


INTRODUCTION

Purpose
The New Zealand Public Health and Disability Act 2000 requires District Health Boards (DHBs) to improve, promote and protect the health of the people and communities in their region.  

In order to do this one of the functions of the DHBs is:

“To regularly investigate, assess, and monitor the health status of its resident population, any factors that the DHB believes may adversely affect the health status of the population, and the need of that population for services.”

In October 2001, the report An Assessment of Health Needs in the Wairarapa: Te Tirohanga Hauora o Wairarapa was published. The report was prepared for the Wairarapa DHB by the Public Health Consultancy, Wellington School of Medicine and Health Sciences.

This Health Status Report [HSR] builds on the 2001 Health Needs Assessment. It provides information that contributes to the development of DHB strategic plans and the measurement of outcomes of the policies and programmes implemented to achieve these plans.
Scope
This HSR describes the health and independence status of the Wairarapa DHB population. In addition, it provides, where possible, information on changes in the health status of the Wairarapa population and illustrates the progress that the Wairarapa DHB is making in different areas.

The HSR:

1
Provides a “one-stop-shop” of information on key indicators that affect the health of the Wairarapa population.

2
Collates data that contributes to development of service strategies and informs prioritisation and decision making processes.

3
Informs the community and provides a basis for consultation.

The process of prioritisation is a separate part of the DHB planning cycle, which draws on the information in this report, and also involves consideration of community views, current services, costs and benefits. 

Approach

The approach taken in the development of the report was to look at key determinants of health status within the context of the strategic framework provided by the Wairarapa DHB Strategic Plan, the New Zealand Health Strategy (NZHS) and the New Zealand Disability Strategy (NZDS).  
Health status information was collected and analysed by the Central Region Technical Advisory Services for the DHBs in the central region.  The Wairarapa DHB used this information, supplemented by local information to produce this report.
This report takes a broad pragmatic approach similar to that taken by the authors of the Wairarapa DHB’s 2001 Health Needs Assessment.

Indicators of Health Status

This report has been influenced in the selection of indicators of health status by the indicators used in the Public Health Intelligence publication An Indication of New Zealanders’ Health 2004. 

The main indicators used in the report are:

· Socioeconomic determinants

· Risk and protective factors, and

· Avoidable mortality and morbidity. Morbidity measures are mainly services utilisation, e.g. hospitalisation, and as such indicators of morbidity only. 
The measures used reflect important aspects of population health, cover various dimensions of health, are comparable with national data and are able to be updated on a regular basis.

Process

The process for developing this report was carried out in three stages.  

1. Data collection

A regional steering group set the terms of reference and the scope for the data collection and analysis to be carried out by TAS.  Quantitative data was collected by TAS on population characteristics, mortality and morbidity and supplemented by local qualitative information where available.

2. Data Analysis
The data was analysed and presented in a draft report.

3. Stakeholder input
DHB advisory groups and key stakeholders were asked to comment on the draft report.  A survey of selected health providers was carried out to compare perceptions of the strengths and weaknesses of health services in the Wairarapa with those held at the time of the 2001 Health Needs Analysis.

The diagram below illustrates the process for developing this report. 
Figure 1:
Report Development process
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Comment on Data 
Information is provided by the most up to date data available at the time of the writing of the report. The Appendices provide more detailed information on the data sources and definitions but it is worthwhile noting the following in relation to key data categories.
Mortality and Morbidity
Mortality is measured the number of deaths. Deaths are grouped by cause, and located by residence. 
Mortality and morbidity are divided into ‘unavoidable’ and ‘avoidable’ events. Avoidable events are those that could potentially be prevented by intervention
.

Avoidable mortality and morbidity data excludes deaths and hospitalisations for the 75 and older age group.  This is because the clinical coding of conditions is only considered reliable up to this age grouping. With older age groups, the disentangling of conditions, makes defining “avoidable” deaths and hospitalisations difficult.

There are three sub categories of avoidable morbidity:

Preventable Hospitalisations (PH) Hospitalisations resulting from diseases preventable through population based health promotion strategies e.g. diabetes.

Ambulatory sensitive hospitalisations (ASH) Hospitalisations resulting from diseases sensitive to interventions deliverable in a primary care setting e.g. vaccine preventable diseases

Hospitalisations avoidable through injury prevention (IP) Hospitalisations avoidable through the prevention of injury e.g. road traffic accidents.

Ethnicity Coding

There are a number of difficulties encountered when considering ethnicity data. Changes have occurred in the definition of ethnicity and in coding practices over time affecting the collation and interpretation of statistics for Maori and Pacific people. 

The report comments in greater depth where this is important in the interpretation of data.

Territorial Authorities

Within the DHB, there are geographical variations in health need, which will not be identified unless the statistics are broken down by Territorial Authorities (TAs). At times, this is not possible due to small numbers, or due to unavailability of data.  Where possible, this report includes data broken down by Territorial Authority.

Small populations

One of the critical aspects of data interpretation that needs to be considered is dealing with small populations.  This is particularly an issue in the Wairarapa and when comparing population subgroups. With small numbers rates need to be treated with great caution as the absolute count of events or other measures is hidden and small numbers can greatly skew percentages and other comparative style rates.

To provide some indication of the range of uncertainty, confidence intervals are calculated to accompany summary measures where possible.  An unduly wide confidence interval will render a measure and its comparisons meaningless.

Coding Issues

Coding practice can vary over time.  This may result in radical coding changes, particularly when dealing with specific subsets of discharges grouped together by a mapping of ICD coding. If the nature of the change is known anomalies that may alter trend information or rates in a material way that could mislead can be identified.
Period of Data Coverage

The general principle applied in collection of data was to obtain completed annual periods of data, with as many prior annual periods as possible for trend or comparative analysis purposes.  

In general, health event / service utilisation data is displayed in calendar years with the main exceptions being funding or performance measurement orientated data.

Analytical Techniques

The common analytical techniques used by TAS in analysis of the data sets typically fall into one of the following categories:

Rates:  numerator / denominator, where the numerator is typically a count of events or sum of responses and the denominator is typically a population group total.  Both usually represent a cross-section or subset of a population defined by demographic and geographic categories that can be compared with total population or other population groups.  This is used to determine any material differences that might then be explained by known factors.

The most common variations of rate calculations are:

· Standardised rates:  rates that have been statistically adjusted to enable valid comparison despite differences in the age structures of the populations being compared.  In the Fact Sheets, a ‘direct’ standardisation technique has been used, with the WHO standardised population used as the ‘reference’ population for adjusting local population rates.  Age standardised rates are applied to the population as a whole, not sub age groupings.

· Crude rate:  where total count of a specific measure is divided by a total population to give a rate ‘per capita’ often divided by 10,000 or 100,000 to give a rate per 10,000 or per 100,000 population.  No age standardisation is used.

· Age specific rates:  where any sub age group of the population is highlighted, the rate is purely a ‘per capita’ rate, with no standardisation, as it can already be directly compared with other populations by the same age group.

Counts:  Sum of events or other measures, typically used where denominator data such as populations are not readily available, or the numerator is too small and it may be misleading to calculate ‘rate’ comparisons e.g., some notifiable diseases.

Confidence Limits / Interval:  the bounds / range of values within which there is a specified level of confidence that the true value of the variable of interest actually lies. A 95% confidence level is used in the report unless otherwise stated.
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