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Abstract 

Our outcomes for child and youth health and safety are among the worst in the OECD. 
Large socioeconomic and ethnic disparities persist across a range of child health 
outcomes, and the underlying determinants of health are themselves unequally distributed. 
This is despite the Crownôs obligations to The Treaty of Waitangi to act when disparities 
between MǕori and other New Zealand children occur, and as a signatory to the UN 
Convention on the Rights of the Child to ensure that all children have a right to the óhighest 
attainable standard of healthô. 

Much of the preventable disease in our children is due to the triple jeopardy of poverty, 
poor housing, and difficulty in accessing primary health care including immunisations, 
combined with fragmentation of health services, underfunding, and the legacy of 
discrimination against MǕori. 

In New Zealand today 22% of children live in poverty (defined as living in a household 
Ò60% median income after housing costs). Using the same measure, in the mid 1980s 
only 11-14% of children were in poverty. The rise occurred in the mid 1990s after a raft of 
changes to economic policy adversely affecting families. From 2000-2004 the proportion of 
children in severe or significant hardship grew from 18% to 26%. Macroeconomics and 
paid work are not sufficient to address child health disparities in New Zealand. 
Discriminatory policies against the poorest children remain. 

To improve child health the root issues need solving through visionary leadership. This will 
include families on benefits receiving income assistance for their children on the same 
basis as children in other low income families. Policies are needed to resource access to 
adequate housing and reducing crowding. Removing the cost barriers to primary health 
care at all hours of the day and night will be important in enabling early access to 
treatment to avoid hospital admissions. 
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SLIDE 1: TITLE 

Ehara taku toa i te toa takitahi 
Ǜngari he toa takimano e. 

My strength is not mine alone, but 
that of many. 

I especially honour the Paediatric 
Society an important leader in 
advocacy for children. 

I would also like to acknowledge 
the expertise and advocacy of 
CPAG especially Dr Susan St 
John. 

In my talk I will discuss 
inequalities in child health. I will give some background about how these have arisen, and I 
will discuss some of our child health statistics. I will then go on to propose what we might 
need to do with some urgency to get us on track. 

SLIDE 2: WAITANGI 

To start my talk I would like to 
acknowledge the Treaty of 
Waitangi, the founding document 
of New Zealand. In the Treaty, 
MǕori ceded to the Queen a right 
of governance in return for the 
promise of royal protection and 
citizenship ï equality. However as 
we are all well aware, the spirit of 
the Treaty has not always been 
followed. There are examples in 
health. 

SLIDE 3: TE PUEA 

In his biography of Te Puea (1), 
Michael King writing about 
Waikato MǕori in 1906 said: 
ñThere were few doctors who 
would attend MǕori patients, and 
no hospitals to admit them and no 
preventive health measures. The 
nearest hospitals were in 
Auckland and Hamilton, but they 
rarely took MǕori patients and did 
not want to.ò 
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SLIDE 4: KING HISTORY 

He went on to report in his 
Penguinôs History of New Zealand 
(2) that ñfor a long time the official 
attitude to problems of MǕori 
health and welfare was to ignore 
them. The Auckland Health Officer 
in whose district the bulk of the 
MǕori population lived stated in 
1911, that MǕori health should be 
of concern to Europeans ï but 
only because the unchecked 
spread of MǕori diseases could 
eventually lead to Europeans 
contracting them. ñAs matters 
stand, he wrote, the Native race is 
a menace to the wellbeing of the Europeanò.ò 

Fortunately there have been massive improvements in MǕori health since then. However 
there is still room for improvement. 

SLIDE 5: TUHOE 

Unfortunately institutional racism 
outside of the health service also 
occurs. For example, for some 
Tuhoe children (3) on these two 
occasions police failed to protect 
them from the effects of the police-
induced trauma. Since then police 
have failed to take steps to 
ameliorate the effects of this 
trauma on the children. 

SLIDE 6: HAUORA 

In this report (4), Papaarangi Reid 
& Bridget Robson wrote about 
understanding health inequities. 
What they said about MǕori health 
also applies to the health of Pacific 
people, and to the health of 
children compared with adults in 
New Zealand. 

They said that there are 
ñéconsistent, comprehensive and 
compelling disparities in health 
outcomes and exposure to the 

2003
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2007

Picture of Hauora book



 4 

determinants of ill-healthò. They went on to say that ñdespite the strength of these 
longstanding heath inequalities, they do not create dismay, disbelief or horror. They have 
become expected. This acceptance and normalisation of inequalities provides an excuse 
for government inaction.ò. 

This is despite NZ being a signatory to the UN Convention on the Rights of the Child which 
means that we have a duty to ensure that all children have a right to the óhighest attainable 
standard of healthô. 

SLIDE 7: ROSE 

From an international perspective, 
world renowned epidemiologist 
Professor Sir Geoffrey Rose in his 
landmark book The Strategy of 
Preventive Medicine (5), stated 
that ñThe primary determinants of 
disease are mainly economic and 
social, and therefore its remedies 
must also be economic and social. 
Medicine and politics cannot and 
should not be kept apart.ò. 

He went on to say that ñMaternal 
educational achievement is the 
single most important determinant 
of child health.ò. 

SLIDE 8: NHC 

These matters have been reported 
on repeatedly in NZ in my working 
life time. 

For example, the National Health 
Committee, reported to the 
Minister of Health in 1998 (6) that 
social, cultural and economic 
factors are the most important 
determinants of health. They 
noted the deficiencies in income, 
education and housing which 
contributed to ill health, and the 
marked ethnic disparities. They 
went on to say that ñThere are 
immediate health gains to be made by applying information and knowledge that is already 
availableò. 

Unfortunately many of the messages in this report remain neglected in policy. 

1992

1998
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SLIDE 9: UNICEF REPORT 

With this background, it was a 
chilling reminder of how poorly we 
are doing in some areas when 
UNICEF published its report last 
year on child well-being in rich 
countries (7). 

The measure used for health and 
safety was a composite of infant 
death rates, national immunisation 
rates, and deaths from injuries. 

These are the countries and this 
line is the average for the 
composite score for the countries, 
100%. The x axis shows the distance from the average, with New Zealand sitting here at 
80% of the average, 24/25 countries. 

Among these OECD countries our infant death rates are the fourth worst, our 
immunisation rates the third worst for childhood deaths from injury. On Friday morning 
there is a session on injury prevention, so I will not be addressing this further ï I urge you 
to attend that session. 

SLIDE 10: NZCYES 

In 2004 a big step forward was 
made in understanding our child 
health outcomes with the 
establishment of the NZ Child and 
Youth Epidemiology Service (8). I 
wish to acknowledge the 
leadership and outstanding work 
of Liz Craig and the support of the 
Paediatric Society for this service. 
For the first time we have, for the 
whole of New Zealand, 
standardised data on outcomes 
for key indicators, analysed by 
deprivation, ethnicity and trends 
over time, and these were 
reported for the first time last year. 

While there are some aspects of the report which are reassuring, other aspects make 
concerning reading. I will be focussing on some concerning areas. 

NZ childrenôs health and safety ïOECD
(infant deaths, immunisation rates, 

deaths from injuries)

UNICEF. An overview of child well-being in rich countries, 2007  

% OECD average

NZ 24/25

New Zealand 

Child and Youth Epidemiology Service 

Dr Liz Craig PhD

PSNZ 

MǕori SIDS Programme

University of Auckland

University of Otago

Funding: MoH & DHBs
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SLIDE 11: TRIPLE JEOPARDY 

From examination of this data, 
and my own observations in 
paediatric practice over the last 35 
years I contend that many New 
Zealand children are affected by 
these three factors which I have 
called a triple jeopardy for their 
health: 

1. Primary health care ï poor 
access. 

2. Housing ï cold, damp, 
overcrowded. 

3. Poverty ï 22% children. 

In Glasgow, which has some of 
the worst child poverty in Europe, the very high rates of preventable diseases we are 
seeing in NZ are not occurring ï there children have access to free GP visits at all hours, 
most housing is not damp and cold, and poverty may be less deep. There poor children 
have much better health outcomes than in New Zealand. 

I will now briefly discuss each of these three factors. 

The first jeopardy ï Primary Health Care. I will discuss immunisation rates, and GP 
fees. 

SLIDE 12: IMMUNISATIONS 

As we know, immunisations are 
one of the most cost-effective 
public health interventions. 

This shows out track record in NZ 
ï our rates for full immunization at 
2 years over the last 17 years (9). 
Although there have been some 
improvements, our rates remain 
disturbingly low (78%), despite 
repeated Ministry goals to get 
them over 90%. 

These low rates apply across to all 
ethnic groups. There has been a 
marked gain in immunization coverage for Pacific children and MǕori children, but MǕori 
children still lag behind, being about 80% of rates for other ethnic groups. 

There has been only slight improvement since the national immunization register was 
introduced in 2005 ï demonstrating that we cannot rely on this register alone to increase 
our coverage - it is vital to address other factors as well. I urge you to attend Nikki Turnerôs 
talk on Thursday where she will be speaking about how to improve our immunisation 
coverage. 

The ótriple jeopardyô for health of many 
children in NZ

1. Primary health care - poor access

2. Housing ïcold, damp, overcrowded

3. Poverty ï22% children

Preventive health services
NZ immunisation rates

MOH 2007.  The National Childhood Immunisation Coverage Survey 2005.

Fully immunised at 2 years

 NZ 
average 

MOH plan 

 
1991/2 
 

 
56% 

 

¶ 85% full immunisation by 1997 

¶ with MǕori equalling non- MǕori 

¶ then 95%by 2000 
 

 
1999 

 
63.1% 

 
90% by 2003 
 

 
2005 
 

 
77.4% 

 
95% but date goal given 

June 
2008 

78%  
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As UNICEF states, National immunisation rates serve as a measure of the 
comprehensiveness of preventative health services for children. 

Immunisation rates also serve as a measure of the national commitment to primary health 
care for all children. 

We are clearly not doing well enough yet. 

SLIDE 13: GPVISITS 
INTERNATIONAL 
COMPARISONS 

While more NZ children now have 
free access to GP visits, 
especially under 6 years, this is 
not the experience for many 
families who may have high fees 
to pay, especially after hours (10). 

This table demonstrates how 
costly GP visits may be for NZ 
children compared with other 
comparable countries. 

The Ministryôs 2005 After hour 
Primary Health Care Working Party noted that ñHigh fees for after hours services create 
access barriers for patients, who may delay seeking the urgent primary health care 
treatment they requireò (11). 

SLIDE 14: JANET FRAME 

The importance of no fee for 
health care is illustrated in Janet 
Frameôs posthumous publication 
óTowards another summerô (12). 
She writes about Michael Savage, 
Prime Minister from 1935 to 1940 
who introduced the Welfare State 
with free GP visits and hospital 
stays: 

ñGrace saidéI always think of 
Mickey Savage as the great New 
Zealand Prime Minister. She 
remembered the huge photograph 
which covered one wall of their kitchen at home; his gentle face smiling, un-scribbled 
upon, because even as children they had revered him ï they could never forget the 
moments of pure happiness when the notice came from the Health Department that 
medical and hospital attention were to be free, free, and their father had collected all the 
unpaid hospital and doctorôs bills, brushed the dust from their windows, opened them, 
smoothed them, read them aloud, shuffled them into a pile, and with a shout of joy, 
pokered the ring from the stove and thrust them into the fire.ò 

Direct cost of GP visits for children

 NZ UK & 

Europe 

Canada Australia 

In hours 

25% of the 

week 

$0-33 $0 $0 $0 - 7.50 for a 

$50 visit 

 

Out of 

hours 

75% of the 

week 

$0-120 $0 $0 $0 - 7.50 for a 

$50 visit 
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The second jeopardy ï Housing. 

SLIDE 15: MENINGOCOCCAL 
DISEASE & HOUSING 

For centuries it has been known 
that adequate housing is 
necessary for health. During our 
meningococcal epidemic, 
household crowding was shown to 
be the strongest risk factor for 
meningococcal disease ï adding 6 
adults to a household of this size 
increased the rate of 
meningococcal disease nearly 11 
times (13). Thank you to Mike 
Baker and Diana Lennon and 
others for this research. This was 
a turning point in changing 
housing policies in New Zealand, and stimulating more housing research. 

SLIDE 16: HOUSING QUALITY 

As well as overcrowding, the 
quality of housing is important. 
Many older NZ homes are 
wooden, un-insulated, damp and 
cold 

Only 30 years ago, it became 
compulsory to build houses with 
insulation. To bring old ones up to 
standard, they needed to be 
retrofitted with insulation. 

Since 2001 some healthy housing 
programmes have been 
undertaken and evaluated. 

As I speak, less than half old state houses retrofitted with insulation, but there is now a 
commitment to complete these by 2013. 

Philippa Howden Chapman, research leader in this field is speaking after morning tea, and 
I look forward to her further insights in this area. 

I will next show data to illustrate our performance with preventable diseases for which the 
triple jeopardy may apply. 

Family of 2-3 adults living in 6 room house

Additional adults Risk of meningococcal 
disease

2x

5x

10.7x
Baker M et al 2000

Meningococcal Disease 

Risk from household crowding

Many older NZ homes wooden, uninsulated, damp and cold

1978 insulation for new housing became compulsory

Since 2001 some healthy housing programmes in place and evaluated 

2008 less than half old state houses retrofitted with insulation, 

but commitment to do all by 2013

Housing quality
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SLIDE 17: HOSPITALISATIONS 
ï INTERNATIONAL 

There are many aspects of child 
and youth health affected by 
policy, and many are being 
discussed at this conference. I 
have chosen to focus only on 
serious bacterial infections and 
respiratory disease as reported in 
Liz Craigôs Indicator Handbook. 

This slide shows NZ rates 
compared to other OECD 
countries where data is available. I 
have shown the rates of other 
countries as 1 to make it easy to 
compare the figures. For meningococcal disease, at the peak of the epidemic in 1998 our 
rates were 5-17 times higher than Australia, Canada and USA. Fortunately our rates have 
now fallen to the same rates as those countries following the vaccination programme. For 
rheumatic fever our rates are 13.8 times higher than other countries. For serious skin 
infections our rates are double. For whooping cough and pneumonia our rates are 5 to 10 
times higher. For Bronchiectasis our national rates are 8 times those of Finland, the only 
other country studied. 

SLIDE 18: HOSPITALISATIONS 
ï DEPRIVATION 

This slide shows hospitalization 
for serious bacterial infections and 
respiratory diseases analysed by 
deprivation index decile. There is 
marked inequality within New 
Zealand. Compared with children 
from the least deprived areas, 
children from the most deprived 
areas have much higher rates of 
admission to hospital for these 
diseases, and extremely high 
rates for rheumatic fever and 
bronchiectasis. 

Rates for serious bacterial infections 
and respiratory diseases International 

comparisons

Disease Other OECDcountries 
relative rate 

NZ  
relative rate 

 

Meningococcal disease 
 

1 
(Australia, Canada, 

USA) 

5-17 

Rheumatic fever 
 

1 
(OECD) 

13.8 

Serious skin infections 
 

1 
(USA, Australia) 

2 

Whooping cough 
 

1 
(UK, USA) 

5-10 

Pneumonia 
 

1 
(USA) 

5-10 

Bronchiectasis 
 

1 
(Finland) 

8 

 

1998

1   2007

Craig E, et al. NZCYES: Indicator Handbook. 2007.

Hospitalisation for serious bacterial 
infections and respiratory diseases 
risk by ódeprivationô 0-14 yr 2002-2006

Craig E, et al. NZCYES: Indicator Handbook. 2007.

Cause of hospital admission 
 

Least deprived 
(NZDep1) 

Most deprived 
(NZDep10) 

Meningococcal disease# 
 

1 4.93 

Rheumatic fever 
 

1 28.65* 

Serious skin infection 
 

1 5.16 

Tuberculosis 
 

1 5.06* 

Gastroenteritis 
 

1 2.00 

Bronchiolitis## 
 

1 6.18 

Pertussis 
 

1 3.70* 

Pneumonia 
 

1 4.47 

Bronchiectasis 
 

1 15.58 

Asthma 
 

1 3.35 

#0-24yr ##<1yr 
*NZDep9-10 
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SLIDE 19: HOSPITALISATIONS 
ï ETHNICITY 

This slide shows rates of 
hospitalisation for the same 
diseases by ethnicity. Again there 
is marked inequality. Rates for 
MǕori are at least double 
European, and for some 
conditions, there are extremely 
high rates. However Pacific 
children are clearly the worst 
affected. Asian/Indian children 
fare as well as or better than 
European children except for the 
extremely high rate for TB. 

SLIDE 20: SERIOUS SKIN 
INFECTIONS ï TIME TRENDS 

I will illustrate one preventable 
disease ï serious skin infection. 
There was a doubling of 
admissions from 1994 to 2000. 

To have a doubling of a 
preventable disease over such a 
short time suggests a tipping point 
in the determinants of this 
condition 

SLIDE 21: SERIOUS SKIN 
INFECTIONS ï BY 
DEPRIVATION 

There is marked inequality within 
New Zealand with children in the 
poorest areas having 5 times the 
rate of admission for serious skin 
infection among the least 
deprived. 

Hospitalisation for serious bacterial 
infections and respiratory diseases 
risk by ethnicity 0-14 yr 2002-2006

Craig E, et al. NZCYES: Indicator Handbook. 2007.

Cause of hospital 
admission 
 

European MǕori Pacific Asian/Indian 

Meningococcal 
disease# 

1 2.13 4.05 0.31 

Rheumatic fever 
 

1 22.97 48.62 0.99 

Serious skin infections 
 

1 2.77 4.77 0.88 

Tuberculosis 
 

1 11.10 45.18 54.98 

Gastroenteritis 
 

1 0.88 1.45 1.10 

Bronchiolitis 
 

1 2.95 4.34 0.45 

Pneumonia 
 

1 2.04 5.07 1.05 

Whooping cough 
 

1 2.25 2.77 0.29 

Bronchiectasis 
 

1 4.03 10.63 0.7 

Asthma 
 

1 2.19 3.14 1.14 

 

Serious skin infections

hospital admissions1990-2006

Craig E, et al. NZCYES: Indicator Handbook. 2007.
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1 2 3 4 5 6 7 8 9 10

Rate
Ratio

NZDep Index Decile

Serious skin infection hospital admissions

0-14 Years by NZDep Decile, 2002-6 

Craig E, et al. NZCYES: Indicator Handbook. 2007.
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SLIDE 22: SERIOUS SKIN 
INFECTIONS ï BY ETHNICITY 

There are also large differences 
between ethnic groups. European 
and Asian/Indian have similar 
rates, but MǕori have 3 times, and 
Pacific 5 times their rates. 

SLIDE 23: SERIOUS SKIN 
INFECTIONS ï By DHB 

There is marked variation in the 
burden of this condition around 
NZ, with the highest rates in the 
North Island and the lowest rates 
in the South Island. 

I will now turn to the third 
jeopardy for child health ï 
Poverty. 

SLIDE 24: ESTIMATE OF NZERS 
IN POVERTY 

This shows a population pyramid 
for New Zealand and the 
proportion of the population in 
poverty. More children are in 
poverty than any other age group. 

Serious skin infection hospital admissions

0-14 Years by Ethnicity 2002-6
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3

4
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9

10

European MǕori Pacific Asian/Indian

Rate

Ratio

Ethnicity

Craig E, et al. NZCYES: Indicator Handbook. 2007.

Craig E, et al. NZCYES: Indicator Handbook. 2007.

Serious skin infection hospital admissions 

0-14 Years by DHB 2002-6


