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Addressing the complex 
challenge of unmet 

need: a moral and equity 
imperative?

Anna Matheson, Lis Ellison-Loschmann

If unmet need is not a measure of the 
effectiveness of a health system, how do 
we really know how well it is doing and 

how to improve it? There is plenty of sup-
port in the literature for unmet need to be 
recognised as a key indicator of the success 
of a health system—however, to date, the 
lack of effective translation of this evidence 
into action has drawn criticism.1,2 

In New Zealand, despite continual system 
reform and possessing a number of the 
foundations for an enviable health system, it 
appears that many New Zealanders’ health 
needs are still not being met. Recently the 
New Zealand Health Survey (NZHS) for 
2014/15 reported 29% of adults had experi-
enced some form of unmet need for primary 
care in the previous 12 months.3 This fi gure 
is high even against other countries with 
comparable health systems, including the 
UK and Canada (5% and 21% respectively).4 
Furthermore, unmet need is implicated as 
a signifi cant driver of health inequalities. 
It is well established that Māori experience 
unequal access to healthcare at all levels of 
service provision.3,5,6 The comparable fi gure 
for Māori experiencing unmet primary 
healthcare need (PHN)—as reported in the 
above 2014/15 NZHS—was 39% (MOH, 2016). 

Unmet need and its unequal burden are 
a cost to the economy—it does not result in 
savings but rather shifts costs within, and 
creates costs outside, the health system. 
Indeed, there is a strong case to be made 
that addressing unmet need could result in 
substantial savings. As Mills and colleagues 
point out, there are long-term benefi ts to 
society of addressing the unmet health 
needs of Māori children.7

So, we have indications that there 
is signifi cant unmet need as well as 
growing argument that we need better 
measurement, particularly within 
secondary care. The two articles in this issue 
highlight some of the challenges of both 
measuring and understanding unmet need. 
First, Bagshaw and colleagues8 describe 
a pilot study conducted in Auckland and 
Christchurch trialling different methods (GP 
survey and a population survey involving 
online, face-to-face or telephone interviews) 
for undertaking a national survey of unmet 
secondary healthcare need (SHN) and esti-
mating the prevalence of unmet SHN, to 
inform sample size calculations. Estimating 
a prevalence of unmet PHN at 29% and 
unmet SHN at 9%, the authors suggest an 
approach similar to that used for the NZHS 
was most promising in terms of meeting 
the challenges posed by a survey of this 
kind. Interestingly, the authors conclude 
that “asking GPs to record unmet need for 
secondary health care at clinical presen-
tation was not worthwhile because very few 
GPs participated” (in this pilot). 

The second article by Inglis and 
colleagues9 reported a study for determining 
the ‘real’ unmet need related to the imple-
mentation of a triage system for elective 
hip and knee referrals in Canterbury. They 
found that 43% of hip and 54% of knee 
patients were not able to move beyond the 
initial triage process, which rations access 
to specialist appointments. This fi nding 
was at odds with MOH fi gures that show 
0.6% of patients are waiting longer than the 
government target of four months for hip 
and knee surgery. With an estimate of close 
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to 50% of unmet in the community, this 
study suggests that by aiming for the health 
target through local implementation, the 
real burden of unmet need is obscured. This 
is an interesting illustration of how general 
targets infl uence actions towards achieving 
the goal—at the expense of real and more 
meaningful outcomes. It also shows the 
diversity of actions that may occur locally, 
as well as the potential value of having 
greater local knowledge for improving real 
health outcomes. 

The substance of these two articles raises 
some important questions for measuring 
and understanding unmet need including 
whether there is any real rationale for sepa-
rating unmet need in primary care from 
that within secondary care. Health systems 
are complex systems10 and integrated care 
models recognise this implicitly.11 Unmet 
need in primary care infl uences unmet need 
in secondary care—particularly in respect of 
increasing health inequalities. The evidence 
of the critical role of GPs in infl uencing access 
to secondary care underscores this, despite 
their low participation in the Bagshaw et al  
study8 alongside the potential for GPs to be 
reluctant to refer patients due to the high 
threshold of acceptance for treatment as 
noted by Inglis et al,9 as does the increasing 
evidence of the utility of employing ‘navi-
gators’ to facilitate greater access to and 
through the health system for population 
groups who experience multiple barriers.12,13 

Here we offer up two—not mutually 
exclusive—potential ways forward for 
addressing some of the challenges identifi ed 
here. 

First, is it time that we looked past more 
traditional measurement methodologies 
and moved towards those strategies which 
explicitly attempt to take account of local 
context—one example being Qualitative 
Comparative Analysis (QCA).14 The strength 
of this approach, and those similar, would 
be to enable some measure of the burden of 
unmet need, as well as to gather information 
on the characteristics of unmet need, in 
context, that may be amenable to responsive 

action. The example of the locally imple-
mented triage system in Canterbury9 
illustrates this need to acknowledge the 
vagaries of local actions. 

A second potential way forward is for 
adaptive processes and practices to become 
core features of health systems. If we 
recognise the health system as complex, 
where the levels of care are interrelated, 
then the need for health organisations to be 
forward as learning and adaptive organisa-
tions becomes clearer. This would enhance 
their ability to respond to unmet need 
through their actions of providing services. 
Limited examples of these types of adapta-
tions currently occurring in primary care, 
include PHOs and other providers extending 
outreach services to homes or other settings, 
changing hours of practice to accom-
modate people’s employment situations 
and promoting culturally safe practice.15,16 
Could such adaptive practices be extended, 
and become commonplace, in primary 
care? And could secondary care organi-
sations also move in this direction? The 
coordination and responsiveness of health 
funding contracts is one mechanism that 
can encourage adaptation over time, while 
how health targets are implemented could 
be another. General targets can be useful 
for guiding priorities, but their ability to 
obscure real outcomes needs to be acknowl-
edged.17 They are useful as long as there is 
also an ability to learn and adapt where the 
reality of outcomes misses the target.

We agree with Keene and colleagues that 
the health system requires greater funding 
to a level that enables New Zealanders’ 
healthcare needs to be met.18 However, 
we would also suggest that some kind of 
reform is needed towards better integration 
and greater recognition of the importance 
of focussing on unmet need. Is it possible 
to have an adaptive health system that 
responds to different needs differently and 
learns from its past actions? Undoubtedly, 
more attention must be given to prioritising, 
measuring and responding to unmet need. 
There is a moral and equity imperative to 
ensure this happens. 
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