Waitemata 5% 9% 7% 8%
West Coast 7% 11% 1% 10%
Whanganui 8% 25% 2% 36%

Analysis of District Health Board Performance: 2009-2013 | 9



Figure 5 — DHB population size and growth
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MidCentral

West Coast
Whanganui

Population characteristics inﬂuer%%érﬁcular y&s that DHBs face.
io

Younger, faster growing populat

conditions. M&ori have
diabetes pose major h

de’ proximity, t HBs and is highly variable across DHBs both in
s {figure 6). Larger relative asset bases of small and remote
and Tairawhiti, suggest that they have to invest more in

in services in locations where travel to larger neighbours is

aitemata, Counties Manukau, South Canterbury and Wairarapa

Annual cost of capital, represented by the sum of interest, depreciation and capital
charge (IDCC), is influenced not only by the relative scale and age of physical assets
but also by cash and investment reserves, Crown injections of equity to support
deficits, and variation in gearing levels (proportion of lower cost debt). This further
contributes to the variation in costs faced by DHBs
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Figure 6 — DHB capital intensity (2013)
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Section 3: Financial Performance
and Efficiency

s under three headings:

This part of the report discusses the financial sustainability of DH

¥ Financial performance. We look at the net surplus / defi individual )
previous years as a simple measure of financial perf

> Expenditure. We provide a breakdown of DHB e@ by categg@ive a
picture of the main cost drivers for DHBs. Persennel coests are both the\largest item
of expenditure and the fastest growing, so rovide m R ailed analysis
of FTE numbers and costs. Q,

% o o

b Productivity. We discuss different m

weighted discharges and look at t adtigtivity perforn & of individual DHBs.
Financial performann@%:;

Table 3 — DHB financial performance <§

o T Ay Y o

Auckland - - - -
Bay of Plenty -0.2% - - =
Canterbury @ 0% -0.7% - : 16.0%
Capital and CS % 6%  -56% | -87%  -22%  -1.1%
Counties -0.3% - 0.4% 0.4% 0.2%

Hawke! 1.4% 1.3% 1.2% 0.4% 0.4%
Hu% @ -2.3% 1.1% -0.7% = -0.6%
Lak 2.0% 1.0% A11%  -1.0% -0.6%
MidCentral %@D 2.1% -1.8% 1.8% 1.2% 1.1%

Nelson Marlboromg -1.3% -1.4% 0.1% -1.3% -0.7%
Northland Q 0.1% 0.2% 0.1% 0.1% 0.1%
South Car@y 1.7% 0.2% 0.6% 0.2% 0.4%
South 28%  -1.8% : 6%  -1.4%
Tairaw -2.1% -0.4% -2.1% - -1.0%
Taranaki -0.2% -1.0% 0.5% 0.1% -
Waikato -0.2% 1.8% 1.0% 0.8% 0.2%
Wairarapa -3.4% -3.8% -2.8% -5.2% -2.5%
Waitemata -0.4% -0.6% 0.3% 0.4% 0.5%
West Coast -6.4% -6.0% -5.2% -3.7% -2.7%
Whanganui -5.0% -2.0% -1.3% -0.1% -0.8%
Total deficit, % of revenue (ex. Cant.)? -1.4% -0.8% -0.1% -0.2% -0.2%
Total deficit, $ million (ex. Cant.)? -142 -93 -15 -23 -18

1. Figures for Capital & Coast exclude the $8 million deficit switch in 2013.
2. Canterbury is excluded so that rebuild costs do not distort the aggregate picture.
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Table 3 summaries DHBs' net financial position over a five-year period, expressed in
form of surplus / deficit as percentage of total revenue. We have rated DHB
performance as red, amber or green based on their net position across the last three
years. Red rated DHBs reported deficits that exceed 1% of total revenue in at least two
of those three years. Amber rated DHBs reported deficits of more than 0.5% in at least

one year. Other DHBs have been rated green.
2011) aS @
ce 2011, the Gombined

The combined DHB deficit declined significantly betwee
absolute dollar terms (from $142 million in 2009 to $157
percentage of total revenue (from 1.4% to around 0.
deficit has remained fairly stable in absolute and

Expenditure by DHBs

services provided directly by the DH
delivered by a variety of non-DH
DHB funding ($11.4 billion) for a

DHBs incur extra costs whe §§
Ministry of Health, such

Total expenditure

Figure 7 provides down o expenditure. Internal expenditure relates
to the DHB p m and acg r just over 58% of total DHB spending (all
DHBs). This overs hospit sed services. At an aggregate level, internal

ble.as a proportion of total DHB expenditure over the

ge from 47% to 67%. This variation will partly reflect
rvices that DHBs provide. The components of internal

iture (about 42% of the total) relates to services provided by non-
' Pérsonal health relates to funding for primary care services, laboratory

deommunity pharmaceuticals. Disability support mainly relates to home-

support for people with mental iliness or mental health problems. Public health covers
services for whole population groups (mainly services of a protective or promotional
nature).
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Figure 7 — Breakdown of total expenditure (2013)

® Disability Support
m Maori Health

K\

zﬁfb}@oad cost category.

Internal expenditure

ry of hospital-based

"st of capital, namely
. Tagethel, these categories capture
&lsﬂ‘ g on the DHB.

m Personnel

m Clinical Supplies
mIDCC

1 Qutsourced

® Other

costs increased at the fastest rate and also accounted for the largest share (83%) of
new internal expenditure. Changes in personnel expenditure varied considerably
across DHBs (figure 10).
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Figure 9 — Real changes in internal expenditure categories (2009-2013)
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Figure 11 shows changes in per capita FTE numbers for individual DHBs over the
same five-year period. All DHBs increased the number of medical FTEs (doctors)
relative to the size of their population. The picture for other FTE categories (nursing,
allied health, other) was mixed, with per capita reductions in some categories for some
DHBs. Overall, there seems to have been a change in the mix of labour, with a greater
proportion of doctors in the DHB workforce. The reasons for this are not clear. We are
aware that DHBs may not be reporting FTE numbers on a consistent basis, so these
numbers should be treated with caution.
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Figure 11 — Percentage change in FTE numbers per 1,000 population (2009-13)
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Hospital productivity

To get a better understanding of the returns to additional expenditure by DHB provider
arms, we have analysed these costs relative to case weighted discharge (CWD)
numbers. These numbers measure the volume of surgical service activity delivered by
each DHB. They account for differences in the complexity of treatment require

various patients: more complex procedures are weighted % ily. giép

From 2009 to 2013, the overall volume of CWDs incre
increase of about 11% over the period (figure 13).

Figure 13 — Total volume of Case Weighted D|s
830,000 < \ \\
810,000 % /Z
S G
N Y

770,000

750,000 @/@W
730,000 f/%/ W
(Y (o~

710,000 s - . .
0 2010 11 2012 2013

4sad fai

f production. This measure looks at CWDs per total expenditure
and nursing personnel, clinical supplies and IDCC. It attempts to

» CWDs per personnel cost inputs. This measure looks at CWDs per expenditure
on medical and nursing personnel. It should capture the difference in the
productivity of FTEs across DHBs. This is particularly useful when comparing two
DHBs with different staff and staffing cost profiles.

» CWDs per FTE inputs. This measure looks at CWDs per medical and nursing FTE
and provides a simple measure of productivity based on staff headcount.

We have used the first of these measures (CWDs per cost of production) to assess
DHB performance. West Coast DHB was excluded from this analysis as its service
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delivery model is substantially different from other DHBs. We have rated DHB
performance as red, amber or green based on performance relative to other DHBs in
the most recent year for which we have data (table 4). Green rated DHBs were either
in, or within 5% of, the top 5 performers. Red rated DHBs were in the bottom 5
performers and more than 5% worse than the remaining DHBs, which were rated

amber. j é
Table 4 — CWD per cost of production DHB performance ratin @7 @D

P
Bay of Plenty Auckland Capi@a@%st @
Counties Manukau Canterbury

N

Hawke's Bay Hutt Qiraw b
Lakes Nelson Marlboroug @ @
Waikato Northland @ @
Wairarapa South Cante

Southern : ;

D)

S
HB perfo ainst the same measure of productivity

. Median ormance is represented by the middle line
1e’Pox itself repr s the distribution of the ten middle performing
t the distribution of the five top and the five bottom

igur ests that, for the majority of DHBs, productivity levels
i median productivity has declined somewhat. Thereis a
f
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Figure 14— CWD productivity per cost of production (ex. West Coast)
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There are a number of non-trivial issues that should be borne in mind when considering
this analysis of productivity.

» FTE numbers may not be counted on a consistent basis — either between DHBs or
across different years.

b Some FTEs will be delivering services that are not capt the CWD %ch
as mental health, primary care or outpatient services. | tly not sibleto
identify this split in the data. @

Gy
b CWDs may not be the best longitudinal measure of uctivity i the Ith sector.

They capture the resources used in delivering services, rathe improvements
in health. A procedure previously performeg as an npatie is now
a lagwe c ]g; ib]

delivered on a day-case basis will attract an before. This
would show up in our analysis as a ré b gas in fact the same
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Section 4: Health Outcomes

This part of the report looks at the performance of DHBs in terms of the health
outcomes they deliver. Currently, only a limited selection of consistent, DHB-lev
outcome data is readily available. We therefore focus on fou ome measu

b emergency department waiting times (an existing h )

» mortality rates following acute myocardial infarct@ attacks) @

b ambulatory sensitive hospitalisation (ASH) @ ®

b acute mental health admissions seen fo first time. @

The first two indicators focus on the :

indicators are an attempt to mea@

Emergency departmentwaiti

Introduced in 2010 as a(hatignalhealth tar

target measures the ntage of peaple

discharged. While-no y a healthoeutCome in itself, we consider the target to be a
ays and @ vding in emergency departments have been

[he target is also considered to be a good

a hegpital, since a bottleneck at other points will be
waiting t itpthe emergency department.

(@)
=
étﬂ_J
s 2
Qc o
o0 O

t coincided with a marked improvement in overall system
| improvements for a number of individual DHBs. Over a 4
year period, Au “Waitemata and Whanganui improved their performance by
more than 1 ge points and achieved the 95% performance target. Hutt,
ital and Coast also reported substantial improvements in

Southern
pen‘org Ithough of these only Hutt had met the target by 2013.

Table arises the performance of each DHB against the target since 2010. We
have rated DHB performance as green, amber or red depending on their performance.
A green rating indicates that the target of 95% was achieved (11 DHBs). An amber
rating indicates performance in the 90-95% range (six DHBs). A red rating indicates
performance below 90% (three DHBSs).
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Table 5 — ED wait target performance

DHB: * U2plo" ool 20T 001

Auckland 80.1% 94.6% 94.8% 95.4%

Bay of Plenty 83.8% 90.3% 89.4% 90.2% >

Canterbury 91.5%  956%  95.7% @ &
Capital and Coast 80.0% 73.8% 87.4%

Counties Manukau 96.7% 96.8%

Hawke's Bay 92.6% 93.9%

Hutt 87.0% 87.0%

Lakes 90.9%

MidCentral 83.7%

Nelson Marlborough
Northland
South Canterbury

97.7%
86.2%
96.6%

Southern

Tairawhiti

Taranaki 95.5%

Waikato 88.4%

Wairarapa % 97.4%

Waitemat 74.4% g3 97.3% 96.2%

West :@ %99.8% 99.6%  99.6%
anganui. QV ¥ 91.0%  982%  96.9%
NS

Wh
A
die fol
the ov

farction (AMI)

mortality rates show the frequency with which people
ajor heart attack. AMI rates are considered to be a good measure of
ality of acute care. At an aggregate level, New Zealand’s rates are below

w\/
cute m@al infarction (AMI) mortality rate
Acute m i
1

(better than) the OECD average.

Figure 16 shows the AMI mortality rate for each DHB in 2013, along with the average
rate for the preceding three year period (2010-12). As with the productivity data, we
have rated the performance of individual DHBs as red, amber or green based on their
performance relative to other DHBs in the most recent year (table 6). Green rated
DHBs were either in, or within 5% of, the top 5 performers. Red rated DHBs were in the
bottom 5 performers and more than 5% worse than the remaining DHBs, which were
rated amber.
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Figure 16 — In-hospital AMI mortality rates: 2013 and 2010-2012 average
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Table 6 — DHB specific AMI nce rati@
o, S et
Hutt k@gnd % Capital and Coast
Nelson Marlboro g§/ﬁay of Ple@ Hawke's Bay
South Canter Canterbu% Tairawhiti
Southern w Coufities Manukau Waikato
Taranz@ Es
W entral
Waitemata @@o hland
% West Coast
/2/\) Whanganui
Asses performance using data for a single year has drawbacks. As can be
seen fr ure 16, the average rate for 2010-2012 period shows limited variation

across DHBs, with rates between 4% and 7%. The results for 2013 show that the
majority of DHBs achieved a similar level of performance when compared to their 3
year trend, but there are marked increases and decreases for some individual DHBs. In
particular, Capital and Coast and Hawke's Bay reported AMI rates that were 4.2% and
2.8% points higher than their 3 year trend. Some of the differences between the short-
term rate and the longer-term trend could be due to changes in models of care, but
they are more likely to represent natural variation in the rate. Observing the
performance of DHBs over longer periods should give us a better idea of whether
changes are sustained over time.

Analysis of District Health Board Performance: 2009-2013 | 23



Ambulatory sensitive hospitalisation (ASH) rates

Ambulatory sensitive hospitalisations are mostly acute hospital admissions that could
have been avoided through prophylactic or therapeutic interventions deliverable in a
primary care setting. Thus, although other aspects of healthcare, including hospital

supply and configuration may also have an effect on ASH ratz, they are typically’used

as a proxy for primary care access and quality. High rates
accessing primary care, poor care coordination or conti

such as limited supply of primary care workers. j 3
Figure 17 and table 7 summarise our analysis of A data ' for 2013:
ighest rates

(above 8,000 cases per 100,000 population) abdthe ini Bs{all of which had

These have been rated either amber ore 1 depen ether they fall above or
per 408,006 popuiat[on

cases
S

8,000 ~

6,000 A
4,000
2

NE

Q

MidCentral
Northland
Southern
Tairawhiti
Taranaki
Wairarapa
Waitemata
West Coast
Whanganui

Counties Manukau™4

Nelson Marlborough
South Canterbury
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Table 7 — DHB specific ASH performance rating

Hawke's Bay ] Bay of Plenty Auckland

MidCentral Lakes Canterbury

Nelson Marlborough Northland Capital and Coast

South Canterbury Tairawhiti Counties Ma &

Southern Wairarapa Hutt @

Taranaki Whanganui Waik&
West Coast W;Qemat O

At the aggregate (all DHBs) level, there are
rates across ethnic groups. Figure 18 sh
and Pasifika are more than twice as hi
Standardised rates for Maori fell by 6
to a reduction of anly 4.6% for Pasifi
populations are only large enou

Figure 18 — Age standardisetes for IVIé and Other per 100,000

@\\ﬁoﬁ 73

@ 2009 2010 2011 2012 2013

The data also shows notable differences in the conditions that trigger ASH events
across ethnic groups. Table 8 summarises the top 4 conditions and the average rates
for these conditions over the period 2009-13 for each ethnic group. Serious skin
infections are the most common reason for ASH events among Maori and Pasifika,
with particularly high rates among Pasifika. In contrast, skin infections are only the third

1 Auckland, Canterbury, Capital and Coast, Counties Manukau, Hutt, Waikato and Waitemata. It should be noted that
even though these 7 DHBs also have the highest ASH rates, ethnic composition is only one of many factors that
may affect their ASH rates. Other factors, such as deprivation and models of care, may also contribute to higher
ASH rates and further research is necessary to understand the main determinants of ASH rates across DHBs.
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most common reason for such events among other ethnic groups. ASH rates for other
ethnic groups are on average 2.7 times lower than rates among Maori and 3.7 times
lower than rates among Pasifika.

Table 8 — Top 4 ASH related conditions by ethnicity

Skin infection

Dental '
Respiratory infections and pneumonia 1

Asthma P O<b 344 A

Pacific | Skin infection %/’ 72 %b
Respiratory infections and pn &x
Dental 3

Asthma s A gﬁ -

F= M
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y
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Skin infectio%
d p

Other

Respirato@?q hs an
v

looked specifically at the frequency of those
igure 19 shows the variation in standardised ASH
for Maori and Pasifika in 2013.
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The observed ethnic and regional differences are likely to be related to differences in
deprivation, with higher proportions of Maori and Pasifika groups living in more
deprived areas. People on low incomes may face greater cost barriers to accessing
primary care or paying for prescriptions. Cold, damp or over-crowded housing could at
least partially explain the higher incidence of asthma and respiratory infections related
hospitalisations among Maori and Pasifika.

Acute mental health admissions se

We have used the proportion of ac @
seen for the first time (new acut
overall quality and coverage of pr

admissions are assumed to %sent instangés Wi
been addressed by the cammunity-based mentath
to a high level of acuit @
1€ % new% alth admissions for each DHB in 2013 and
8, forthe t petio

Ith services before they escalate

Qo

010-12. We have rated the performance of
amber % based on their performance relative to other

year (table’9). Green rated DHBs were either in, or within 5%
3 ' DHBs were in the bottom 5 performers and more

émaining DHBs, which were rated amber. We have already
of 'lassessing performance based on a single year. In
<%§ rﬁ

©
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Figure 20 — New mental health admissions: 2013 and 2010-2012 average
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Table 9 — DHB specific perf/o)@ating for newn ealth admissions
ik
h 4 ~

Auckland
Capital and Coast South' Canterbury

C@terbury
Counties Manuk %E‘Iawke‘s Southern
Tairawhiti @ Hutt Taranaki
Waitema %7 La OV West Coast
% @v arlborough
% < land

Wenty Q MidCentral
¢ ( %3

@ aikato
/2/% Whanganui
New adm ﬁes appear to be fairly stable over time, with rates for individual DHBs
in 201 roadly in line with their average rate over the preceding three years.
Districts-with lower density, rural populations seem typically to have higher rates than

other districts, but this pattern does not hold in all cases (Tairawhiti is the most obvious
exception).
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