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5 HEALTH AND POPULATION PRIORITIES 

Health Priorities for Strategic Consideration 

Mortality and morbidity are not totally accurate measures of the prevalence of 
serious illness or injury in the population, as these are influenced by: 

� Access to hospitals and Primary Health providers 
� Repeat admissions for chronic illnesses 
� Illnesses that are specific to population and\or ethnicity groups 

However, the mortality and morbidity data indicate the type and range of 
health problems that are serious enough for strategic interventions. 

Waikato DHB HNA 2008 analysis identified that the renal service to be a high 
cost, low volume service that is facing significant growth and demand.  It is 
estimated end stage renal failure (ESRF) numbers could double in the next 
five years.  This is driven by Type II Diabetes, particularly in M�ori 
populations, and increased acceptance of elderly onto dialysis programmes. 

Current renal patients have increasing co-morbidities, particularly 
cardiovascular disease, and are high users of health services.  For patients 
already diagnosed with cardiovascular diseases and/or diabetes, frequent 
hospitalisation and possible organ failure are seen as inevitable.  While the 
numbers of patients coming onto dialysis is increasing, the number of kidney 
transplant operations performed remains static as a proportion. 

For Waikato, the recommended health priorities for strategic commitments in 
the long term are: 

� Circulatory System 
� Malignant Cancers 
� Respiratory System 
� Endocrine, metabolic and immunity 
� External Causes 
� Renal Services 

Please refer to the individual chapters for the exact leading illnesses under 
each of these priorities. 

Population Priorities for Strategic Consideration 

The findings outlined in the report “Hauora - Maori Standards of Health IV39” 
are consistent with the findings from the HNA 2008, for the Waikato.  This 
document is available on the website:  http://www.hauora.maori.nz 

                                            
39 Hauora, Maori Standards of Health IV, A Study of the Years 2000-2005, Te Ropu Rangahau Hauroa A 
Eru Pomare, November 2007 
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Key findings of population priorities as outlined in this report are: 

� Maori 
� Pacific People 
� People living in low socio-economic status 
� Older People 

Determinants of Health:  Addressing inequality in the distribution of social, 
economic, environmental, cultural and political resources is essential in order 
to realize the full potential of health among Maori, Pacific People and people 
in low socioeconomic status irrespective of their ethnicity.  In order to achieve 
positive outcomes, it is necessary to establish teams within the Waikato DHB 
to work collaboratively with relevant interagency projects addressing the 
above areas of health inequalities.  In addition, each health care project within 
the Waikato DHB must clearly demonstrate roadmaps for prevention, 
interventions and ongoing service management with specific focus to 
determinants of health outlined above. 

NZDep Quintile 3 to 5: Strategic projects/initiatives to address the critical 
needs of people in NZDep quintiles 3 to 5.  As part of the strategic planning 
process, measurable targets need to be agreed upon across the organisation 
in order to make the difference in this low socio-economic status. 

Improved access to health and quality of care received:  Based on the 
research it is evident that Maori aged 45-64 are at high risk of mortality and 
hospitalisation to most of the health priorities discussed in this HNA.  Health 
care projects need to clearly demonstrate faster and improved pathways to 
health care, ensuring adequate access to transport and resources where 
necessary for timely prevention and treatment. 

Improved access and timely support for older people: With the ageing 
population, the cost to the health system is highest among people aged 65+.  
More focus is needed on prevention, timely intervention and support services.  
It is essential to incorporate ethnic beliefs, culture and rights when structuring 
services. 

5.1 Introduction 

The statistical information on the growth of the population, its ethnic 
dimensions, socio-economic frameworks combined with analysis on how 
many people die or hospitalised each year and the leading causes of 
hospitalisation or death enable the health sector management to effectively 
plan actions for improving health and reducing preventable deaths across the 
country.   

The outcomes and recommendations from these studies provide the platform 
for district wide strategic planning for the medium to long term. 

The main purpose of this section of the HNA is to provide a brief summary of 
health and population priorities following in depth analysis and assessment of 
mortality and morbidity data and various research findings.  Each of the health 
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priorities outlined in this section is discussed extensively in individual 
chapters.  

5.2 Background  

Based on the analysis it is evident that there are no notable changes from the 
health and population priorities identified in the HNA2004 to the priorities 
outlined in the HNA 2008.   

Long-term health and the prevention and management of chronic diseases, 
including obesity, heart disease, cancer and diabetes, are in part determined 
by nutrition and dietary choices. 

Achieving positive changes to the health and population priorities of chronic 
diseases require the entire population making fundamental changes to human 
lifestyle factors.  Supportive physical and social environments can be created 
where people live, work and play to enable this change to occur.  The 
population as a whole needs to make the necessary behaviour changes 
towards healthy eating, physical activities and reducing obesity and smoking.  
This will help ensure the planned benefits from the efforts (financial and non 
financial) to reduce the incidence and impact of the health priorities are fully 
realized. 

5.3 Data Sources 

The main data sources were: 

� New Zealand Health Information System (NZHIS) - Mortality and 
morbidity data 

� Emergency Department (ED) data (where appropriate) 
� iPM (Patient Management System) data (where appropriate) 

5.4 Objectives 

The objectives of this section are to present five health and five population 
priorities, including lifestyle factors based on in depth analysis and 
assessment based on: 

� Incidence of death and hospitalisation specific to the Waikato region, 
Midland region and national for the periods 1998 to 2006. 

� Recent research findings from various publications 
� Reports published by the Ministry of Health (MoH) and other relevant 

organisations, eg. Epidemiological reports 

5.5 Mortality - Waikato 

Total mortality from 1998 to 2004 was 16,240 (7805 females and 8435 
males).  Mortality to circulatory system related illnesses was 41% of total 
mortality, followed by malignant cancers at 28%. The leading causes of 
mortality were: 
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Table 36: Leading causes of mortality - Waikato 

 

Reflecting the population, the ethnic split of mortality showed most was in the 
Other ethnic group at 83% followed by Maori at 15%.  Asians and Pacific 
People each represent around 1% of the total mortality in the Waikato from 
1998 to 2004.  

The gender proportion of mortality showed a slight trend towards an equal 
split between male and female by 2003.  This may indicate that men are living 
longer today. 

The prevalence of mortality by deprivation quintile was stable over the ten 
years 1995-2004, with minor variations. 

Graph 23: Deprivation Proportion of Mortality 
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The age proportion of the mortality was steady with 65+ as the highest group, 
followed by 45-64 age groups.  

Further analysis of the 75% of total mortality occurring in the 65+ age group 
shows the proportion of deaths occurring in the 85+ age group has increased 
significantly indicating more people are living to 85 and longer. 
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Age proportions by ethnicity 

When the age proportions of mortality, in 5 year bands, are compared 
between ethnic groups it becomes obvious that the increase in deaths in the 
85+ age group is limited to the Other ethnic group. In both Maori and Pacific 
People, the proportion of mortality in the 65+ age groups has increased, but 
average age of mortality is still significantly less the in the Other ethnic group. 

 

Graph 24: Waikato mortality, 1998, by ethnicity, percentage by 5 year age group 
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Note: 5 year bands start at age 25 
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Graph 25: Waikato Mortality 2004 by ethnicity, percentage by 5 year age group 
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Note: 5 year bands start at age 25. 

5.5.1 Leading Causes of Mortality by ethnicity 

When the leading causes of mortality were analysed by ethnic groups in the 
Waikato, the priority of causes changed, as shown below: 

Table 37: Leading Causes of Mortality by Ethnic Groups 

 

Although there are variations across the ethnic groups, collectively the leading 
causes of mortality in the Waikato across all ethnic groups were: 
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� Circulatory System - Ischemic heart diseases, Acute myocardial 
infraction 

� External Causes - Road traffic accidents, suicide - intentional self 
harm  

� Cancer Malignant - Cancer sites vary by ethnicity, eg. Skin and lung 
cancer 

� Respiratory system - Chronic Obstructive Pulmonary Diseases 
(COPD) 

� Endocrine, metabolic and immunity - Diabetes Mellitus 
Each of these leading causes by ethnicity is discussed in detail in subsequent 
chapters.  It is evident from the detailed analysis that these leading causes 
were consistent across the ethnic composition and there were no ethnic 
specific illnesses. 

5.5.2 Midland Regional Perspective - Mortality 

When the leading causes of mortality in the Waikato were compared against 
the Midland region, similar trends were shown: 

Table 38: Leading Causes of Mortality - Midland Region 

 

And analysis of leading causes at the national level confirms that the trends in 
the Waikato were not unique. 

Table 39: Leading Causes of Mortality - National Perspective 

 

5.5.3 Avoidable Mortality - Waikato 

Avoidable mortality in the Waikato was calculated as 5,433 and unavoidable 
mortality as 10,872 for the years from 1998 to 2004.  The top leading causes 



Health and Population Priorities 

  82 

of avoidable mortality strongly reinforce the suggested long term health 
priorities in the Waikato. 

Table 40: Leading Causes of Avoidable Mortality 

 

These leading causes of mortality coupled with the leading causes of 
hospitalisation will confirm the health priorities and will set the foundation for 
strategic conversation and the development of strategic programmes for the 
Waikato region.  

5.6 Hospitalisation Data Analysis 2000-2006 - 
Waikato 

There were 545,320 hospitalisations from 2000 to 2006.  The following 
categories were excluded from the detailed analysis as the overall number of 
hospitalisations has been inflated by the inclusion of: 

� Birth and postnatal care of healthy babies 
� Routine, multiple day attendances for dialysis  
� Medical abortions 
� Other medical care necessary for maintaining normal health. 

Excluding the above categories, the leading causes of hospitalisation in the 
Waikato for 2000 to 2006 were: 

Table 41: Leading Causes of Hospitalisation 
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5.6.1 Ethnic Composition of Hospitalisation - Waikato 

The ethnic composition of hospitalisation showed most from the Other ethnic 
group at 77% followed by Maori at 20%. Hospitalisation among Asians and 
Pacific People were 2% each for 2000 to 2006. 

The leading causes of hospitalisation showed comparable trends across the 
ethnic groups, with minor variations in the priority of the leading five causes of 
hospitalisation. The sixth of the total leading causes, Cancer- Malignant, is the 
only exception as the rarity of skin cancer among Maori and Pacific People 
moves this to 11th place for both these ethnicities. 

Table 42: Leading Causes of Hospitalisation by Ethnicity - Waikato 

 

The prevalence of hospitalisation from the highest deprivation quintiles 3 to 5 
increased from 1998 to 2004, with a corresponding reduction in the proportion 
of hospitalisation from quintiles 1 and 2.  

Over the last seven years, the age proportions of hospitalisation rose slightly 
in the 45-64 (to 23% of total in 2006) and 65+ age groups (29%), while 
decreasing in the 0-14 and 25-44 age groups to 16% and 23% for 2006. 
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5.6.2 Correlations between Mortality and Hospitalisation  

Some clear correlations are shown between leading causes of mortality and 
of hospitalisation and the groups in which these occur.  These will be 
expanded on in further analysis of each of the identified leading causes and 
the resulting information used to support recommendations for future 
planning.  

5.7 Lifestyle Factors 

The model below (Dahlgren and Whitehead, 1991) provides a visual 
representation of the determinants of health, and how they are interrelated.  In 
particular, the model shows how lifestyle factors relate to wider socio-
economic, cultural and environmental factors.  An individual has most control 
over lifestyle factors (band 1) but has progressively less power to influence 
the broader determinants that make up band 2,3 and band 4.  These 
determinants while largely beyond the control of individual, these can be 
shaped by the society in which they live. 

 

Source: Dahlgren & Whitehead “Determinants of Health” model (Dahlgren and Whitehead, 
1991). 

The concept of health is "the capacity of people to adapt to, respond to, or 
control life's challenges and changes" (Frankish et al., 1996).  

Based on extensive research it is evident that a number of risk factors for 
chronic diseases are associated with socioeconomic status and lifestyle 
factors, in particular for people who are (or have been) smokers, obese and 
those who do not exercise or eat healthy food.  These risk factors are directly 
linked to the health priorities discussed above, i.e cardio vascular diseases, 
malignant cancer, diabetes and respiratory illnesses.   
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Lifestyle factors for consideration in the strategic planning processes are: 

� Increasing physical activity and improving nutrition 
� Reducing smoking and the use of illegal drugs. 


