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Section 3: Health and 
Independence Report 2013 
Purpose of this report 
The Health and Independence Report (the Report) gives an overview of the current state of 
public health in New Zealand. It has three main sections: 

1. Health status 

2. Factors that influence our health 

3. Health system performance. 
 
The Report fulfils the responsibility of the Director-General of Health under section 3C of the 
Health Act 1956 to report annually to the Minister of Health on the current state of public health 
in New Zealand. The Report accompanies the Ministry of Health’s Annual Report for the year 
ended 30 June 2013. 
 

Highlights from this year’s report 
The health and disability system is complex and diverse, and tens of thousands of people 
interact with the system every day. For example, in the year to 30 June 2013: 

• 59,863 people were born 

• 30,017 people died 

• there were about 12.2 million general practitioner visits and 2.5 million nurse visits 

• there were almost one million emergency department attendances 

• about 65 million prescription items were dispensed 

• more than 25 million laboratory tests were performed 

• there were about 1.1 million hospital discharges (inpatient and day patient) 

• there were about 249,000 elective admissions (inpatient and day patient), of which about 
60 percent were for surgical elective services. 

 
This year’s Health and Independence Report includes a wealth of information about the health 
of New Zealanders. In particular, the Report includes newly released findings from the New 
Zealand Burden of Disease Study, which is a comprehensive study of diseases, injuries and risk 
factors that contribute to illness, disability and early death in New Zealand. 
 
Key findings from this year’s Health and Independence Report show that the health of New 
Zealanders is continuing to improve and that we are living longer lives. Mortality rates are 
continuing to decline for the two leading causes of health loss in New Zealand, cancer and 
cardiovascular disease. These improvements are largely due to reductions in exposure to risk 
factors (such as smoking), early detection and better treatment. 
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Mental health is also an important health issue, with the recent New Zealand Burden of Disease 
Study showing that mental disorders are the third-largest major cause of health loss in New 
Zealand. 
 
Health conditions with a large but non-fatal burden on the health of New Zealanders include 
arthritis, dementia, sleep disorders, chronic pain syndromes and reproductive disorders (in 
women aged 15–44 years). 
 
In addition, the Ministry of Health continues to monitor emerging communicable disease 
threats to population health. 
 
There are some notable differences in health status by population group. In particular, Māori 
are shown to experience worse outcomes than non-Māori across almost every health condition. 
If these differences were eliminated for Māori, the burden of disease would reduce in the Māori 
population by 42 percent, and in the whole population by 7 percent. 
 
Many factors influence how healthy we are. The two leading risk factors for disease in New 
Zealand are smoking and high body mass index (including obesity). Trends show there have 
been reductions in the smoking rates over time, including in youth, but the obesity rate 
continues to increase in both adults and children. Obesity increases the risk of a range of health 
conditions, including heart disease, diabetes and osteoarthritis. If these trends continue, obesity 
(high body mass index) will overtake tobacco use as the leading risk factor for disease by 2016. 
 
For the most part the health system is performing well and people have good levels of trust and 
confidence in it. There have been reductions in the amenable mortality rate, which is an overall 
measure of health system effectiveness, measuring deaths that could have been prevented by 
available interventions. 
 
However, access to health care continues to be an issue for some people, with cost affecting 
some people’s access to primary health care and prescription medicine. High-needs population 
groups (including Māori, Pacific people and people living in more socioeconomically deprived 
areas) are more likely to report these access barriers. Notably, for children under six, for whom 
general practice visits are mostly free, there were very low rates of reported unmet need for GP 
services due to cost. 
 
Barriers to accessing primary health care are reflected in higher rates of ambulatory-sensitive 
hospitalisations among Māori and Pacific people – these are hospitalisations that potentially 
could have been prevented by earlier access to primary health care. 
 
This report provides further information about the health status of New Zealanders, major 
conditions affecting our health and the wide variety of factors that influence our health, as well 
as an update on the performance of the health system. 
 

Note on data sources and methods 
The report uses data available from a range of sources. These include the national 
administrative data sets (such as the mortality collection), the New Zealand Health Survey and 
the New Zealand Burden of Diseases, Injuries and Risk Factors Study (referred to in this report 
as the New Zealand Burden of Disease Study), as well as data from other agencies, such as 
Statistics New Zealand. 
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All data reported are the latest available, although the time lag between the most recent data 
and the present can be substantial. For example, the most recent disability prevalence data are 
for 2006, because these figures are only updated following each Census and the 2011 Census was 
deferred to 2013 (due to the Canterbury earthquakes). 
 
Where possible, trends are provided and information is analysed by population group, including 
by sex, age group and ethnicity. Selected results are also presented by neighbourhood 
socioeconomic deprivation, as measured by the New Zealand Index of Deprivation 2006 
(NZDep2006) (Salmond et al 2007). In this report, ‘most deprived areas’ refers to quintile 5; 
that is, the people living in the most deprived 20 percent of small areas in New Zealand. 
 
In many comparisons the results are adjusted or standardised for factors that may be 
influencing (confounding) the comparison, such as age, sex and ethnicity. For example, age 
standardisation is often used in this report to account for differences in age structure between 
population groups, using the WHO world population (Ahmad et al 2000). 
 
International benchmarking is also included in the report because it provides valuable insights 
into how New Zealand compares with other countries. However, comparisons need to be 
interpreted with caution due to differences in data collection and definitions between countries. 
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Health status 

Key messages 
• We are now living longer than ever before and spending more of that time in good 

health. 
• In New Zealand, cancer and cardiovascular disease are the leading causes of health loss 

(that is, early death, illness and disability), but mortality rates for these diseases have 
decreased over the past decade. 

• Mental health disorders are the third-highest cause of health loss and affect younger 
people in particular. 

• Health conditions with a large but non-fatal burden on the health of New Zealanders 
include arthritis, dementia, sleep disorders, chronic pain syndromes and reproductive 
disorders. 

• The infant mortality rate remains much higher for Māori and Pacific infants. 
• Māori experience levels of health loss nearly twice as high as non-Māori. Eliminating 

differences in health outcomes for Māori would reduce the burden of disease in the 
Māori population by 42 percent and in the whole population by 7 percent. 

 
This section presents the most recent information on the health status of New Zealanders. It 
gives an overview of health status and the burden of disease in New Zealand. 
 
This section also examines selected major conditions affecting the health of New Zealanders, 
based on the recently released New Zealand Burden of Disease Study. These conditions are 
ordered from largest to smallest in terms of their burden on the health of the population: 

• cancer 

• cardiovascular disease 

• mental disorders 

• arthritis and other musculoskeletal disorders 

• injury 

• neurological conditions (including dementia) 

• respiratory conditions 

• infant conditions and birth defects 

• diabetes 

• reproductive and gestational disorders 

• infectious diseases 

• oral health. 
 
The wide range of indicators in this section shows the diversity and complexity of issues the 
health and disability sector must respond to every day. 
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Overall health status 
Major indicators of the overall health status of the population include health expectancy, life 
expectancy, disability and independence. 
 

Health expectancy improved from 1996 to 2006 
Health expectancy at birth is a summary measure of current patterns of health loss from illness, 
disability and death. It shows the average number of years that a person born today can expect 
to live in good health. 
 
Overall, New Zealanders are living longer in good health, with health expectancy at birth 
improving from 1996 to 2006 for both males and females (Ministry of Health and Statistics New 
Zealand 2009). A boy born in 2006 could expect to live 67.4 years in good health and a girl 
69.2 years. 
 
However, health expectancy at birth for Māori is much lower than for non-Māori: 6.8 years 
lower for males and 6.2 years lower for females. A Māori boy born in 2006 could expect to live 
62.0 years in good health and a Māori girl 64.2 years. 
 

Life expectancy continues to increase 
Life expectancy is a summary measure of mortality. Life expectancy at birth is the number of 
years a person born today can expect to live, given the current age-specific mortality patterns. 
 
Overall, New Zealanders are living longer than ever before. A boy born in 2010–12 could expect 
to live 79.3 years and a girl 83.0 years (Statistics New Zealand 2013b). Recent improvements in 
life expectancy are mainly due to lower mortality rates in the older age groups. The gap between 
male and female life expectancy has narrowed over time. 
 
Improvements in Māori life expectancy over the past 15 years have narrowed the gap between 
Māori and non-Māori. However, Māori life expectancy at birth remains 7.3 years lower than that 
for non-Māori. A Māori boy born in 2010–12 could expect to live 72.8 years and a Māori girl 
76.5 years. 
 

Despite living longer we spend more time in poor health 
Although both health expectancy and life expectancy at birth have improved, the increase in 
health expectancy has not kept pace with that in life expectancy. This means that we can expect 
to live longer, but some of that extra time will be lived in poor health. 
 
Based on estimates of health-adjusted life expectancy and life expectancy from the New Zealand 
Burden of Disease Study, boys born in 2006 could expect to live an average of 8.9 years 
(11 percent of their life) in poor health, while girls could expect to live 11.5 years (14 percent of 
their life) in poor health (Ministry of Health 2013d). 
 
While life expectancy and health expectancy are expected to increase between 2006 and 2016, 
projections show that, on average, about 40 percent of the additional life years gained over this 
time will be lived in poor health. This expansion of morbidity suggests that long-term disabling 
conditions will become increasingly important drivers of health expenditure. 
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Over 600,000 New Zealanders reported a disability in 2006 
Disability refers to an impairment or limitation that may be physical, sensory, neurological, 
psychiatric or intellectual. People’s experience of their impairment may be affected by the nature 
and severity of their condition, individual characteristics and the environment in which they 
live. 
 
The 2006 Disability Survey found that about 17 percent of New Zealanders reported having a 
disability, which is about 660,000 people (Statistics New Zealand 2007). The prevalence had 
decreased from 1996 and 2001, when it was 20 percent. People in older age groups are more 
likely to have a disability, with 45 percent of people aged 65 years and over reporting a disability 
in 2006 (Figure 3.1). About 17 percent of Māori had a disability; disability rates were 1.5 times as 
high for Māori as for non-Māori after adjusting for age. 
 

Figure 3.1: Prevalence of disability, by age group, 2006 

 
Source: 2006 Disability Survey, Statistics New Zealand 
 
People with disabilities require varying levels of support, based on their need for assistance 
and/or special equipment relating to their disability. People with high support needs require 
daily assistance with tasks such as bathing and preparing meals. In 2006 about 1 percent of 
children and 3 percent of adults had high support needs (Table 3.1). A further 5 percent of 
children and 9 percent of adults had medium support needs; that is, they required some type of 
assistive device, aid or equipment. 
 

Table 3.1: Prevalence of disability, by support level, children and adults, 2006 

Support needs Number Percentage of disabled 
children/adults 

Percentage of total 
children/adults 

Children Adults Children Adults Children Adults 

Low 36,600 209,500 41 37 4 7 

Medium 40,600 268,000 45 47 5 9 

High 12,800 92,700 14 16 1 3 

Total with disability 90,000 570,300 100 100 10 18 

Note: Includes children aged 0–14 years and adults aged 15 years and over. 

Source: 2006 Disability Survey, Statistics New Zealand 
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Older people are living longer 
Life expectancy changes throughout life: once someone has survived birth, childhood and 
adolescence, their chance of reaching older age increases. A greater proportion of the New 
Zealand population is now living into older age, and the cohort of ‘baby boomers’ is starting to 
reach the age of 65 years. 
 
In 2010–12 male New Zealanders aged 65 years could expect to live to the age of 83.8 years 
(another 18.8 years), while females aged 65 years could expect to live to 86.2 years (another 
21.2 years) (Statistics New Zealand 2013b). 
 
As with life expectancy at birth, Māori life expectancy at age 65 is lower than for non-Māori. In 
2010–12 a male Māori aged 65 years could expect to live to the age of 80.3 years (another 
15.3 years) and a female Māori could expect to live to 81.9 years (another 16.9 years). 
 

Most older people and people with disabilities live independently 
in their own home 
There is good evidence that people who continue to live in their own home – with personal care 
and home management support if necessary – experience greater wellbeing. Among older 
adults, most prefer to stay in their own home, and this arrangement is also usually less 
expensive than residential care. 
 
In 2012/13 about 18,300 people aged 85 years and over lived in aged residential care, which is 
one in four people in this age group. This proportion has significantly reduced over the past five 
years (Table 3.2). However, the number of people in aged residential care continues to rise due 
to the growing size of the population aged 85 years and older. 
 

Table 3.2: Percentage and number of older people living in aged residential care, 
population aged 85 years and older, 2006/07–2012/13 

Year People aged 85+ years living in aged residential care Estimated population aged 85+ years 
Percentage Number Number 

2006/07 28.7 16,707 58,155 

2007/08 27.1 16,445 60,576 

2008/09 26.4 16,647 63,122 

2009/10 26.1 17,195 65,802 

2010/11 25.6 17,576 68,622 

2011/12 25.2 18,069 71,590 

2012/13 24.8 18,319 74,000 

Note: 2012/13 data are an estimate. 

Source: ARC Demand Planner 
 
Among people of all ages with disability, most live in households in the community. In 2006, 
82 percent of people with disability were adults living in households, 14 percent were children 
living in households and 5 percent were adults living in residential facilities (Statistics New 
Zealand 2007). 
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Burden of disease 
A range of diseases and injuries contribute to the loss of healthy life through premature death, 
illness and disability. It is possible to comprehensively assess and compare diseases and injuries 
using burden of disease studies. These studies estimate how much healthy life is lost due to 
early death, illness or disability. This health loss is the gap between the population’s current 
state of health and that of an ideal population in which everyone lives a long life free from illness 
and disability. 
 
The Ministry of Health has recently published the most comprehensive study of the burden of 
disease in New Zealand (Ministry of Health 2013d). Although the information is based on 2006 
data, projections show that there are likely to be minimal changes from 2006 to 2016 in the rank 
ordering of conditions or risk factors. 
 
These results use a summary measure of burden (also referred to as health loss) called the DALY 
(disability-adjusted life year). DALYs are a combination of years lost due to early death and years 
lost due to disability or ill health (taking into account the age at death and severity of disability). 
Using DALYs allows us to compare the impacts of different diseases and injuries on an equal basis, 
irrespective of whether health losses result from premature death, illness or disability. 
 
This subsection outlines the key findings from the New Zealand Burden of Disease Study. The 
main results are presented for 16 broad condition groups, which are made up of 217 specific 
conditions. However, results are included throughout the report, including information on risk 
factors. 
 

The overall leading causes of health loss are cancer and 
cardiovascular disease 
Figure 3.2 presents the 16 condition groups that contributed to health loss in New Zealand in 
2006. Cancer was the leading cause of health loss in New Zealand in 2006, accounting for about 
18 percent of overall health loss. Vascular and blood disorders (which mainly comprise 
cardiovascular disease) were the second largest cause of health loss. Other important causes of 
health loss were mental disorders, musculoskeletal disorders (such as arthritis), injuries and 
neurological conditions (such as dementia). 
 

Figure 3.2: Causes of health loss in New Zealand, 16 main condition groups, 2006 

 
Note: Measure is disability-adjusted life years, or DALYs. 

Source: NZ Burden of Disease Study (Ministry of Health 2013d) 
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Causes of burden of disease differ by life-cycle age group 
Different conditions contribute to health loss at different life stages. Figure 3.3 shows the 
leading causes of burden of disease for each life-cycle age group, with summaries provided 
below. 
 

Childhood 

The leading causes of health loss for children aged 0–14 years were infant conditions and birth 
defects, in particular premature birth complications, stillbirth occurring during childbirth 
(intrapartum stillbirth) and sudden unexpected death in infancy (SUDI). Other important 
causes of health loss for children included injuries and infections. Most of the burden in this age 
group fell in infancy and early childhood. 
 

Youth 

In youth aged 15–24 years, mental disorders and injuries were the main causes of health loss. 
People in this age group were particularly affected by alcohol use disorder, anxiety and 
depressive disorders, and traumatic brain injury. 
 

Adults 

The leading causes of health loss in adults aged 25–44 years were mental disorders (particularly 
anxiety and depressive disorders and alcohol use disorder) and injuries. Musculoskeletal 
conditions were also a major cause of health loss, especially back disorders. Reproductive and 
gestational disorders were important causes of health loss for women aged 25–44 years. 
 
In middle age (45–64 years), chronic diseases were the leading causes of health loss. These 
included cancer (particularly lung cancer in males and breast cancer in females), as well as 
vascular and blood disorders (particularly ischaemic heart disease). Musculoskeletal disorders 
and mental disorders remained important causes of health loss. 
 

Older people 

In older age (65 years and over), cardiovascular disorders and cancers were the leading causes of 
health loss. Neurological disorders (including dementia), musculoskeletal disorders, respiratory 
disorders and diabetes also contributed substantially to health loss in this age group. 
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Figure 3.3: Top five causes of burden of disease, by life-cycle age group, 2006 
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Source: NZ Burden of Disease Study (Ministry of Health 2013d) 
 

Burden of disease is higher for Māori 
Māori experience higher levels of health loss than other people – a burden of disease nearly 
twice as high as non-Māori. Eliminating differences in health outcomes would reduce the 
burden of disease in the Māori population by 42 percent and in the whole population by 
7 percent. 
 
Māori have similar leading specific conditions for health loss to non-Māori: ischaemic heart 
disease, and anxiety and depressive disorders. Then the rank order differs, with diabetes, lung 
cancer, traumatic brain injury and alcohol use disorders accounting for higher levels of health 
loss among Māori. 
 
Health disparities can be examined using either relative or absolute measures. Relative 
measures compare two groups (such as Māori and non-Māori) using a ratio, showing the value 
of one group relative to the other. Absolute measures give the absolute difference (using 
subtraction) between two groups. 
 
Relative disparities in the burden between Māori and non-Māori were highest for diabetes, 
cardiovascular disease and infections (Figure 3.4). Compared with non-Māori, Māori experience 
three times the level of health loss due to diabetes and 2.5 times the level of health loss due to 
cardiovascular diseases, after adjusting for differences in population size and age structure. 
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Figure 3.4: Relative disparities in burden for Māori vs non-Māori, by condition group, 
2006 

 
Notes: Age standardised to the WHO world population. A standardised rate ratio of 1.0 means there is no difference 
between Māori and non-Māori. 

Source: NZ Burden of Disease Study (Ministry of Health 2013d) 
 
On an absolute scale, about 26 percent of the total Māori excess burden was accounted for by 
cardiovascular disorders, 15 percent by cancers, 12 percent by mental disorders, 11 percent by 
injury and 9 percent by diabetes and other endocrine disorders (after standardising for age) 
(Figure 3.5). 
 

Figure 3.5: Contributors to absolute differences in health loss between Māori and non-
Māori, by condition group, 2006 

 
Notes: Graph shows causes of absolute differences between Māori and non-Māori, as DALY standardised rate 
differences per 100,000 and percentage contribution to total excess Māori burden. Age-standardised to the WHO 
world population. 

Source: NZ Burden of Disease Study (Ministry of Health 2013d) 
 
The following subsection discusses some of the leading causes of health loss in New Zealand, in 
order from the largest to the smallest burden on New Zealanders’ health. 
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Cancer 
Cancer refers to a group of diseases in which abnormal cells divide in an uncontrolled way. 
These abnormal cells can invade and damage other tissues around them and can spread to other 
parts of the body through the blood and lymph systems. 
 
A person’s chance of surviving cancer depends on a number of factors, including age at 
diagnosis, type of cancer, cancer stage (ie, extent or severity) at diagnosis, and the availability of 
specialist cancer treatment and follow-up care. Potentially modifiable risk factors for cancer 
include tobacco use, diet, alcohol use, obesity and physical inactivity. 
 

Cancer is the leading cause of health loss in New Zealand 
Cancer is the leading overall cause of health loss in New Zealand, accounting for nearly one-fifth 
(17.5 percent) of all health loss in New Zealand in 2006 (Ministry of Health 2013d). The leading 
types of cancer causing this burden were lung cancer, bowel (colorectal) cancer, breast cancer 
and prostate cancer. 
 
Cancer mainly affects people aged 45 years and over and was the leading cause of health loss for 
people aged 45 to 74 years in 2006. The burden due to cancer was 1.7 times as high for Māori as 
for non-Māori. 
 

Slow decrease in the cancer registration rate over the past decade 
In 2010 there were 21,235 cancers registered in New Zealand (Ministry of Health 2013b). Just 
over half (52 percent) of cancer registrations were for males. From 2000 to 2010 the age-
standardised cancer registration rate decreased by 7 percent, from 368 per 100,000 population 
to 343 per 100,000. 
 
Figure 3.6 shows the top five most common cancer types in 2010, which together accounted for 
62 percent of all cancer registrations. The most commonly registered cancers in 2010 were 
bowel cancer and prostate cancer. 
 

Figure 3.6: New cancer registrations of the five most commonly diagnosed cancers, 2010 

 
Source: Ministry of Health 
 
The cancer registration rate was 1.3 times as high for Māori (424 per 100,000) as non-Māori 
(335 per 100,000), after standardising for age; the differences were greater for females than for 
males. From 2000 to 2010 the non-Māori cancer registration rate decreased by 8 percent, but 
there was no decline for Māori. 
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Downward trend in mortality rate for some cancer types 
In 2010 there were 8593 deaths from cancer, 52 percent of which were among males (Ministry 
of Health 2013b). Cancer accounted for 30 percent of all deaths in 2010. Most cancer deaths 
occurred in older people, with 72 percent occurring in people aged 65 years and over. Figure 3.7 
shows that the leading cause of cancer death was from lung cancer in 2010, which accounted for 
19 percent of all deaths due to cancer. 
 

Figure 3.7: Cancer deaths for top five cancers, 2010 

 
Source: Ministry of Health 
 
From 2000 to 2010 the mortality rate from cancer decreased by 14 percent, from 146 per 
100,000 to 125 per 100,000 (age standardised). Mortality rates differed by cancer type. The 
mortality rates have generally decreased over time for bowel cancer, prostate cancer and breast 
cancer (Figure 3.8). Although the mortality rate for lung cancer has dropped for males over 
time, little change has been seen for females. There has also been little change in the mortality 
rate for melanoma. 
 

Figure 3.8: Cancer mortality rates, by cancer type and sex, 1999–2010 

  
Notes: Rate is per 100,000 population. Age standardised to the WHO world population. 

Source: Ministry of Health 
 
From 2000 to 2010 the cancer mortality rate decreased for both Māori (by 13.6 percent) and 
non-Māori (by 15.3 percent). However, by 2010 the cancer mortality rate for Māori remained 
higher than that for non-Māori (age-standardised rates of 198 and 119 per 100,000, 
respectively), particularly for lung cancer (both men and women), prostate cancer (for men) and 
breast cancer (for women). 
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In 2009 the all-cancer mortality rate for New Zealand was just below the OECD average (OECD 
2011). New Zealand was in the best third of OECD countries for lung cancer mortality rates, but 
in the worst third of OECD countries for breast cancer mortality rates. 
 
Cancer survival rates have been improving over the past decade. The ‘Health system 
performance’ section of this report discusses cancer survival in more detail. 
 

Cardiovascular diseases 
Cardiovascular diseases include a range of diseases that involve the heart or blood vessels. The 
most common types of cardiovascular diseases are ischaemic heart disease (also known as 
coronary heart disease) and stroke. 
 

Cardiovascular diseases are the second-highest cause of health 
loss in New Zealand 
Cardiovascular diseases are the second-highest cause of health loss in New Zealand, accounting 
for over 17 percent of total health loss in New Zealand in 2006 (Ministry of Health 2013d). 
Cardiovascular disease rates are higher among men and in older age groups. 
 
Although the mortality rate for cardiovascular diseases has declined steadily since the late 
1960s, cardiovascular diseases remain a major cause of death in New Zealand. International 
comparisons show that in 2009 New Zealand ranked in the worst third of OECD countries for 
ischaemic heart disease mortality rates and in the middle third of OECD countries for stroke 
mortality rates (OECD 2011). 
 
About 70 to 80 percent of the burden from cardiovascular diseases is potentially modifiable 
through a combination of prevention and treatment. The major risk factors for cardiovascular 
diseases are tobacco use, high blood pressure, high cholesterol, obesity, physical inactivity, 
unhealthy diets and excessive alcohol consumption. For people with cardiovascular disease, 
treatment (including early intervention and effective management) can reduce the likelihood of 
illness and early death. The public health system actively offers services such as heart and 
diabetes checks, which is a current health target. 
 

Ischaemic heart disease mortality rate is decreasing over time 
Ischaemic heart disease (also known as coronary heart disease) is the most common type of 
cardiovascular disease in New Zealand. In this condition, the blood vessels that supply blood 
and oxygen to the heart become narrow or blocked. Ischaemic heart disease can cause heart 
attack and angina, and can lead to heart failure. 
 
According to the 2011/12 New Zealand Health Survey, 5.5 percent of adults aged 15 years and 
over had been diagnosed with ischaemic heart disease, which is about 193,000 adults (Ministry 
of Health 2012c). The rate of diagnosed ischaemic heart disease had not changed significantly 
since 2006/07. Ischaemic heart disease mainly affects older adults, with a prevalence of 
16 percent in 65–74-year-olds and 29 percent in those aged 75 years and over, and higher rates 
in men than women in both these older age groups. 
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The prevalence of ischaemic heart disease is also higher among certain population groups. 
Māori adults were found to be about 1.8 times as likely to have been diagnosed with ischaemic 
heart disease as non-Māori adults, after adjusting for age. People living in the most deprived 
areas were 1.9 times as likely to have been diagnosed with ischaemic heart disease as those 
living in the least deprived areas, after adjusting for age, sex and ethnic differences. 
 
Ischaemic heart disease accounted for 9.3 percent of all health loss in New Zealand in 2006, the 
largest burden from any specific health condition (Ministry of Health 2013d). Over 80 percent 
of this health loss was due to premature death. 
 
In 2010 ischaemic heart disease accounted for 5389 deaths, or about 19 percent of all deaths 
(Ministry of Health 2013e). The mortality rate for ischaemic heart disease has steadily decreased 
in the past 15 years, for both men and women (Figure 3.9). 
 

Figure 3.9: Mortality rate for ischaemic heart disease, by sex, 1995–2010 

 
Notes: Age standardised to WHO standard population. 

Source: New Zealand Mortality Collection, Ministry of Health 
 
In 2010 the mortality rates for ischaemic heart disease were about 1.5 times as high for Māori 
males as non-Māori males, and about twice as high for Māori females as non-Māori females, 
after standardising for age. 
 

Stroke is a major cause of death and disability in New Zealand 
A stroke (also known as cerebrovascular disease) happens when the oxygenated blood supply to 
the brain is interrupted, which can cause permanent damage. In New Zealand this interruption 
is usually caused by blood clots (ischaemic stroke), but can also be caused by bleeding in the 
brain (haemorrhagic stroke). After a stroke, many people recover well, but some may be 
permanently disabled or die as a result of the stroke. The majority of strokes occur in people 
aged 75 years and over. 
 
Stroke continues to cause major health loss in New Zealand, accounting for 3.9 percent of total 
health loss in 2006 (Ministry of Health 2013d). Stroke is the third-largest cause of death in New 
Zealand, causing 2467 deaths in 2010 (Ministry of Health 2013e). However, over the past 
30 years the mortality rate for stroke has decreased considerably. In 2009 New Zealand had a 
lower stroke mortality rate than the OECD average (OECD 2011). 
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In the 2011/12 New Zealand Health Survey 1.8 percent of adults aged 15 years and over reported 
having had a stroke, which is about 62,000 adults (Ministry of Health 2012c). Population 
groups with a higher rate of having had a stroke included Māori adults (2.1 percent) and people 
living in the most deprived areas (2.7 percent). About 8 percent of adults aged 75 years and over 
reported having had a stroke. 
 

Mental disorders 
Mental health conditions (such as depression, anxiety and substance abuse) have a major 
impact on individuals, their families and society as a whole. Poor mental health can cause 
disability, affect quality of life and reduce productivity. 
 

Mental disorders are the third-highest major cause of health loss 
in New Zealand 
Mental disorders are the third-highest major cause of health loss in New Zealand, after cancers 
and vascular and blood disorders. In 2006 mental disorders accounted for 11 percent of overall 
health loss in New Zealand (Ministry of Health 2013d). Mental disorders are a major cause of 
health loss for younger people in particular. 
 
The main causes of burden due to mental disorders were: 

• anxiety and depressive disorders (5 percent of total health loss) 

• alcohol use disorders (2 percent of total health loss) 

• schizophrenia (1 percent of total health loss). 
 
Mental disorders are also a risk factor for suicide, self-harm and ischaemic heart disease; in 
particular approximately three quarters of the burden of self-inflicted injury is thought to be 
attributable to mental disorders. Including the indirect impact of mental disorders as a risk 
factor for other conditions, mental disorders accounted for at least 13 percent of total health loss 
from all conditions in New Zealand in 2006. More information about suicide and self-harm is 
included in the ‘Injury’ subsection (below). 
 

Diagnosed anxiety or depressive disorders are common 
Over half a million adults aged 15 years and over (16 percent) reported having been diagnosed 
with anxiety or depressive disorders in their lifetime, according to the 2011/12 New Zealand 
Health Survey (Ministry of Health 2012c). The most commonly reported mental disorder was 
depression (14 percent of adults), followed by anxiety disorder (6 percent) and bipolar disorder 
(1 percent). The rates of diagnosed anxiety or depressive disorders were higher among women 
and adults living in more deprived areas; rates were lower among Pacific and Asian adults. 
 
In 2011/12 a small percentage (2.0 percent) of children aged 2–14 years had been diagnosed 
with anxiety disorder, while 0.3 percent had been diagnosed with depression (Ministry of 
Health 2012d). 
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Almost 6 percent of adults experience psychological distress 
Psychological (mental) distress indicates having a high or very high probability of having an 
anxiety or depressive disorder. It is measured using the 10-question Kessler Psychological 
Distress Scale (Kessler et al 2003) and refers to a person’s experience of symptoms such as 
anxiety, confused emotions, depression or rage. 
 
In 2011/12 almost 6 percent of adults (about 200,000) had experienced high or very high levels 
of psychological distress in the past four weeks; that is, there was a high or very high probability 
that they had an anxiety or depressive disorder (Ministry of Health 2012c). Since 2006/07 the 
rate of psychological distress has significantly decreased for men but not for women. 
 
In 2011/12 rates of psychological distress were higher among women and younger people. Rates 
of psychological distress were higher for Māori (9.1 percent) and Pacific (10.1 percent), although 
Māori and Pacific ethnic groups had similar or lower rates of diagnosed anxiety or depressive 
disorders compared with other ethnic people. 
 
Psychological distress was over three times as common in areas of high socioeconomic 
deprivation as it was in areas of low deprivation (Figure 3.10). This difference remained 
significant after adjusting for sex, age and ethnic differences. 
 

Figure 3.10: Prevalence of psychological distress, by neighbourhood deprivation, 2011/12 

 
Source: 2011/12 New Zealand Health Survey (adults aged 15 years and over) 
 

Alcohol use disorder mainly affects young people 
Alcohol use disorder, including alcohol abuse and alcohol dependence, accounted for 2 percent 
of health loss in 2006. According to the American Psychiatric Association’s (APA) classification 
system, alcohol abuse is a maladaptive pattern of drinking (such as high daily consumption 
and/or regular binge drinking), causing significant distress or impairment of social or 
occupational functioning. Alcohol dependence is more severe than alcohol abuse, referring to a 
physical dependence on alcohol (with symptoms such as tolerance or withdrawal). 
 
The New Zealand Health Survey does not gather information on alcohol abuse according to the 
APA classification system. However, information on hazardous drinking is available, and is 
included in more detail in the section ‘Factors that influence our health’. 
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Schizophrenia 
Schizophrenia is a severe form of mental disorder, marked by impaired thinking, emotions and 
behaviour. Schizophrenia and related psychotic disorders accounted for 1.3 percent of health 
loss in 2006. The Ministry of Health has estimated that in 2009 about 12,000 people 
(0.3 percent of New Zealanders) had experienced schizophrenia or a related psychotic condition 
in the past 12 months. Rates were twice as high among Māori as non-Māori, after standardising 
for age. 
 

Arthritis and other musculoskeletal 
disorders 
Arthritis and other musculoskeletal disorders (such as back disorders) affect the body’s muscles, 
joints, tendons and ligaments. These conditions are large contributors to poor health and 
disability. 
 

Musculoskeletal disorders are a major cause of health loss 
Musculoskeletal disorders are the fourth leading cause of health loss in New Zealand, after 
cancer, cardiovascular disease and mental disorders. They accounted for 9.1 percent of health 
loss in New Zealand in 2006 (Ministry of Health 2013d). 
 
Musculoskeletal disorders affect people of all ages, but particularly those in the older age 
groups. The main contributors to the overall burden were arthritis (particularly osteoarthritis), 
back disorders and chronic musculoskeletal pain syndromes. 
 

Arthritis affects one in seven adults 
Arthritis involves inflammation (pain, heat, redness and swelling) of the joints. Chronic (long-
term) arthritis can result in long-lasting pain and deformity and is a major cause of disability in 
older people. The most common type of arthritis is osteoarthritis; other types include 
rheumatoid arthritis and gout. Risk factors for osteoarthritis include obesity (high body mass 
index), joint injuries, repetitive joint use and misalignment of joints. 
 
Osteoarthritis accounted for 2.2 percent of health loss in 2006, while rheumatoid arthritis 
accounted for a further 1.1 percent of health loss. About 60 percent of osteoarthritis-related 
health loss was attributable to obesity (high body mass index) in 2006. 
 
According to the 2011/12 New Zealand Health Survey, 15 percent of adults aged 15 years and 
over had been diagnosed with arthritis, which is about 532,000 adults (Ministry of Health 
2012c). This included osteoarthritis (9 percent of adults), rheumatoid arthritis (2 percent) and 
gout (2 percent), as well as other types of arthritis. The age-standardised prevalence of arthritis 
has decreased steadily since 2002/03, although the decrease from 2006/07 to 2011/12 was not 
statistically significant. 
 
Overall, the prevalence of diagnosed arthritis was higher among women (17 percent) than men 
(13 percent) in 2011/12. Arthritis was much more common in the older age groups, with about 
half of all women aged 65 years and over having been diagnosed with arthritis, as well as one-
third of men in this age group (Figure 3.11). 
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Figure 3.11: Diagnosed arthritis, by age group and sex, 2011/12 

 
Source: 2011/12 New Zealand Health Survey (adults aged 15 years and over) 
 
Māori men were 1.4 times as likely to have been diagnosed with arthritis as non-Māori men after 
adjusting for age, but there were no differences between Māori and non-Māori women. People 
living in the most deprived areas were 1.4 times as likely to have been diagnosed with arthritis as 
adults living in the least deprived areas, after accounting for sex, age and ethnic differences. 
 

Spinal disorders affect one in four adults 
Spinal (back) disorders are a major contributor to the burden of musculoskeletal disorders. 
Spinal disorders accounted for 2.8 percent of health loss in New Zealand in 2006 (Ministry of 
Health 2013d). According to the 2006/07 New Zealand Health Survey, one in four adults 
(24 percent) reported a neck or back disorder that had lasted, or was expected to last, more than 
six months (Ministry of Health 2008). This corresponded to about 755,000 adults. 
 

Chronic pain syndrome 
Chronic musculoskeletal pain syndromes are characterised by widespread pain and tenderness 
and can be difficult to manage and treat. Chronic musculoskeletal pain syndromes accounted for 
1.3 percent of health loss in New Zealand in 2006 (Ministry of Health 2013d). 
 
According to the 2011/12 New Zealand Health Survey, 16 percent of adults aged 15 years and 
over reported having chronic pain, which is defined as pain that is present almost every day and 
has lasted (or is expected to last) longer than six months (Ministry of Health 2012c). Previous 
studies have shown that the majority of this chronic pain is likely to be due to musculoskeletal 
disorders (Dominick et al 2011). Rates of chronic pain were higher in older age groups and 
among Māori and people living in more deprived areas, but lower among people of Asian 
ethnicity. There were no changes since 2006/07 in the prevalence of chronic pain. 
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Injury 
Injuries have a substantial impact on the health of the population by causing both disability and 
early death. Major causes of injury include suicide and intentional self-harm, road traffic 
injuries, falls, interpersonal violence, drowning and work-related injury. 
 

Injuries are a major cause of health loss in New Zealand 
Injuries are the fifth leading cause of health loss in New Zealand, accounting for 8 percent of 
total health loss in 2006 (Ministry of Health 2013d). Most injury-related health loss is due to 
early death. 
 
Children and young people are particularly affected by injury, with injury being the second 
leading cause of health loss in children aged 0–14 years. Males are nearly three times as likely as 
females to experience health loss due to injury, and, overall, males account for nearly three-
quarters of all injury-related health loss. Māori experience twice the level of injury-related 
health loss as non-Māori. 
 
The leading causes of premature death and disability from injury in 2006 were suicide and self-
inflicted injury (33.2 percent of overall injury burden), road traffic and other transport injuries 
(32.8 percent), falls (9.9 percent) and interpersonal violence (5.8 percent) (Figure 3.12). 
 

Figure 3.12: Health loss due to injury, by external cause of injury, DALYs and percentage of 
injury-related burden, 2006 

 
Source: NZ Burden of Disease Study (Ministry of Health and Accident Compensation Corporation 2013) 
 
Mental disorders were responsible for about a quarter (26 percent) of all injury-related health 
loss, in particular contributing to three-quarters of suicide and self-inflicted injury. Alcohol was 
responsible for about a quarter (24 percent) of injury-related health loss, particularly through 
road traffic injuries and interpersonal violence. 
 
When examining the nature of injury, traumatic brain injury accounted for 28 percent of all 
injury-related health loss, mostly through road traffic crashes. 
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Suicide and self-inflicted injury account for a third of injury-
related health loss 
Self-inflicted injury (suicide and intentional self-harm) is the leading cause of health loss due to 
injury, accounting for 33.2 percent of injury-related health loss in 2006 (Ministry of Health 
2013d). A total of 522 New Zealanders died by suicide in 2010, a rate of 11.5 deaths per 100,000 
population (age standardised) (Ministry of Health 2012b). The suicide rate was higher among 
males (380 suicides, 17.0 per 100,000) than females (142 suicides, 6.4 per 100,000). The 2010 
male suicide rate was nearly 30 percent below the peak rate during the mid-1990s, while the 
female rate has remained relatively stable (Figure 3.13). In 2009 New Zealand’s suicide rate for 
the total population was slightly lower than the OECD average and ranked in the middle third of 
countries (OECD 2011). 
 

Figure 3.13: Suicide deaths, age-standardised rate per 100,000, by sex, 1994–2010 

 
Note: Age standardised to the WHO world population. 

Source: Ministry of Health 2012b 
 
The youth suicide rate has also decreased substantially since the peak in the mid-1990s. In 2010 
the youth suicide rate (15–24 years) was 17.7 deaths per 100,000 population (78 male deaths 
and 35 female deaths), lower than the peak in 1995 (28.7 deaths per 100,000). However, New 
Zealand’s youth suicide rate remains high in comparison with other OECD countries (Ministry 
of Health 2012b). 
 
In 2010 there were 2825 intentional self-harm hospitalisations in New Zealand (an age-
standardised rate of 66.0 per 100,000 population). From 1996 to 2010 there was a decrease of 
23 percent in rates of intentional self-harm hospitalisations, although there was a slight increase 
from 2009 to 2010 (Figure 3.14). In 2010 the female rate of intentional self-harm 
hospitalisations was almost twice as high as the male rate. Young adults had the highest rates of 
intentional self-harm hospitalisations in 2010, particularly females aged 15–19 years (191.8 per 
100,000) and males aged 20–24 years (87.1 per 100,000). 
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Figure 3.14: Intentional self-harm hospitalisations, age-standardised rate per 100,000, 
by sex, 1996–2010 

 
Note: Age standardised to the WHO world population. 

Source: Ministry of Health 2012b 
 
Māori rates of suicide and self-harm hospitalisation were generally higher than for other ethnic 
groups. The Māori suicide rate was about 50 percent higher than the rate for non-Māori 
(16.0 versus 10.4 deaths per 100,000, respectively; there were 104 suicides among Māori in 
2010). For youth, the suicide rate for Māori youth was more than 2.5 times higher than that for 
non-Māori youth (35.3 versus 13.4 per 100,000, respectively). Although the suicide rate has 
declined since 1996 for non-Māori youth, the Māori youth suicide rate has been variable and has 
remained considerably higher than the non-Māori youth rate. 
 
The rate of self-harm hospitalisations is also higher for Māori, and in 2010 it was the highest 
rate since 2001 (83.6 per 100,000) (Figure 3.15). 
 

Figure 3.15: Intentional self-harm hospitalisations, age-standardised rate per 100,000, by 
ethnic group, 1996–2010 

 
Note: Age standardised to the WHO world population. 

Source: Ministry of Health 2012b 
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Self-harm hospitalisation among New Zealanders living in the most deprived areas 
(NZDep2006 quintiles 4 and 5) was more than twice as high as for those living in the least 
deprived areas (quintile 1) in 2010. 
 

Number of road traffic injuries and deaths is decreasing over 
time 
Road traffic injuries were the second leading cause of health loss due to injury in 2006, 
accounting for a third (32.8 percent) of health loss from injuries. The majority (92 percent) of 
this health loss was due to early mortality. The health burden of road traffic injuries is greatest 
for young men aged 15–24 years, and is over twice as high for Māori as for non-Māori. Alcohol 
accounted for 37 percent of the health burden from road traffic injuries in males and 21 percent 
in females. 
 
In 2011, 284 people died from road traffic injuries, and there were 2060 serious injuries and 
10,514 minor injuries reported. These numbers all show decreases since 2007 (Figure 3.16). It is 
estimated that only about two-thirds of hospitalised casualties are recorded in the official Traffic 
Crash Reports completed by the Police. 
 

Figure 3.16: Number of road deaths and reported number of serious and minor injuries, 
1997–2011 

 
Note: Only reported injuries are included (ie, injuries that have associated traffic crash reports). 

Source: Ministry of Transport 
 

Falls are the main cause of injury in older adults 
Falls are common in older people and can result in serious injury, loss of independence and 
transfer to aged residential care facilities. Older people are at greater risk of falls for a range of 
reasons, including a greater likelihood of having weak muscles, low blood pressure, poor vision, 
medical conditions (such as stroke or Parkinson’s disease), a high dosage of a medication, and a 
regimen of multiple medications. 
 
Falls were the third leading cause of injury-related health loss in 2006. Health loss from falls 
increases rapidly with age, with falls accounting for more than half of all injury-related health 
loss in adults aged 65 years and over in 2006 (Ministry of Health and Accident Compensation 
Corporation 2013). 
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From 2005/06 to 2012/13 the rate of acute hospitalisations due to falls increased for people 
aged 85 years and over (from 51.7 to 56.3 per 1000 population aged 85 years and over) but was 
relatively stable for people aged 65 years and over. 
 

Assault is the leading cause of injury-related health loss in 
infants 
Interpersonal violence (assault) is a major cause of injury-related health loss in New Zealand 
and accounted for 6 percent of injury-related health loss in 2006. The majority (80 percent) of 
this health loss was due to premature death. Across the age groups, the health burden from 
interpersonal violence was greatest in infants under one year of age and was the leading cause of 
injury-related health loss for this age group. 
 
Of all external causes of injury included in the burden of disease study, differences in injury-
related health loss in Māori were most evident for interpersonal violence. Māori experienced 
levels of health loss from interpersonal violence about four times higher than those for non-
Māori. 
 
Alcohol use was associated with about one-third of health loss due to interpersonal violence in 
2006. 
 

Neurological conditions 
Neurological conditions are those that affect the brain and nervous system. They include 
dementia, epilepsy, Parkinson’s disease, multiple sclerosis, motor neuron disease, muscular 
dystrophy, migraine, intellectual impairment and primary insomnia. 
 
Neurological conditions are the sixth leading cause of health loss in New Zealand and accounted 
for 7 percent of health loss in New Zealand in 2006. The main cause of this health loss was 
dementia (2 percent of health loss), with other causes such as migraine (1 percent) and insomnia 
(1 percent) also important (Ministry of Health 2013d). 
 

Dementia is estimated to affect about 48,000 New Zealanders 
Dementia is the term used when a person experiences gradual loss of brain function due to 
physical changes in the structure of their brain. Dementia usually occurs in those aged 65 years 
and over but can affect those as young as 45 years. Types of dementia include Alzheimer’s 
disease and vascular dementia. 
 
It was estimated that in 2011 about 48,000 New Zealanders had dementia: about 1.1 percent of 
the New Zealand population (Deloitte Access Economics 2012). It is likely that not everyone 
with early-stage dementia will have been diagnosed. Health loss due to dementia is likely to 
increase over the coming years as rapid population ageing begins (Ministry of Health 2013d). 
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Chronic respiratory diseases 
Respiratory disorders include a range of conditions that affect the airways. Long-term 
respiratory diseases include chronic obstructive pulmonary disease (COPD) and asthma. 
 

Respiratory disorders are a large cause of health loss 
Respiratory disorders were the seventh largest cause of health loss in New Zealand in 2006, 
accounting for 6.3 percent of overall health loss (Ministry of Health 2013d). In particular, 
respiratory conditions were a major cause of health loss for those aged 45 years and older. The 
burden of disease due to respiratory disorders was mainly accounted for by COPD (3.7 percent 
of overall health loss) and asthma (1.6 percent). 
 

Chronic obstructive pulmonary disease (COPD) affects mainly 
older adults 
Chronic obstructive pulmonary disease (COPD) is a lung disease that prevents proper breathing. 
Common types of COPD include chronic bronchitis and emphysema, which are permanent 
conditions that are usually caused by smoking. 
 
According to the 2006/07 New Zealand Health Survey, about 6.6 percent of New Zealand adults 
aged 45 years and older had been diagnosed with COPD, which is about 96,000 adults. COPD 
was more common in older age groups, affecting 10 percent of older adults aged 75 years and 
over. Among adults aged 45 years and over, rates of diagnosed COPD were twice as high for 
Māori as for all adults, but significantly lower for Asian ethnic groups, after adjusting for age. 
Rates were nearly three times higher for women living in the most deprived areas compared 
with those in the least deprived areas; for men this higher rate in high deprivation areas was 
much less pronounced. 
 
In 2010, 1507 adults died from COPD in New Zealand, with a higher mortality rate for Māori 
(45.4 per 100,000) than for non-Māori (17.5 per 100,000), after standardising for age. 
 

More than one in 10 people take medication for asthma 
In 2006 asthma accounted for about 2 percent of overall health loss in New Zealand. People 
with asthma have over-sensitive airways that react to triggers that do not affect other people. A 
person’s asthma triggers cause their airways to tighten, partially close up, swell inside and make 
more mucus. Asthma can be triggered by allergens, cold and flu symptoms, weather changes, 
some medicines, physical activities, smoke, chemicals and gases. 
 
In 2011/12, 14 percent of children aged 2–14 years and 11 percent of adults aged 15 years and 
over had been diagnosed with asthma and were taking medication for this condition: rates were 
higher for both Māori children (19 percent) and Māori adults (17 percent) (Ministry of Health 
2012c, 2012d). In 2010 there were 54 deaths whose underlying cause was asthma. In 2009 the 
New Zealand rate of asthma hospital admissions was higher than the OECD average and was in 
the worst third of OECD countries (OECD 2011). 
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Infant conditions and birth defects 
Infant conditions and birth defects are the eighth-largest cause of health loss in New Zealand, 
accounting for 5 percent of overall health loss (Ministry of Health 2013d). Among children aged 
0–14 years infant conditions and birth defects are the leading cause of health loss, accounting 
for about half of all health loss in this age group. Most of the burden falls in infancy and early 
childhood. 
 
The leading causes of health loss were preterm birth complications, stillbirth occurring during 
childbirth (intrapartum stillbirth), SUDI and congenital cardiovascular defects. Overall, birth 
defects accounted for about a third of the health loss related to infant conditions and birth 
defects. About 70 percent of the health loss from infant conditions and birth defects was due to 
premature death. 
 

Infant mortality rate remains higher among Māori and Pacific 
infants 
In 2010 there were 359 infant deaths (deaths in children under one year old) in New Zealand, 
compared with 332 in 2009. This equated to 5.5 deaths per 1000 live births in 2010 compared 
with 5.2 deaths per 1000 live births in 2009 and 4.8 deaths per 1000 live births in 2007. 
 
The Māori and Pacific infant death rates (7.0 and 8.0 per 1000 live births respectively) 
remained much higher than the rate for the Other ethnic group in 2010 (Figure 3.17). In 2010 
New Zealand’s infant mortality rate was in the worst third of OECD countries. 
 

Figure 3.17: Infant death rate, by ethnic group, 1996–2010 

 
Source: New Zealand Mortality Collection, Ministry of Health 
 
In New Zealand the most common cause of infant death is disorders related to short gestation 
and fetal growth (ie, very premature babies). In 2010 about half (53 percent, 191 deaths) of all 
infant deaths were early neonatal deaths: they died when aged 0–7 days. A further 12 percent 
(42 deaths) were late neonatal deaths: they died when aged 7–27 days. 
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SUDI deaths have decreased over the past decade 
The number of sudden unexplained deaths in infancy (SUDI) has decreased over the past 
decade, from 84 deaths in 2000 (1.5 deaths per 1000 live births) to 59 deaths in 2010 
(0.9 deaths per 1000 live births). In 2010 the rate of SUDI deaths was higher among Māori 
(2.0 per 1000 live births, 38 deaths) than Pacific people (0.8 per 1000 live births, 6 deaths) and 
Other ethnic groups (0.4 per 1000 live births, 15 deaths). 
 

Diabetes 
Diabetes is a disease whereby the body cannot control its blood sugar (glucose) levels properly, 
either because the body does not make enough (or any) insulin or because cells have become 
resistant to insulin. 
 
There are two main types of diabetes. Type 1 diabetes is less common and generally develops in 
childhood. People with type 1 diabetes need to inject insulin to live. Type 2 diabetes is more 
common and usually develops in adulthood. Risk factors for type 2 diabetes include being obese 
or overweight, a lack of physical activity and poor diet. Type 2 diabetes can be controlled 
through weight loss, diet and regular physical activity, and, in some cases, medication and/or 
insulin. 
 
Diabetes can lead to a range of other health conditions, including heart disease, stroke, 
blindness, kidney disease, nerve damage and/or amputation of a foot or lower leg. 
 

Diabetes is an important cause of health loss in New Zealand 
Diabetes and other endocrine disorders (such as thyroid disorders) are the ninth-largest cause 
of health loss in New Zealand, accounting for 4.1 percent of overall health loss in 2006 (Ministry 
of Health 2013d). Diabetes accounted for the majority of this health loss, directly accounting for 
3.0 percent of overall health loss in New Zealand in 2006. However, including the health loss 
that diabetes indirectly causes (by contributing to ischaemic heart disease, ischaemic stroke and 
vascular dementia), diabetes accounted for 4.7 percent of overall health loss. 
 

Nearly a quarter of a million New Zealanders have been 
diagnosed with diabetes 
About 225,700 people had been diagnosed with diabetes as at 31 December 2012, according to 
the New Zealand Virtual Diabetes Register. Most people with diabetes have type 2 diabetes. 
 
The number of people diagnosed with diabetes has risen steadily over the past seven years, from 
179,700 in 2009 to 225,700 in 2012 (Figure 3.18). This represents an increase in prevalence 
from 4.4 percent in 2009 to 5.3 percent in 2012 (in the PHO-enrolled population). A similar 
increase was seen in age-standardised rates of diagnosed diabetes from the New Zealand Health 
Survey from 1996/97 to 2011/12 (Ministry of Health 2012c). 
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Figure 3.18: Number of people with diagnosed diabetes, 2005–2012 

 
Notes: Annual data refer to as at 31 December each year among the PHO (primary health organisation) enrolled 
population. 

Source: Virtual Diabetes Register, Ministry of Health 
 
In 2012 diabetes was more common in the older age groups, with the highest prevalence among 
people aged 65–84 years (Figure 3.19). In all age groups the prevalence was higher for Māori, 
Pacific people and people of Indian ethnicity. 
 

Figure 3.19: Prevalence of diagnosed diabetes, by age group and ethnic group, as at 
31 December 2012 

 
Notes: Prioritised ethnic group. Among PHO enrolled population. 

Source: Virtual Diabetes Register as at 31 December 2012 
 
Results from the 2011/12 New Zealand Health Survey also showed that diagnosed diabetes was 
strongly associated with neighbourhood deprivation. Adults living in the most deprived areas 
were 3.1 times as likely to report having been diagnosed with diabetes as adults living in the 
least deprived areas, after adjusting for age, sex and ethnic group (Ministry of Health 2012c). 
 
In 2010 there were 768 deaths directly related to diabetes. The Māori mortality rate for diabetes 
was almost five times higher than for non-Māori (age-standardised mortality rates of about 
39 and 8 per 100,000, respectively) (Ministry of Health 2013e). 
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Many people have undiagnosed diabetes or prediabetes 
The 2008/09 Adult Nutrition Survey found that undiagnosed diabetes is also a common issue. 
The survey found that, while 4.9 percent of adults had been diagnosed with diabetes, in total 
7.1 percent of adults had diabetes (indicated either by diagnosis, or by HbA1c levels of 
6.5 percent (48 mmol/mol) or higher in a blood test), indicating that about one-quarter of 
adults with diabetes were undiagnosed (University of Otago and Ministry of Health 2011). 
 
The survey showed that a further 25.5 percent of adults had so-called ‘prediabetes’, indicated by 
high blood glucose levels (an HbA1c result of 5.7–6.4 percent, or 39–46 mmol/mol) (Coppell 
et al 2013). People with prediabetes have a much higher risk of developing type 2 diabetes than 
other people. These results suggest that the prevalence of diabetes may continue to increase in 
coming years, particularly if the obesity rate continues to increase. 
 

Reproductive and gestational disorders 
Reproductive and gestational disorders include a range of health issues that particularly affect 
women. Reproductive disorders include menstrual cycle disorders, genital prolapse, infertility, 
uterine fibroids and polycystic ovary disorder. These disorders tend to cause few deaths but 
affect a large number of women. For the purposes of this report, this condition group does not 
include cancers, infections and injuries involving the reproductive system. 
 
Gestational disorders refer to disorders occurring during pregnancy, such as high blood 
pressure and diabetes during pregnancy, ectopic pregnancy, early pregnancy loss and maternal 
sepsis. While these are rare, they can have adverse outcomes, sometimes causing death. 
 

Reproductive and gestational disorders are a major cause of 
health loss for women of reproductive age 
Reproductive and gestational disorders cause considerable health loss among women of 
reproductive age. Overall, these disorders were the 10th largest cause of health loss in New 
Zealand in 2006, accounting for 3.5 percent of overall health loss (Ministry of Health 2013d). 
However, reproductive and gestational disorders accounted for 17 percent of all health loss for 
women of reproductive age (15–44 years), second only to mental disorders (Figure 3.20). 
 

Figure 3.20: Percentage of total DALYs for females aged 15–44 years, by main condition 
group, 2006 

 
Notes: The graph includes all condition groups accounting for more than 5 percent of DALYs in females aged 
15–44 years. The classification of reproductive disorders does not include cancers, injuries or infections involving the 
reproductive system, only specific reproductive disorders. 

Source: NZ Burden of Disease Study (Ministry of Health 2013d) 
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Almost all health loss from reproductive and gestational disorders was due to reproductive 
disorders, including menstrual cycle disorders, uterine fibroids, endometriosis, genital prolapse 
and polycystic ovary syndrome. This health loss was mostly due to illness and disability, because 
most reproductive disorders cause few deaths. 
 

Infectious diseases 
Although long-term conditions now account for much of the burden of disease in New Zealand, 
infectious diseases still account for a large, increasing and avoidable proportion of 
hospitalisations. Emerging and re-emerging microbial threats and drug resistance pose an 
ever-increasing challenge. 
 
Infectious diseases are not distributed evenly among New Zealanders. In particular, infectious 
diseases disproportionally affect the more vulnerable groups in the population. Poor living 
conditions, including overcrowded and poor-quality housing, contribute to higher rates of many 
infectious diseases in areas of high socioeconomic deprivation. 
 
Immunisation prevents a number of infectious diseases. It provides individual protection and 
some degree of population-wide protection by reducing the incidence of vaccine-preventable 
diseases and preventing their spread to vulnerable people. 
 

Mixed trends in infectious diseases 
From 2011 to 2012 there were increases in the rates of whooping cough (pertussis) and several 
gastrointestinal diseases, and decreases in the rates of most vaccine-preventable diseases, 
particularly measles. Table 3.3 provides a summary of infectious disease numbers and rates in 
2011 and 2012, and shows significant changes over that time. 
 

Table 3.3: Summary of infectious disease notification numbers and rates, 2011 and 2012 

Disease Number of notifications Rate per 100,000 Changes 
2011 2012 2011 2012 

Vaccine preventable      
Pertussis (whooping cough) 1996 5902 45.3 133.1 ▲ 
Meningococcal disease 119 85 2.7 1.9 ▼ 
Invasive pneumococcal disease 552 488 12.5 11.0 ▼ 
Measles 596 68 13.5 1.5 ▼ 
Mumps 51 26 1.2 0.6 ▼ 

Gastrointestinal      
Campylobacteriosis 6689 7031 151.8 158.6 ▲ 
Giardiasis 1934 1719 43.9 38.8 ▼ 
Salmonellosis 1055 1085 23.9 24.5 – 
Cryptosporidiosis 610 877 13.8 19.8 ▲ 
Acute gastroenteritis 630 735 14.3 16.6 ▲ 
Shigellosis 101 132 2.3 3.0 ▲ 

Other      
Tuberculosis disease 309 297 7.0 6.7 – 

Source: ESR notifications (ESR 2013b) 
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Rheumatic fever hospitalisation rate is slightly lower than in 
2011 
In 2012 the Government announced a target of reducing the incidence of rheumatic fever by 
two-thirds, to 1.4 initial hospitalisations per 100,000 people by June 2017. This target is part of 
a set of Better Public Services results, chosen for their importance to improving the lives of New 
Zealanders. 
 
The annual incidence rate of acute rheumatic fever (initial hospitalisations) has dropped slightly 
from 4.2 per 100,000 in 2011 to 3.8 per 100,000 in 2012 (Figure 3.21). This is a promising start. 
 

Figure 3.21: Annual incidence rate of acute rheumatic fever (initial hospitalisations) per 
100,000, 2002–2012, and five-year goal 

 
Source: Ministry of Health 
 
In 2012 there were 168 initial hospitalisations for acute rheumatic fever and the total incidence 
rate was 3.8 per 100,000. Of the hospitalisations, 91 were Māori (54 percent), 58 were Pacific 
people (35 percent) and 19 were European/Other (11 percent). The incidence rates were highest 
for Pacific people (20.0 per 100,000) and Māori (13.3 per 100,000). 
 

Increased whooping cough rate in 2012 
Pertussis, commonly known as whooping cough, is a highly contagious bacterial disease that 
causes severe coughing fits. There is generally a pertussis outbreak every three to five years in 
New Zealand. A vaccination for pertussis is included on the free childhood immunisation 
schedule at six weeks, three months and five months of age. From 1 January 2013, pregnant 
women are able to receive a whooping cough booster vaccination for free. 
 
The current pertussis epidemic began in August 2011. In 2012 there were 5902 cases of pertussis 
notified, making it the second most commonly notified disease (ESR 2013b). The 2012 pertussis 
rate (133 per 100,000) was higher than that recorded in previous pertussis epidemics in 2000 
and 2004/05 (Figure 3.22). Recent 2013 data suggest the trend might be starting to decrease. 
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Figure 3.22: Pertussis notifications, by year, 1997–2012 

 
Source: ESR 2013b 
 
In 2012 the highest notification rates for pertussis were among children less than one year of age 
(695 per 100,000, 421 cases), followed by those aged one to four and five to nine years. By 
ethnic group, the highest notification rates were among European/Other (148 per 100,000) and 
Māori (127 per 100,000) people. 
 

Drop in rates of invasive pneumococcal disease, measles, 
meningococcal disease and mumps 
There were significant decreases in the notification rates for other vaccine-preventable diseases, 
including invasive pneumococcal disease, measles, meningococcal disease and mumps. There 
were 488 cases of invasive pneumococcal disease notified in 2012, down from 552 cases in 2011 
(ESR 2013b). In particular, the rate decreased in 0–4-year-olds between 2009 (32.7 per 
100,000) and 2012 (18.6 per 100,000), following the introduction of pneumococcal vaccine to 
the childhood vaccination schedule in 2008. From 2011 to 2012 there were also large drops in 
the number of notifications of measles (from 596 to 68) and mumps (from 51 to 26). 
 
There were 85 cases of meningococcal disease notified in 2012, down from 119 cases in 2011. 
The rate was a significant decrease from the peak rate during the epidemic (Figure 3.23). In 
2012 the highest notification rates for meningococcal disease were in children aged less than 
one year (19.8 per 100,000) and those aged one to four years (5.6 per 100,000), as well as in the 
Māori (4.5 per 100,000) and Pacific (3.7 per 100,000) ethnic groups. 
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Figure 3.23: Meningococcal disease notifications, by year, 1997–2012 

 
Source: ESR 2013b 
 

Tuberculosis rate remains low 
Tuberculosis infection is one of the most common causes of death from infectious disease 
worldwide. In 2012, 297 cases of tuberculosis were notified in New Zealand, of which 13 were 
reactivations (ESR 2013b). This rate has remained steady at around 6.9 cases per 100,000 over 
the last five years. 
 
In 2012 three in four (77 percent) new tuberculosis cases occurred in people born overseas. The 
incidence rate was highest for the Asian ethnic group (42 per 100,000), followed by the Middle 
Eastern, Latin American and African (32 per 100,000) and Pacific (12 per 100,000) ethnic 
groups. 
 

Increases in gastrointestinal disease rates 
Gastrointestinal diseases include food-borne diseases, which occur when food or drink 
contaminated with infectious microbes is consumed. In 2012 the most commonly notified type 
of gastrointestinal disease was campylobacteriosis. There were 7031 cases of campylobacteriosis 
notified in 2012, which is about one-third of all notifications (ESR 2013b). This gave a 
statistically significantly higher rate in 2012 (159 per 100,000) than in 2011 (152 per 100,000) 
(Figure 3.24). The 2012 total was still about half the number of annual cases of the peak in 2006 
(15,873 cases). 
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Figure 3.24: Campylobacteriosis notifications, by year, 1997–2012 

 
Source: ESR 2013b 
 
There were also increases in several other types of gastrointestinal diseases from 2011 to 2012. 
There were 877 cases of cryptosporidiosis notified in 2012, which is an increase from 610 cases 
in 2011 but similar to notification rates in 2005, 2007 and 2010. There were also significant 
increases in the notification rates for acute gastroenteritis and shigellosis. There was a drop in 
the giardiasis notification rate from 2011 to 2012. 
 

Influenza rates are low in 2013 
Influenza is a common cause of illness and hospitalisation in New Zealand. Annual activity 
generally occurs between May and September, with seasonal peaks in August and September. As 
at September 2013 influenza activity was relatively low in comparison with the corresponding 
time in previous years according to weekly GP consultation rates (Figure 3.25). There were 
particularly high peaks in influenza activity in 2009 and 2010, with lower peaks in 2011 and 2012. 
 

Figure 3.25: Weekly rate of influenza-like illness, GP presentations per 100,000 registered 
population, all ages, 2008 to September 2013 

 
Source: Responding practices of the HealthStat GP practice panel, ESR 



 

 Annual Report for the year ended 30 June 2013 185 
 including the Director-General of Health’s Annual Report on the State of Public Health 

Sexually transmitted diseases 
In New Zealand, sexually transmitted infections are not notifiable and the surveillance system 
relies on the ongoing support of sexual health clinics, family planning clinics and laboratory 
staff. Estimated national rates can only be calculated for chlamydia and gonorrhoea. 

In 2012 chlamydia was the most commonly diagnosed sexually transmitted infection. There 
were 25,177 positive tests for chlamydia, giving an estimated national rate of 744 per 100,000 
(ESR 2013b). This rate remained stable from 2009 to 2012. The estimated population rate for 
chlamydia was more than four times that of the most commonly reported notifiable disease, 
campylobacteriosis. 

In 2012 there were 3827 positive tests for gonorrhoea. This gives an estimated national rate of 
89 per 100,000, an increase of 35 percent since 2009 (when it was 66 per 100,000). This 
increase coincided with increased testing for gonorrhoea after the introduction of nucleic acid 
amplification testing in late 2011 and 2012. 

Certain types of human papillomavirus (HPV) can cause genital warts, as well as some types of 
cancer (such as cervical, penile and anal). In September 2008 an HPV immunisation 
programme started for girls born on or after 1 January 1990. The vaccine is now part of the 
routine immunisation schedule for girls aged 12 years and is still available free to young women 
up to age 20 years. Coverage rates from this immunisation programme are presented in 
section 3, ‘Health system performance’. 

In 2012 sexual health and family planning clinics reported 2486 first presentations of genital 
warts. Compared with 2009 (3826 cases), this represents a marked decline in cases after the 
immunisation programme began in 2008. 
 

HIV incidence remains low 
In 2012 the number of HIV diagnoses in New Zealand was slightly higher than in 2011, but it 
was lower than in every year from 2003 to 2010 (AIDS Epidemiology Group 2013). In 2012, 
124 people were diagnosed with HIV in New Zealand through western blot (WB) antibody 
testing. A further 19 people were first diagnosed with HIV through a viral load test in 2012 (out 
of 46 people who had a viral load test in 2012). 
 

Emerging threats to population health 
There are currently a number of emerging threats to population health. New and re-emergent 
communicable disease threats continue to be identified, including multi-drug resistant 
tuberculosis, new cases of avian influenza (H5N1), and the emergence this year of new viruses 
with pandemic potential, notably H7N9 identified in China. A severe new form of coronavirus 
infection emerged in the Arabian Peninsula. 
 
Coronavirus 

Although no cases have been reported in New Zealand, overseas there have been 94 confirmed 
cases (including 47 deaths) of human infection with the novel coronavirus Middle East 
Respiratory Syndrome Coronavirus (MERS-CoV) from September 2012 to mid-August 2013 
reported to the World Health Organization (WHO). Coronaviruses are a large and diverse 
sub-family of viruses, which include the common cold and SARS. In response to the situation, 
New Zealand has made the MERS a notifiable and quarantinable disease under the Health Act 
1956, which would allow the provisions of the Act to be used for MERS should any cases be 
detected in New Zealand and powers needed. 
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Avian influenza 

The WHO has reported 135 laboratory-confirmed cases of the new avian influence A(H7N9), 
including 44 deaths reported in China. The source of the infection is still unclear, although 
public health actions taken by Chinese authorities appear to have reduced the number of new 
cases. There is no evidence of sustained human-to-human transmission, and the WHO does not 
advise any travel or trade restrictions. Human infection with A(H7N9) is notifiable in New 
Zealand as non-seasonal influenza under the Health Act 1956. New Zealand has reviewed its 
Pandemic Influenza Action Plan as part of ensuring our preparedness for any pandemic. 
 

MRSA 

Antibiotic resistance is a global threat to the treatment of bacterial infectious disease. MRSA 
(methicillin/oxacillin-resistant Staphylococcus aureus) is one example of antibiotic-resistant 
bacteria. The prevalence of MRSA in New Zealand more than doubled from 2003 to 2012 (from 
12.8 to 26.1 per 100,000), and more cases are now contracted in the community than in health 
care facilities. The increase in prevalence of MRSA is likely to reflect an increase in the incidence 
of S. aureus infections rather than an increase in the proportion of infections that are methicillin 
resistant (ESR 2013a). 
 

Health care associated infection 

Health care associated infections are common, cause significant morbidity and increase health 
care costs. The Healthcare Associated Infections Governance Group (HAIGG) provides national 
leadership on health care associated infections, including surveillance and infection prevention 
and control. The group is helping the Ministry of Health to develop and implement a national 
plan for managing health care associated infections. The group is also providing guidance on 
infection prevention and control of Clostridium difficile infection and is implementing a formal 
hospital-based surveillance system for this infection. 
 

Drug-resistant tuberculosis 

Multi-drug-resistant tuberculosis remains rare in New Zealand, with two cases in 2011, 
accounting for 0.9 percent of the culture-positive tuberculosis cases (ESR 2012). 
 

Drug-resistant gonorrhoea 

In June 2012 the WHO warned of the resistance of gonorrhoea to ceftriaxone. Cases of 
gonorrhoea with reduced ceftriaxone susceptibility have been reported recently in New Zealand. 
 

Oral health 
Oral diseases are among the most common chronic diseases in New Zealand and are largely 
preventable. Conditions that can cause poor oral health include tooth decay, abscesses, 
infections in the mouth and gum disease. Factors that contribute to poor oral health include a 
poor diet high in sugar, cigarette smoking, and not brushing teeth at least twice a day with 
fluoride toothpaste. 
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Burden of poor oral health mostly due to dental decay 
Dental disorders contributed to 0.9 percent of health loss in New Zealand in 2006 (Ministry of 
Health 2013d). The large majority of this health loss (87 percent) was due to dental decay. 
 

Untreated tooth decay affects many people 
The 2009 New Zealand Oral Health Survey showed that untreated decay was a common 
problem in adults, particularly in those aged 25–34 years (Ministry of Health 2010b) 
(Figure 3.26). Children were less likely to have untreated decay, although nearly one in five 
children aged 5–11 years had untreated decay in either their primary or permanent teeth (with 
most decay being in primary teeth). 
 

Figure 3.26: Had untreated decay in one or more teeth (crowns of teeth), 2009 

 
Source: 2009 New Zealand Oral Health Survey dental examinations, Ministry of Health 
 
Rates of untreated decay were also higher among men, Māori adults and children, Pacific adults 
and children, adults living in the most deprived neighbourhoods, and adults who usually only 
have dental visits for dental problems rather than check-ups. 
 

More children are now caries free 
Promoting good oral health in young people has benefits over a lifetime: research indicates that 
children with good oral health are likely to have lower levels of oral health disease in adulthood. 
 
In 2011, 60 percent of children were caries free (that is, had no dental decay, missing teeth or 
fillings due to decay) in their primary teeth when they started school (Figure 3.27). This was an 
improvement from 2000 (52 percent). Similarly, more children were caries free in their 
permanent teeth at the end of Year 8 in 2011 (54 percent) than in 2000 (42 percent). 
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Figure 3.27: Proportion of children who are caries free (have no history of dental decay), 
five-year-olds and Year 8 students, 2000–2011 

 
Note: Graph refers to primary teeth for five-year-olds and permanent teeth for Year 8 students. 

Source: New Zealand Community Dental Service 2011 
 
Generally, improvements have been seen since 2007, when oral health services were 
reconfigured. This includes improvements for Māori and Pacific children (Figure 3.28). Among 
five-year-olds the proportion of Māori children who were caries free increased from 2007 
(29 percent) to 2011 (41 percent), with a similar improvement for Pacific children (29 to 35 
percent). Among Year 8 children there was an improvement for Māori children from 2007 to 
2011 (32 to 41 percent), but not for Pacific children (43 to 39 percent). 
 

Figure 3.28: Proportion of children who are caries free, five-year-olds and Year 8 students, 
by ethnic group, 2005–2011 

  

Note: Graph refers to primary teeth for five-year-olds and permanent teeth for Year 8 students. 

Source: New Zealand Community Dental Service 2011 
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People living in areas with fluoridated water have less tooth 
decay 
Fluoride in drinking-water helps to reduce tooth decay by strengthening and rebuilding tooth 
enamel. Adding a very small amount of fluoride to the water supply gives benefits for oral health 
over and above the benefits of regular tooth brushing with fluoride toothpaste. There is strong 
evidence that water fluoridation is effective in preventing dental decay and poses no health risk 
when present in the small quantities used in New Zealand (0.7 to 1.0 parts per million). 
 
In addition to previous studies in New Zealand and internationally, the 2009 New Zealand Oral 
Health Survey found that children and adults living in fluoridated areas have significantly fewer 
teeth affected by decay than those living in unfluoridated areas (Ministry of Health 2010b). This 
association remained significant after adjusting for differences in age, sex, ethnicity and 
neighbourhood deprivation. 
 
Community dental service statistics from 2011 showed that children who attended schools with 
fluoridated water were more likely to be caries free than other children (Figure 3.29). This was 
consistent across age groups and ethnic groups. 
 

Figure 3.29: Proportion of children who are caries free (have no history of dental decay), 
five-year-olds and Year 8 students, by fluoridation status and ethnic group, 2011 

 
Source: New Zealand Community Dental Service 2011 
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Factors that influence our 
health 

Key messages 
• The smoking rate has continued to decline over the past decade but remains high for 

Māori adults. 
• The obesity rate continues to increase in both adults and children. Over one million 

adults (28 percent) were obese in 2011/12. 
• If trends continue, obesity (high body mass index) will overtake tobacco use as the 

leading risk factor for disease by 2016. 
• Hazardous drinking rates have decreased since 2006/07 but remain high in adults aged 

18–44 years. 
• Physical inactivity and unhealthy diet make a significant contribution to poor health 

and wellbeing. 

 
Many things influence how healthy we are, including behavioural, biological, social and 
economic factors. Some factors can directly influence our health (such as smoking), while others 
can have an indirect influence (such as education). 
 
This section focuses on major risk factors that are potentially modifiable or treatable: tobacco 
use, alcohol use, diet, physical activity, obesity, high blood pressure and high cholesterol. These 
risk factors have a considerable impact on the burden of disease. 
 
This section also covers selected social and environmental risks to health, including 
breastfeeding, living standards, housing quality and social isolation/loneliness. 
 

Overview of factors that cause health loss 
To prevent diseases and injuries it is important to understand risks to health. The New Zealand 
Burden of Disease Study allows us to compare the contribution to health loss of a range of risk 
factors that are potentially modifiable. The results show the potential to reduce disease burden if 
exposure to risk factors were reduced to the levels associated with the lowest risk of disease. 
 

Tobacco and high body mass index are the two leading major 
risks to health 
Figure 3.30 summarises the disease burden attributed to 14 individual risk factors in 2006, and 
the major conditions that each risk factor is linked to, as found in the New Zealand Burden of 
Disease Study (Ministry of Health 2013d). Overall, these risk factors jointly accounted for about 
one-third of health loss in 2006. 
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Tobacco use was the leading major modifiable risk to health in 2006, accounting for 9.1 percent 
of all health loss. Other leading causes of health loss were high body mass index (7.9 percent of 
all health loss) and high blood pressure (6.4 percent). 
 

Figure 3.30: Burden attributed to 14 selected risk factors, total population, 2006 

 
Notes: Attributable burdens are not additive across risk factors. Alcohol burden is net impact. 

Source: NZ Burden of Disease Study (Ministry of Health 2013d) 
 
The following section gives an overview of some of the major risk factors to health. 
 

Tobacco use 
Smoking harms nearly every organ and system in the body. It is the main cause of lung cancer 
and respiratory conditions such as emphysema and chronic bronchitis. Smoking is also a major 
cause of heart disease, stroke and other cancers. 
 

The smoking rate continues to decrease but remains high in 
some groups 
In 2011/12 fewer than one in five (18 percent) adults aged 15 years and older were current 
smokers (that is, they smoke at least monthly and have ever smoked more than 100 cigarettes) 
(Ministry of Health 2012c). This corresponds to about 650,000 smokers. New Zealand smoking 
rates are lower than the OECD average (OECD 2011). 
 
The rate of daily smoking decreased from 1996/97 (25 percent) to 2011/12 (17 percent), with the 
decrease seen for both men and women (Figure 3.31). In particular, there has been a large drop 
in the rate of youth daily smoking among 15–17-year-olds, from 14 percent in 2006/07 to 
6 percent in 2011/12. However, smoking rates are persistently higher in Māori adults, at around 
40 percent, with little change since 2006/07 (Figure 3.31). 
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Figure 3.31: Daily smoking prevalence, by sex and ethnic group, 1996/97–2011/12 

 
Note: Age standardised to the WHO world population. 

Source: New Zealand Health Surveys (1996/97, 2002/03, 2006/07, 2011/12), (adults aged 15 years and over) 
 
Smoking is strongly associated with neighbourhood deprivation. People living in the most 
deprived areas have much higher rates of current smoking (28 percent) than people in the least 
deprived areas (11 percent) (Figure 3.32). Adjusting for age, sex and ethnic differences, this 
difference remains about 2.5 times as high. 
 

Figure 3.32: Prevalence of current smoking, by neighbourhood deprivation, 2011/12 
(unadjusted prevalence) 

 
Source: 2011/12 New Zealand Health Survey (adults aged 15 years and over) 
 

Tobacco use was the leading cause of health loss in 2006 
In 2006 tobacco use was the largest single risk factor contributing to death and disease in New 
Zealand, accounting for 9.1 percent of the overall burden of disease (Ministry of Health 2013d). 
In particular, tobacco use contributed to 40 percent of health loss from cancers (mainly lung 
cancer) and 26 percent of the burden of cardiovascular disease and diabetes. 
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Alcohol use 
Excessive alcohol use can cause a range of diseases, including stroke, certain cancers, cirrhosis 
of the liver, mental health conditions and birth defects. Alcohol-related harm also includes 
injuries (such as violence, self-harm and road traffic injuries) and social and economic harm. 
 
Hazardous drinking refers to a pattern of drinking that may cause physical or mental harm to 
the drinker or to those around them. It is measured with the Alcohol Use Disorders 
Identification Test (AUDIT). 
 

One in five drinkers have hazardous drinking patterns 
Most adults (80 percent) had consumed alcohol in the past 12 months, according to the 2011/12 
New Zealand Health Survey (Ministry of Health 2012c). This proportion had dropped since 
2006/07 (84 percent). In 2011/12 there were lower rates among Pacific (58 percent) and Asian 
adults (57 percent) and adults living in the most deprived areas (68 percent). 
 
Since 2006/07 hazardous drinking rates have significantly decreased among male past-year 
drinkers (30 to 26 percent) but not among female past-year drinkers (13 to 12 percent). There 
was also a drop among past-year drinkers aged 18–24 years and among Māori adults over this 
period. 
 
In 2011/12 one in five (19 percent) people who had consumed alcohol in the past 12 months 
(‘past-year drinkers’) had hazardous drinking patterns, which is about 532,000 adults. Among 
past-year drinkers, hazardous drinking was most common in the 18–24 years age group, for 
both men and women (Figure 3.33). In particular, among men aged 18–34 years, over 
40 percent of past-year drinkers had a hazardous drinking pattern. 
 

Figure 3.33: Hazardous drinking among past-year drinkers, by sex and age group, 2011/12 

 
Source: 2011/12 New Zealand Health Survey (adults aged 15 years and over) 
 
Among past-year drinkers, rates of hazardous drinking were higher among Māori adults 
(37 percent), Pacific adults (35 percent) and adults living in the most deprived areas 
(27 percent). 
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Alcohol use causes disease and injury 
Alcohol use was one of the major modifiable risks to health in New Zealand in 2006 (Ministry of 
Health 2013d). The net impact of alcohol was a loss of about 3.9 percent of overall health loss in 
2006. 

Over half (54 percent) of the overall health impact of alcohol use was attributable to its adverse 
effect on disease processes, particularly mental disorders (including alcohol use disorder). The 
remaining 46 percent was due to injury, particularly road traffic injuries, suicide and self-harm, 
and interpersonal violence. There is a small positive contribution from alcohol use on 
cardiovascular risk, but this is far outweighed by the harms caused by alcohol. 
 

Physical activity 
Physical activity can help people live longer, healthier and more independent lives. Physical 
activity is defined as any bodily movement produced by skeletal muscles, which requires energy 
expenditure. It includes deliberate exercise (such as running and sports), incidental activity 
(such as housework) and work-related activity. 

Physical activity helps protect against heart disease, type 2 diabetes, certain types of cancer, 
osteoarthritis and depression. Physical activity is also important for maintaining a healthy 
weight and preventing obesity. 
 

One in two adults are physically active 
In 2011/12, just over half (54 percent) of all adults aged 15 years and over were physically active; that 
is, they reported doing at least 30 minutes of moderate-intensity physical activity at least five days a 
week (Ministry of Health 2012c). There has been no change in physical activity levels since 2002/03. 

Physical activity levels decline after the age of 65 years. About one-third of adults aged 75 years 
and over were physically active (32 percent) in 2011/12, compared with 58 percent of people 
aged 15–24 years (Figure 3.34). 
 

Figure 3.34: Physically active, by age group and sex, 2011/12 

 
Notes: ‘Physically active’ is defined as doing at least 30 minutes of moderate-intensity physical activity at least five 
days a week. This definition aligns with the physical activity guidelines for adults and was used for all age groups; 
however note that the guidelines for those aged 15–18 years are different (ie, 60 minutes of moderate to vigorous 
physical activity every day). 

Source: 2011/12 New Zealand Health Survey (adults aged 15 years and over) 
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Population groups that were less likely to be physically active included Pacific adults 
(46 percent), Asian adults (39 percent) and adults living in the most deprived areas (47 percent). 
 

Physical inactivity contributes substantially to health loss 
Physical inactivity is an important modifiable risk to health in New Zealand, accounting for 
about 4.2 percent of overall health loss in 2006 (Ministry of Health 2013d). Ischaemic heart 
disease was the main contributor to health loss from physical inactivity, with other contributors 
including diabetes, ischaemic stroke, breast cancer and bowel cancer. 
 

Dietary behaviours 
The foods and drinks we consume play a major role in our health and wellbeing. Healthy 
nutrition throughout life can help prevent nutritional deficiencies, protect us against infection 
and help maintain a healthy body weight. It also reduces the risk of long-term conditions such as 
cardiovascular disease, diabetes and cancer. 
 
This section focuses on three major dietary factors: salt/sodium intake, saturated fat intake, and 
vegetable and fruit intake. These factors were included in the New Zealand Burden of Disease 
Study to assess their contribution to the overall health loss in New Zealand in 2006. 
 
Overall, these three dietary factors (high salt intake, high saturated fat intake and low vegetable 
and fruit intake) accounted for 3.8 percent of total health loss overall (Ministry of Health 
2013d). However, this only partially captures the full burden of an unhealthy diet because it 
does not include obesity, which is the result of consuming more calories/energy than we expend. 
If high body mass index was included, diet would have accounted for 11.4 percent of all health 
loss in 2006. 
 

High salt intake can cause high blood pressure 
High sodium intake (mainly through salt) can cause high blood pressure, which is an important 
risk factor for cardiovascular disease, particularly stroke. In New Zealand most dietary sodium 
comes from processed foods, including bread, processed meats, sauces, cereals and takeaway 
foods. 
 
The New Zealand Burden of Disease Study showed that diets high in sodium accounted for 
1.7 percent of health loss from all causes in 2006. Most of this health loss was mediated through 
the effect of blood pressure on ischaemic heart disease, stroke and hypertensive heart disease. 
High sodium intake also accounted for about one-quarter of the health loss from stomach 
cancer. 
 

Saturated fat intake is declining but remains higher than 
recommended 
A diet high in saturated fat increases the risk of cardiovascular diseases. Sources of saturated 
fats include cream, milk, butter, cheese and meat, as well as palm and coconut oils (which are 
used in many baked products). The Ministry of Health recommends that people consume no 
more than 10 percent of their total energy intake as saturated fat and/or trans fat. 
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Saturated fat intakes are declining slowly in New Zealand, although they are still much higher 
than the Ministry of Health’s recommended levels (University of Otago and Ministry of Health 
2011). From 1997 to 2008/09 the contribution of saturated fat to energy intake decreased from 
15.1 to 13.1 percent in men and from 14.7 to 13.1 percent in women. This decrease in saturated 
fat intake is likely to have contributed to the drop in blood cholesterol levels over the same 
period. 
 
High saturated fat intake is a major risk factor for ischaemic heart disease. Overall, high 
saturated fat intake accounted for about 1.2 percent of health loss from all causes in 2006, and 
accounted for 13 percent of health loss from ischaemic heart disease. 
 

Vegetable and fruit intake is still lower than recommended for 
many adults 
Vegetables and fruit provide a range of nutrients, including essential vitamins and minerals and 
dietary fibre, and so they are an important part of a healthy diet. Eating enough vegetables and 
fruit can help lower blood pressure and reduce the risk of major diseases such as heart disease, 
stroke and cancer. The Ministry of Health recommends that adults eat at least three servings of 
vegetables and at least two servings of fruit each day. 
 
In 2011/12 seven in ten adults (68 percent) reported that they ate at least three servings of 
vegetables each day (Ministry of Health 2012c). Six in ten adults (59 percent) reported eating at 
least two servings of fruit each day. Women were more likely than men to meet the guidelines 
for vegetable and fruit intake. 
 
Since 2006/07 there have been increases in the proportions of men eating the recommended 
daily amounts of vegetables and fruit, after standardising for age (Figure 3.35). However, for 
women there has been a significant drop in the proportion meeting the daily fruit intake since 
2006/07 and no change in the proportion meeting the daily vegetable intake. 
 

Figure 3.35: Adults eating recommended daily intake of vegetables (3+ servings per day) 
and fruit (2+ servings per day), by sex, 1997–2011/12 

  
Note: Age standardised to the WHO world population. 

Source: 1997 National Nutrition Survey, New Zealand Health Surveys (2002/03, 2006/07, 2011/12) (adults aged 
15 years and over) 
 
In 2011/12 population groups that were less likely to eat the recommended daily amount of 
vegetables and fruit included men, younger adults and people living in more deprived areas. 
Pacific and Asian adults were also less likely to meet the vegetable intake guidelines, while 
Māori adults were less likely to meet the fruit intake guidelines. 
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A diet low in vegetables and fruit accounted for about 1.0 percent of health loss from all causes 
in 2006. The major contributors to this health loss were ischaemic heart disease, ischaemic 
stroke, lung cancer, and cancers of the oesophagus, mouth and pharynx. 
 

Obesity 
A healthy body weight is important for good health and wellbeing. Excess weight is a leading 
contributor to a number of health conditions, including type 2 diabetes, ischaemic heart disease, 
stroke and several types of cancers. It also raises a person’s risk of developing many other 
conditions (such as osteoarthritis and reproductive problems), and can have physical and 
psychological effects that result in a lower quality of life. 
 
Obesity is defined as a body mass index (BMI) of 30 or more, calculated by dividing a person’s 
weight in kilograms by the square of their height in metres. 
 

Over one million adults are now obese 
In 2011/12 about 28 percent of adults aged 15 years and over were obese, which is about one 
million adults (Ministry of Health 2012c). A further 35 percent of adults were overweight but 
not obese. About 10 percent of children aged 2–14 years were obese in 2011/12, and a further 
21 percent were overweight but not obese (Ministry of Health 2012d). 
 
The adult obesity rate has increased substantially in the past 15 years, from 19 percent in 1997 to 
26 percent in 2006/07 and 28 percent in 2011/12 (Figure 3.36). Similar increases have been 
seen for men and women. The child obesity rate has also increased from 2006/07 (8 percent) to 
2011/12 (10 percent). 
 

Figure 3.36: Obesity for adults aged 15 years and over (age-standardised prevalence), 
1997–2011/12 

 
Note: Age standardised to the WHO world population. 

Source: 1997 National Nutrition Survey, New Zealand Health Survey (2002/03, 2006/07, 2011/12) (adults aged 
15 years and over), based on measured height and weight data. 
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In 2011/12 obesity rates were higher among Māori adults (44 percent) and Pacific adults 
(62 percent). Among children, obesity rates were also higher for children of Māori (17 percent) 
and Pacific (23 percent) ethnicity. 
 
Obesity is strongly associated with socioeconomic deprivation. The child obesity rate was much 
higher among children living in the most deprived areas (19 percent) than among those living in 
the least deprived areas (3 percent). Similarly, the adult obesity rate was higher for those living 
in the most deprived areas (40 percent) than for those in the least deprived areas (23 percent). 
These differences remained significant after adjusting for age, sex and ethnicity. 
 
New Zealand has high rates of obesity compared with other OECD countries, although a similar 
obesity rate to Australia. In 2010 New Zealand adults ranked third out of fifteen OECD countries 
that directly measured obesity. New Zealand’s adult obesity rates, including those for 
European/Other adults, were above the OECD average of 22 percent (OECD 2012a). 
 

High BMI is one of the leading risks for disease in New Zealand 
In 2006 high body mass index (BMI) was the second-largest risk factor for disease in New 
Zealand, accounting for 7.9 percent of health loss from all causes (Ministry of Health 2013d). In 
particular, high BMI contributed to health loss through ischaemic heart disease, diabetes, 
osteoarthritis, certain cancers and ischaemic stroke. 
 
If trends continue, obesity (high BMI) will overtake tobacco use as the leading risk factor for 
disease by 2016 (Figure 3.37). 
 

Figure 3.37: Trends and projections in health loss attributable to tobacco and high BMI, 
total population, 2006 to 2016 

 
Source: NZ Burden of Disease Study (Ministry of Health 2013d) 
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Blood pressure 
High blood pressure (or hypertension) is a major risk factor for health because it can damage 
the heart and kidneys and can lead to ischaemic heart disease, stroke and kidney failure. High 
blood pressure occurs when the pressure in blood vessels is higher than normal, making the 
heart work harder to pump blood around the body. 
 
High blood pressure can be caused by lifestyle factors such as obesity, high sodium intake, high 
alcohol consumption and lack of physical activity. Eating enough fruit and vegetables can help 
lower blood pressure. Medication can also help to lower blood pressure levels. 
 

One in six adults take medication for high blood pressure, 
although many more are missing out 
The 2011/12 New Zealand Health Survey found that 16 percent of adults aged 15 years and over 
were taking medication for high blood pressure, which is about 558,000 adults (Ministry of 
Health 2012c). This was an increase since 2006/07 (when it was 14 percent). 
 
The proportion of the population taking medication for high blood pressure increases with age, 
and about half of adults aged 65 years and over were taking medication for high blood pressure 
in 2011/12. Rates of medicated high blood pressure were higher among Māori and Pacific adults, 
after adjusting for age and sex. Taking blood pressure medication was also more common in the 
most deprived areas. 
 
Many people have untreated high blood pressure. Provisional results from the 2008/09 New 
Zealand Adult Nutrition Survey suggest that, for every person taking medication for high blood 
pressure, there was another person who had untreated high blood pressure – mostly through 
not yet having been diagnosed with the condition. Furthermore, among people who reported 
taking medication for high blood pressure, about half did not have their blood pressure under 
control. 
 

High blood pressure is the third-largest modifiable risk to health 
High blood pressure is the third-largest risk to health, after tobacco use and high BMI. High 
blood pressure accounted for 6.4 percent of health loss in 2006 (Ministry of Health 2013d). The 
major contributors to health loss from high blood pressure were ischaemic heart disease and 
stroke. 
 

Blood cholesterol 
High blood cholesterol levels increase the risk of developing ischaemic heart disease and stroke. 
The main cause of high cholesterol levels is a diet high in saturated fat, although obesity and low 
physical activity levels can also play a role. Medication can help to lower blood cholesterol levels. 
 

Blood cholesterol levels are improving 
Blood cholesterol levels are improving in New Zealand. From 1997 to 2008/09 mean total 
cholesterol levels decreased in adult males and females. Total cholesterol concentrations have 
also decreased for Māori and Pacific adults since 1997. 
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According to the 2011/12 New Zealand Health Survey, 10 percent of adults aged 15 years and 
over were taking medication for high cholesterol, which is about 367,000 adults (Ministry of 
Health 2012c). This rate had increased from 6 percent in 2002/03 and 8 percent in 2006/07. 
 
About one in three adults aged 65 years and over is taking medication for high cholesterol. 
Pacific adults are 1.2 times as likely to be taking medication for high cholesterol as other adults, 
after adjusting for age and sex. 
 

High blood cholesterol is the seventh largest risk to health 
High blood cholesterol accounted for 3.2 percent of total health loss in 2006 (Ministry of Health 
2013d). Most of the health loss associated with high blood cholesterol was due to ischaemic 
heart disease, with a small amount due to ischaemic stroke. 
 
Projections suggest that the burden due to high blood cholesterol will decrease by 2016 if blood 
cholesterol levels continue to decline with ongoing decreases in dietary saturated fat and 
increased medication use in at-risk populations. 
 

Other factors that influence our health 
Many other factors influence health, including social, economic and environmental factors. 
Factors such as income, employment status, housing and education can have both direct and 
indirect impacts on health, and can have cumulative effects over the life span. 
 
Although the following factors were not included in the New Zealand Burden of Disease Study, 
they include a selection of important factors that can influence our health. 
 

Breastfeeding rates at six months remain relatively stable 
Breastfeeding helps infants grow and develop physically and emotionally. Breastfeeding also has 
many health benefits, including protecting infants from chest infections, meningitis, ear 
infections and urinary infections, and decreasing the risk of sudden unexpected death in infancy 
(SUDI), as well as providing long-term health benefits. There is also evidence that breastfeeding 
benefits the mother as well; for example, through reducing the risk of postpartum depression, 
type 2 diabetes (in some women) and breast cancer. The Ministry of Health recommends that 
mothers breastfeed their infants exclusively for the first six months of the infant’s life. 
 
In 2012/13, 86 percent of babies up to the age of six weeks were exclusively, fully or partially 
breastfed, an increase from 81 percent in 2003/04 (among Plunket babies, which is about 
92 percent of all babies). 
 
The percentage of infants in New Zealand who are exclusively or fully breastfed at six months of 
age has remained relatively stable since 2003/04 at about 25 percent (Figure 3.38). Rates of 
exclusive or full breastfeeding at six months of age have remained lower for Māori and Pacific 
babies since 2003/04, at about 15–20 percent of babies. 
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Figure 3.38: Percentage of infants who are exclusively or fully breastfed at six months, 
2003/04–2012/13 

 
Source: Plunket data, Ministry of Health 
 
At around six months of age infants can be introduced to solid food. Introducing solid food too 
early can increase the risk of eczema, respiratory disease, diarrhoea and dehydration, and can 
impair absorption from breast milk. The 2011/12 New Zealand Health Survey found that the 
percentage of children under five years who were given solid food before four months of age had 
decreased from 16 percent in 2006/07 to 10 percent in 2011/12 (Ministry of Health 2012d). 
 

Poor living standards are related to poorer health 
Living standards are a direct measure of an individual’s or family’s actual consumption of goods 
and services necessary for wellbeing. People with low living standards experience a lack of 
material goods, do not fully participate in social activities and are forced to economise in order 
to afford the basics. 
 
In New Zealand, living standards are significantly associated with health outcomes, health risk 
behaviours and access to primary health care. Analysis of the New Zealand Health Survey 
showed that adults experiencing severe or significant hardship (according to the Economic 
Living Standards Index) were: 

• nine times more likely to experience psychological distress 

• five to six times more likely to have experienced an unmet need for a GP in the past 
12 months 

compared with adults with good or very good living standards in 2006/07, after adjusting for a 
wide range of demographic and socioeconomic factors (including income) (Ministry of Health 
2010a). 
 
Among adults experiencing severe or significant hardship there were also significantly higher 
levels of current smoking, obesity, asthma, ischaemic heart disease and arthritis. 
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Cold, damp and crowded houses are a major issue 
Housing is an important determinant of health. Our homes are where we spend a large 
proportion of our lives, and the housing environment can have a major impact on our health. 
Cold, damp and overcrowded houses can increase the risk of meningococcal meningitis, 
tuberculosis, rheumatic fever, measles, respiratory infections and mental health problems. A 
recent study found that more than 1300 hospital admissions each year were attributed to 
household crowding in New Zealand, accounting for one in ten hospital admissions for 
infectious diseases (Baker et al 2013). 
 
About one in 10 New Zealanders lived in crowded households in 2006, although there were 
considerable differences by ethnic group. For example, in 2006 four in ten Pacific people 
(43 percent) lived in crowded households. There were also higher rates of household crowding 
among people of Māori, Asian and Middle Eastern, Latin American or African ethnicity 
(Table 3.4) (Statistics New Zealand 2013d). 
 

Table 3.4: People living in crowded households, by ethnic group, 2006 

Ethnic group (total response) People living in crowded households 
Percent (%) Number 

European 5 113,700 
Māori 23 117,010 
Pacific 43 103,560 
Asian 20 65,094 
MELAA 23 7380 
Other 3 12,740 

Total 10 389,630 

Notes: Due to total response ethnicity, numbers will not sum to the total. Crowded households were defined by the 
Canadian National Occupancy Standard. MELAA = Middle Eastern, Latin American or African. 

Source: Statistics New Zealand 
 
In 2010/11 more than one-third (37 percent) of New Zealanders aged 15 years and over felt they 
lived in a house that had at least one major problem, according to the New Zealand General 
Social Survey (Statistics New Zealand 2013c). This included the following major problems: 

• 15 percent reported their house was too cold or difficult to heat / keep warm 

• 11 percent reported their house was too small 

• 10 percent reported that they live in a damp house. 
 
Māori and Pacific people were more likely to report cold, damp or small houses than other 
people. In 2010/11, 33 percent of Pacific people and 21 percent of Māori reported that their 
house was too cold. Also, 17 percent of Māori and 16 percent of Pacific people reported living in 
a house that was damp. 
 
Poor housing quality was also more likely to be reported by people aged 25–44 years, renters, 
sole-parent families and people with lower economic living standards. Poor housing quality was 
reported by over 70 percent of people experiencing severe or significant material hardship. 
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Social isolation and loneliness can increase the risk of early 
death 
Studies have shown that social isolation and loneliness are associated with a range of health 
issues, including depression, high blood pressure, dementia and increased mortality. 
 
The 2012 New Zealand General Social Survey asked New Zealand adults how often they had felt 
isolated from others in the last four weeks. The survey showed that people aged 25–44 years 
were the most likely to report loneliness (18 percent felt lonely all, most or some of the time), 
followed by people aged 15–24 years (17 percent). People aged 45–64 years (14 percent) and 
65 years and over (11 percent) had the lowest levels of loneliness. 
 
The survey also showed that in 2010 levels of loneliness were higher among people with poor 
mental health than among people with good mental health (measured with the SF-12 mental 
component score). Also, as economic standard of living got worse, people had a higher 
likelihood of feeling lonely, particularly among older adults (Statistics New Zealand 2013a). 
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Health system performance 

Key messages 
• Most New Zealanders are satisfied with health services and report a positive patient 

experience. 
• Internationally, New Zealand compares well in terms of access to health care. Access to 

health care is generally high, with improvements seen in access to mental health 
services, cancer screening and immunisations. 

• The timeliness of access to health services has improved, particularly in primary care, 
emergency departments and cancer treatment. 

• Māori, Pacific people and people living in more deprived neighbourhoods experience 
worse health outcomes and access many services at lower rates than the total 
population. However, improvements for these populations in a range of measures of 
service access (including immunisation, breast screening and reported barriers to 
primary care for children under six years) show how focused policy to improve access 
can redress specific disparities. 

• The rate of potentially preventable deaths (amenable mortality) continues to decrease, 
while the rate of potentially avoidable hospitalisations (ambulatory-sensitive hospital 
admissions) remains stable. 

• Patient safety continues to be an important area for improvement. Compared with 
other OECD countries, New Zealand reports relatively high rates of adverse events 
(such as post-operative complications). 

• In New Zealand, health expenditure continues to grow (although at a lower rate than in 
the past) at a time when a number of OECD countries are reducing public health 
spending. 

 
The health system plays an important role in helping people stay healthy through preventive 
care, treating acute and serious illness, and managing long-term conditions. Quality and safety 
are critically important aspects of health system performance, and continuous quality 
improvement is an important focus for the health sector, even when very good work is already 
taking place. 
 
This section presents information on internationally recognised aspects of quality and value for 
money in the health and disability system: 

• people-centred: health services respond to patients’ needs 

• access to services: health services are accessible to everyone 

• equity: services are equally accessible, responsive and effective for all population groups 

• timeliness: people receive health services when they need them 

• effectiveness: health services and treatments are effective 

• patient safety: health services do not cause harm to the patient 

• efficiency and sustainability: health services are efficient and provide value for money to 
ensure the long-term sustainability of the health system. 
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People-centred 
A high-quality health and disability system is people-centred, is based on a universal culture of 
care and compassion, is responsive to patients’ needs, and provides a positive patient 
experience. This includes treating patients with respect and dignity, protecting their privacy and 
explaining conditions and treatments. A more integrated and coordinated approach can provide 
a better patient experience. 
 

The majority of health care users are satisfied with services 
The 2011/12 New Zealand Health Survey found that 80 percent of adults were satisfied with the 
care they had received at their usual medical centre in the past 12 months (Ministry of Health 
2013f). People aged 75 years and over were more likely to report being satisfied with their usual 
medical centre (95 percent) than people aged 25–34 years (72 percent). 
 
These findings are supported by the Kiwi Counts survey, a survey of New Zealanders’ 
experiences with frequently used public services. In the March 2013 quarter 73 percent of health 
care users reported satisfaction with a range of services received. This represents an increase 
since 2009 (69 percent) (State Services Commission 2013). The Ministry of Health’s Annual 
Report provides further information on this survey. 
 

Most people have confidence and trust in health professionals 
The 2011/12 New Zealand Health Survey found that almost all adults (97 percent) felt that they 
were treated with respect and dignity by their GP, among those who had visited a GP in the past 
three months (Ministry of Health 2013f). There were similar levels for those who had visited a 
practice nurse (without seeing a GP at the same time) in the past three months (Table 3.5). 
 
There were also relatively high levels of adults reporting that their GP and/or practice nurse 
were good at explaining conditions and treatments to them, and at involving them in decisions 
about their care, as well as a range of other patient experience indicators. 
 
Levels of adults reporting good patient experience were also relatively high for emergency 
department doctors and medical specialists. There were somewhat lower results for after-hours 
doctors. There could be many reasons for this, including a lack of continuity of care, which is 
valued by patients and clinicians. 
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Table 3.5: Patient experience indicators for adults, 2011/12 

Patient experience indicator Percentage of adults (among those who had recently visited*) 
GP Practice 

nurse 
After-hours 

doctor 
ED doctors Medical 

specialist 

Good at treating patient with respect and 
dignity 

97 97 76 91 94 

Good at explaining conditions and 
treatments 

93 94 67 84 89 

Good at involving patient in decisions 90 92 – – 86 
Patient had confidence and trust 84 90 58 72 82 
Good at asking about patient’s symptoms 93 94 – – – 
Good at listening to patient 94 96 – – – 
Good at taking patient’s problems seriously 94 95 – – – 
Good at giving patient enough time 93 95 – – – 

– Data not collected in the survey. 

* Refers to those who had visited a GP or practice nurse (without seeing a GP at the same visit) in the past three 
months, and those who had visited an after-hours doctor, emergency department and/or medical specialist in the 
past 12 months. 

Source: 2011/12 New Zealand Health Survey (adults aged 15 years and over) (Ministry of Health 2013f) 
 
International comparisons also show that New Zealanders report comparatively good levels of 
communication with their regular doctor (Commonwealth Fund 2010). In 2010 about 
79 percent of New Zealand adults reported that their regular doctor always or often did all of the 
following: 

• gave them opportunities to ask questions about recommended treatment 

• explained things in a way that was easy to understand 

• involved them as much as they wanted in care decisions 

• spent enough time with them. 
 
The New Zealand rate compared favourably with rates in Australia (69 percent), Canada 
(60 percent) and the United Kingdom (59 percent) (Commonwealth Fund 2010). 
 

Most people experience continuity of care 
Having continuity of care, and integrating and coordinating different aspects of health care, is 
another aspect of putting patients at the centre of service delivery. Integrated care can help give 
a better patient experience and improve quality of care by enabling patients to move smoothly 
between different health care providers, depending on their treatment needs. Such care can also 
ensure resources are used more effectively by reducing duplication and fragmentation of care. 
 
Visiting the same medical centre when feeling unwell or injured can help patients to get good 
coordination and continuity of care because the medical centre will have a patient history for the 
person. The 2011/12 New Zealand Health Survey found that almost all children (97 percent) and 
adults (93 percent) have a GP clinic or medical centre they usually go to when they are feeling 
unwell or injured (Ministry of Health 2013f). Nine in ten children (91 percent) went to the same 
GP clinic or medical centre as their parent/caregiver. 
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Also, improving the links between primary health care and secondary health care (such as 
hospitals and specialists) means that patients get greater continuity in their health care. In the 
2011/12 New Zealand Health Survey 91 percent of adults reported after their last visit to an 
emergency department, hospital or medical specialist (among those who had visited one or 
more of these in the previous 12 months) that their doctor or staff at their usual medical centre 
seemed up to date about their care (Ministry of Health 2013f). 
 

New Zealand has good technology for sharing between health 
professionals 
Better information sharing between health professionals can enable improved services, more 
patient-centred care and enhanced patient experiences. New Zealand was shown to have good 
use of health information technology compared with other countries participating in the 2012 
Commonwealth Fund International Health Policy Survey of GPs. Almost all New Zealand 
doctors reported using electronic medical records in their practice (97 percent), similar to 
doctors in the United Kingdom (97 percent) and higher than in Australia (92 percent) and 
Canada (56 percent). 
 
Also, over half of New Zealand doctors (55 percent) reported that they could electronically 
exchange patient summaries and test results with doctors outside their practice – the highest 
rate of the 11 countries in the study, and much higher than the United Kingdom (38 percent) 
and Australia (27 percent). 
 
Under the National Health IT Plan, by 2014 every New Zealander will have a core set of personal 
health information available electronically to them and their treatment providers, regardless of 
where they access health services. 
 

Access to services 
People need to be able to access health care, at the right place and at the right time. One of the 
four guiding principles of primary health care is universal health coverage, which has been 
recognised by New Zealand and other member states of the United Nations as critical to 
delivering better health (WHO 2013). In particular, universal health coverage ‘aims to ensure 
that all people obtain the health services they need without the risk of financial ruin’ (WHO 
2013). The World Health Organization is developing a monitoring framework to help countries 
track their progress towards universal health coverage. 
 
This section presents information about access to a range of health services in New Zealand, 
including primary health care, prescription medicine, mental health and addiction services, lead 
maternity carers, B4 School Checks, breast and cervical screening, and dental visits. 
 

Internationally New Zealand compares well with regard to 
access to health care 
Public expenditure on health mitigates the cost of access to health services in New Zealand. 
Publicly funded services provide universal access to hospitals and many primary and 
community-based services, though some of these services also require co-payments from 
patients. There are targeted measures to improve access by reducing these costs for high-needs 
populations. 
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Out-of-pocket expenditure on health care in New Zealand is similar to the OECD average, with 
higher-income households contributing twice as much to total out-of-pocket costs as lower-
income households (OECD 2011). 
 

Most people used primary health care in the past year 
Primary health care is the professional health care that people receive in the community and is 
usually people’s first point of contact with the health care system. General practitioners (GPs), 
practice nurses, pharmacists, midwives, Well Child Tamariki Ora nurses (Plunket nurses), 
public health nurses and nurse practitioners are central components of primary health care 
services in New Zealand. 
 
The 2011/12 New Zealand Health Survey found that most adults (78 percent) and children 
(74 percent) had visited a GP in the past 12 months (Ministry of Health 2012c, 2012d). About 
31 percent of adults and 26 percent of children had visited a practice nurse, without seeing a GP 
at the same time, in the past 12 months. 
 

Almost everyone is enrolled in a PHO, and many are enrolled in 
practices that give them cheaper visits 
People enrolled with a primary health organisation (PHO) are able to access cheaper GP visits 
and reduced prescription charges. Most New Zealanders (95 percent) were enrolled in a PHO as 
at 1 July 2013, continuing a generally stable trend over the last four years. Some people were 
enrolled with practices that gave further benefits. 

• About 30 percent of the population are enrolled in a Very Low Cost Access (VLCA) general 
practice, which entitles them to further reductions in co-payments, to a maximum of $17 for 
adults, $11.50 for 6–17-year-olds and $0 for 0–5-year-olds. 

• Almost all (97 percent) children under six years of age were enrolled at a practice offering 
free visits for under sixes during the daytime, as at July 2013. This continues a generally 
increasing trend over the past five years since the Zero Fees for Under Sixes scheme was 
introduced. 

• Over 95 percent of children under six years of age have access to free after-hours visits within 
60 minutes’ travel time. 

 

Survey evidence indicates that cost remains a factor for some 
people accessing primary health care 
According to the New Zealand Health Survey, in 2011/12 about 14 percent of adults aged 
15 years and over reported that they had a medical problem but did not visit a GP because of 
cost at some time in the previous 12 months (Ministry of Health 2012c). Rates were higher 
among women, particularly those aged 25–34 years (29 percent) and 35–44 years (24 percent). 
The nature of patients’ needs in these circumstances is unknown. Emergency department (ED) 
services are free, and while 27 percent of adults who visited an ED in the past 12 months 
reported that they could have been treated in primary care, only 2.4 percent reported that cost 
was the main reason they visited an ED (Ministry of Health 2013c). 
 
The rates of unmet need for GP services due to cost were lower for children, particularly for 
those aged under six years (3 percent). This may reflect the high access rates to free visits for 
these children through the Zero Fees for Under Sixes scheme or the VLCA scheme. 
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Self-reported unmet need for GP services due to cost was also more common among higher-
needs populations, particularly Māori adults (23 percent) and Pacific men (15 percent), and also 
among Māori children (8 percent) and Pacific children (7 percent). The rates were higher for 
adults living in the most deprived areas (19 percent) than for adults in the least deprived areas 
(9 percent), although there were no significant differences for children by neighbourhood 
deprivation. 
 
Seven percent of adults and 5 percent of children reported that they had a medical problem 
outside of regular office hours but did not visit an after-hours medical centre because of the cost, 
at some time in the past 12 months. Rates of unmet need for after-hours medical centres were 
also higher for Māori and Pacific adults and children, and adults living in the most deprived 
areas. 
 
Prescription medication plays an important role in treating health problems. The cost of 
medicines prescribed in the community is capped: in January 2013 the maximum cost for 
individual subsidised prescription items increased from $3 to $5, for a maximum of 20 items 
per year. Beyond 20 items per family, additional prescription items are free. 
 
Nonetheless, in 2012/13, 6 percent of adults and 4 percent of children reported that cost had 
prevented them from collecting a prescription at some time in the past 12 months (Ministry of 
Health, New Zealand Health Survey preliminary data). There were clear differences between 
population groups, with higher rates among Māori adults (14 percent), Pacific adults 
(15 percent), Māori children (9 percent) and Pacific children (10 percent). Rates were much 
higher for adults living in the most deprived areas (14 percent) than for adults living in the least 
deprived areas (2 percent). The cost of subsidised prescription medicines increased during the 
period of data collection (June 2012 to July 2013). Despite this, preliminary survey data 
suggests that the proportion of people reporting that cost had prevented them collecting a 
prescription declined from 7 to 6 percent for adults, and from 7 to 4 percent of children from 
2011/12 to 2012/13. 
 

Increase in number of calls to Healthline 
Healthline is a free 24-hour telephone helpline staffed by experienced registered nurses who 
provide health information and recommend appropriate care for callers with symptoms. There 
has been an increase in the number of answered calls to Healthline over the past several years, 
from about 300,000 answered calls per year in 2008 to about 400,000 answered calls in 2012. 
 

More people are accessing mental health and addiction services 
It is important that people experiencing mental illness and addictions can access specialist 
mental health and addiction services. Since 2002/03 the use of specialist mental health services 
in New Zealand has increased. A higher proportion of the Māori population uses specialist 
mental health services than the non-Māori population (Figure 3.39). The level of access to 
specialist services has also increased at a faster rate for Māori than for non-Māori, particularly 
since 2004/05. 
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Figure 3.39: Percentage of total population accessing mental health and addiction services, 
by ethnic group, 2002/03–2011/12 

 
Notes: The number of NGOs reporting to PRIMHD has increased from 50 in 2008 (when PRIMHD was implemented) 
to 228 currently. Therefore some of the increase in access rates may be due to more complete reporting. 

Source: MHINC (until 2008); PRIMHD (since 2008) 
 

Nearly two-thirds of pregnant women registered with a lead 
maternity carer in their first trimester 
In New Zealand, lead maternity carers (LMCs) provide the majority of primary maternity care. The 
Ministry of Health recommends that pregnant women register with an LMC in their first trimester. 
LMCs who are registered midwives or GPs cannot charge a co-payment for maternity care. 
 
Among women who gave birth in 2012 and had a known LMC, 64 percent first registered with 
an LMC in their first trimester (Table 3.6). About 5 percent of women registered in their third 
trimester, and a small proportion (0.9 percent) registered after the birth. About 11 percent of 
women giving birth did not receive services from an LMC under the Primary Maternity Services 
Notice (Section 88) and will have been provided with primary or specialist maternity services 
through their district health board (DHB). 
 

Table 3.6: Registration with a lead maternity carer, by trimester, among all women with a 
known birth (live or stillbirth) in 2012 

When registered with LMC Number of 
women 

Percentage of women 
Among those with known LMC status Among total 

First trimester 35,024 63.5  
Second trimester 17,044 30.9  
Third trimester 2,567 4.7  
Postnatal 513 0.9  
Unknown* 7,137 – 11.5 

Total 62,285 100.0  

Notes: Based on self-employed LMCs (ie, LMC services provided under Section 88). 

* Unknown registrations include women who do not have a self-employed LMC, such as women without an LMC, 
women under the care of a DHB primary maternity team, women receiving shared care arrangements, and women 
fully under the care of a secondary maternity team and without an LMC. 

Source: National Maternity Collection, based on data from Births, Deaths and Marriages, the National Minimum 
Dataset and LMC claims data. 
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Most four-year-olds have had a B4 School Check 
The B4 School Check is a free health and development check for four-year-olds, and it is the 
eighth and final Well Child Tamariki Ora health check. It is an opportunity to identify any 
hearing, eyesight, behavioural, physical or learning development issues before the child starts 
school. If needed, children are referred to a GP, specialist or other services for further help and 
support. 
 
As at 6 July 2013 about 52,000 children had received a B4 School Check in the past 12 months. 
This represented 80 percent of four-year-olds in New Zealand. Coverage rates were similar in 
high deprivation areas (80 percent), but were lower for Māori children (71 percent) and Pacific 
children (70 percent). 
 

Breast and cervical screening rates improved in all ethnic groups 
Cancer screening involves a test to identify individuals at risk of cancer, with the aim of 
preventing cancer from developing or detecting the cancer at an early enough stage to treat it 
effectively. In New Zealand the breast and cervical screening programmes are an important way 
of detecting these cancers early. Breast screening is free for eligible women, but most women 
pay a primary health care fee for their cervical smear. A bowel-screening programme is 
currently being piloted in the Waitemata District Health Board area. 
 
Breast screening rates continue to improve, with 72 percent of women aged 45–69 years having 
had a breast screen in the past two years as at April 2013. Breast screening rates for Pacific 
women have improved in the past six years, from around 40 percent in 2007 to 72 percent in 
April 2013, which is similar to the total population rate in 2013 (Figure 3.40). Over the same 
period, screening rates for Māori women have also improved (from 42 to 64 percent), but they 
remain lower than the total population rate. 
 

Figure 3.40: Breast screening coverage rates for women aged 45–69 years in the past 
24 months, July 2007–April 2013 

 
Source: BreastScreen Aotearoa 
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Cervical screening rates are also improving, with 77 percent of women aged 25–69 years having 
had a cervical screen in the past three years, as at December 2012. This is up from 75 percent in 
October 2011. As at December 2012 cervical screening coverage rates generally remained lower 
among women of Māori (63 percent), Pacific (69 percent) and Asian (63 percent) ethnicity 
(Figure 3.41). Although rates have increased in all these ethnic groups, they remain below the 
target of 80 percent of women aged 25–69 years by 2014. 
 

Figure 3.41: Cervical screening coverage rates (in the past three years), women aged 
25–69 years, by ethnic group, 2007–2012 

 
Notes: Coverage includes eligible women screened by the programme in the previous 36 months (for three-year 
coverage). Populations are Statistics New Zealand 2006 census population projections, adjusted for hysterectomy 
prevalence. 

Source: National Screening Unit, Ministry of Health 
 

Dental visiting rates are lower among adults aged 18–44 years 
Regular dental visits are important for detecting dental problems (such as decay) early. The 
Ministry of Health and the New Zealand Dental Association recommend regular dental checks 
as one of the ways to keep teeth and gums healthy. In New Zealand, basic oral health services 
are funded for children and adolescents from birth up until their 18th birthday. 
 
The 2011/12 New Zealand Health Survey found that 78 percent of children aged 1–14 years and 
49 percent of adults aged 15 years and over had visited a dental health care worker in the past 
12 months (Ministry of Health 2012c, 2012d). Dental visiting rates were highest in children and 
young people aged 5–17 years and lower among those aged 1–4 years (52 percent) and 
18–44 years (Figure 3.42). Dental visiting rates were also below 40 percent among Māori adults, 
Pacific adults, Asian adults and adults living in more deprived areas. 
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Figure 3.42: Visited a dental health care worker in the past 12 months, by age group, 
2011/12 

 
Note: Only includes adults with natural teeth (‘dentate’ adults). 

Source: 2011/12 New Zealand Health Survey 
 
About 55 percent of adults reported that they usually visit a dental health care worker only when 
they have dental problems, or never visit at all. A previous national survey has shown that these 
people are much more likely to have untreated dental decay than people who usually visit for a 
check-up (Ministry of Health 2010b). Only visiting for dental problems (or never) was more 
common among Māori adults (73 percent), Pacific adults (78 percent), Asian adults (66 percent) 
and adults living in the most deprived areas (75 percent). 
 
Along with timely check-ups with a dental provider, water fluoridation can also have significant 
benefits to an individual’s oral health. Studies show that water fluoridation provides benefits 
above and beyond those from other fluoride sources alone. The earlier ‘Oral health’ subsection 
of this report includes data showing that New Zealanders living in fluoridated areas have better 
oral health than those living in unfluoridated areas. In 2011/12 fluoride was added to the 
drinking-water received by about 60 percent of the reported population, or about 2.3 million 
people (Ministry of Health 2013a). 
 

Equity 
Equity is internationally recognised as an important aspect of quality of health care in New 
Zealand. Equity is one of the six system-level domains in the New Zealand health quality and 
safety indicators (Health Quality and Safety Commission 2012). Equity is a measure of fairness; 
it acknowledges that there should be equal opportunity of access to health care regardless of age, 
gender, ethnic group, socioeconomic status or ability to pay (Institute of Medicine 2001). 
 
Throughout this report, differences in health outcomes and measures of access have been shown 
for different ethnic groups and by neighbourhood deprivation. The causes of these differential 
health outcomes are complex, but some result from differences in access to health services. 
Measures to address cost barriers for high-needs populations are described in the previous 
subsection on ‘Access to services’. 
 



 

214 Annual Report for the year ended 30 June 2013 
including the Director-General of Health’s Annual Report on the State of Public Health 

Trends in equity over the past decade 
There are a number of measures that show that more equitable outcomes are possible when 
policy and service delivery focus on achieving similar outcomes and service performance for all 
population groups. Following are some of the areas of improvement in equity in recent years. 
 

Differences in life expectancy are slowly reducing 

The gap in life expectancy between Māori and non-Māori narrowed between 1951 and 1986, 
then widened, and for the past 15 years has been slowly closing again (Ministry of Social 
Development 2010; Statistics New Zealand 2013b). For females, the difference between Māori 
and non-Māori life expectancy dropped from 9.3 years in 1995–97 to 7.2 years in 2010–12. The 
difference between Māori and non-Māori life expectancy among males decreased from 8.8 years 
to 7.4 years over the same period. 
 

Improved immunisation rates 

Since the adoption of the immunisation health target, the immunisation coverage rate at 
24 months of age has improved dramatically for Māori and Pacific children over the past six 
years. For Māori children the proportion of two-year-olds fully immunised increased from 
72 percent in 2007 to 91 percent in 2012. For Pacific children the proportion fully immunised 
increased from 78 percent in 2007 to 95 percent in 2012. These 2012 rates are comparable to 
the rates for the population as a whole. 
 

More women are participating in the breast screening programme 

Breast screening rates have greatly improved for Pacific and Māori women. In July 2007, 
42 percent of eligible Māori women (ie, those aged 45–69 years) and 39 percent of eligible 
Pacific women had been screened in the previous three years, compared with 57 percent of all 
eligible women. In April 2013 these rates had improved to 64 percent of eligible Māori women 
and 72 percent of eligible Pacific women, compared with 72 percent of all eligible women. 
 

Cervical screening rates are also improving for Māori and Pacific women 

Coverage rates for cervical screening among women aged 25–69 years have increased for both 
Māori and Pacific women, slowly reducing the difference from the total population coverage 
rate. For Māori women the three-year coverage rate increased from 55 percent in 2007 to 
63 percent in 2012; for Pacific women the rate increased from 55 percent in 2007 to 69 percent 
in 2012. Overall, there was a small increase among all eligible women, from 74 percent in 2007 
to 77 percent in 2012. 
 

Growth in access to mental health and addiction services 

Improved access to specialist mental health and addiction services has been achieved for the 
overall population, but it has occurred at a faster rate for Māori than for non-Māori, particularly 
since 2004/05 (see page 214 for further details). In 2011/12 a higher proportion of the Māori 
population (5.0 percent) used mental health services than the non-Māori population 
(2.8 percent). 
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Timeliness 
Timely access to health care (whether it be primary care, emergency department care, specialist 
visit, cancer treatment or elective surgery) when it is needed is an important dimension of 
service quality and may affect outcomes. Delays in access to health care can lead to emotional 
distress, as well as possible physical harm (eg, if the delay results in a delay in diagnosis or 
treatment). 
 

Improvements in timeliness of primary health care 
appointments since 2006/07 
Primary health is generally the first point of contact with the health care system, and it is 
important that people can access primary care when they need to. Most people are able to access 
primary care within 24 hours of when they need it. Nonetheless, according to the 2011/12 New 
Zealand Health Survey, 16 percent of adults and 14 percent of children were unable to get an 
appointment at their usual medical centre within 24 hours of wanting one at some time in the 
previous 12 months (Ministry of Health 2012c, 2012d). This was an improvement from 
2006/07, when 18 percent of adults reported this. No time trends were available for children for 
this indicator. 
 
The 2010 Commonwealth Fund International Health Policy Survey found that the proportion of 
New Zealand adults who reported being able to get an appointment with a doctor or nurse on 
the same or next day (78 percent) was better than in countries such as Australia (65 percent) 
and the United Kingdom (70 percent) (Figure 3.43). 
 

Figure 3.43: Same- or next-day appointment with doctor or nurse when sick or needed 
care, among adults, 2010 

 
Source: 2010 Commonwealth Fund International Health Policy Survey in 11 countries (adults) (Commonwealth Fund 
2010) 
 

More timely treatment in hospital emergency departments 
One of the health targets for 2012/13 is shorter stays in emergency departments; that is, 
95 percent of patients will be admitted, discharged or transferred from an emergency 
department within six hours. In the fourth quarter of 2012/13, 12 out of 20 district health 
boards achieved this target and the overall national rate was 93.5 percent. The Ministry of 
Health’s Annual Report provides further information on this health target. 
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Waiting times for elective surgery and specialists in New Zealand 
are improving 
Electives are medical or surgical services for people who do not need to be treated right away. In 
February 2011 a multi-year programme was introduced that included maximum waiting-time 
expectations for elective services, and in recent years there have been decreases in waiting times 
for first specialist assessments and elective treatment in New Zealand. At the end of June 2013 
there were 9 patients waiting over six months for an elective first specialist assessment, 
compared with 310 patients at the end of June 2012. Similarly, at the end of June 2013 there 
were 11 patients waiting over six months for elective treatment, compared with 460 patients at 
the end of June 2012. 
 
The number of elective treatments has increased over and above the government target. In the 
fourth quarter of 2012/13 the health target of increasing the volume of elective surgery by at 
least 4000 discharges per year had been achieved, with 158,482 elective surgical discharges 
provided, against a target of 148,259 discharges. This is 10,223 (7 percent) more than planned. 
The Ministry of Health’s Annual Report provides further information on this health target. 
 
According to the 2010 Commonwealth Fund International Health Policy Survey, 8 percent of 
New Zealand adults had to wait four months or longer for elective surgery, among those who 
needed elective surgery in the past two years. This rate was in the middle third of the 
11 participating countries and was better than in Canada (25 percent), the United Kingdom 
(21 percent) and Australia (18 percent) (Commonwealth Fund 2010). 
 
In 2010, 22 percent of New Zealand adults reported having to wait two months or more to see a 
specialist, among those who needed to see a specialist in the past two years (Commonwealth 
Fund 2010). This rate compared relatively well with rates in Australia (28 percent), the United 
Kingdom (19 percent) and Canada (41 percent). 
 

Shorter waiting times for cancer radiation treatment and 
chemotherapy 
A further health target for 2012/13 is shorter waits for cancer treatment; that is, everyone who 
is ready for treatment will receive radiation treatment or chemotherapy within four weeks of the 
decision to treat. In the fourth quarter of 2012/13 the national performance was 100 percent.27 
The Ministry of Health’s Annual Report provides further information on this health target. 
 

                                                        
27 After publication of the 2012/13 health target results, it was found that five patients who were ready-for-treatment 

waited longer than four weeks for radiotherapy. Four patients waited four weeks and one day and one patient 
waited four weeks and three days. This result differs to that previously published due to late identification of an 
administrative error. 
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Effectiveness 
This subsection examines how effective the New Zealand health system is at delivering services 
that reduce the burden of ill health on the population. Effectiveness is measured by the extent to 
which medical care, interventions or actions achieve the desired outcome. 
 
It looks at amenable mortality, ambulatory-sensitive hospitalisations (ASH), acute 
readmissions, cancer survival, survival after heart attacks and strokes, mental health services 
and immunisation. 
 

Amenable mortality rates are improving but remain twice as 
high for Māori 
Amenable mortality refers to potentially preventable deaths that might have been prevented if 
health services had been delivered more effectively or if patients had accessed services earlier 
(either in primary care or in hospital). From 2001 to 2010 New Zealand’s amenable mortality 
rates decreased across all ethnic groups (Figure 3.44). In each ethnic group the amenable 
mortality rate was higher for males than for females. 
 
However, since 2005 there has been no decline in amenable mortality rates for Pacific males 
and females. In 2010 amenable mortality rates for Pacific males and females were about twice as 
high as the rates for those in the Other ethnic group. Amenable mortality rates for Māori remain 
almost three times as high as the rates for the Other ethnic group. 
 

Figure 3.44: Amenable mortality rate per 1000 people aged 0–74 years, by ethnic group 
and sex, 2001–2010 

 
Notes: Amenable mortality includes some types of infection and cancer, maternal, perinatal and infant conditions/ 
complications, injuries, and a range of chronic disorders. Age standardised to the WHO world population. 

Source: Ministry of Health (provisional data) 
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Ambulatory-sensitive hospital (ASH) admission rates have 
remained relatively stable 
Ambulatory-sensitive hospital admissions measure the number of people who appear in hospital 
with conditions that could have been prevented or treated in out-of-hospital settings such as 
primary health care. ASH admission rates remained relatively stable from 2008 to 2012 in all 
ethnic groups (Figure 3.45). In 2012 Māori and Pacific ASH admission rates remained 
2–2.5 times higher than the rate for people of Other ethnicity. 
 

Figure 3.45: Ambulatory-sensitive hospital (ASH) admission rate per 100,000 people aged 
0–74 years, by ethnic group, 2003–2012 

 
Note: The data for Pacific people are taken from the seven DHBs with a substantial Pacific population: Waitemata, 
Auckland, Counties Manukau, Waikato, Capital & Coast, Hutt and Canterbury. All other DHBs’ Pacific populations are 
grouped into the ‘Other’ ethnic group. Age standardised to the WHO world population. 

Source: Ministry of Health (provisional data), Statistics New Zealand population estimates 
 

The acute readmission rate has increased over 10 years 
Acute (or emergency) readmissions to hospital within 28 days of a hospital discharge may be 
affected by a number of factors. An unplanned acute hospital readmission may often (though 
not always) occur as a result of the care provided to the patient by the health system. Acute 
readmissions may reflect that patients had a shortened length of stay and premature discharge 
(see page 227 for data on average length of stay), inadequate care after discharge, or lack of 
patient adherence to the care regimen following discharge from the hospital. 
 
The acute readmission rate has increased over the last decade, from 6.8 percent in 2002 to 
8.0 percent in 2012. From 2011 to 2012 increases have been seen in acute readmission rates for 
all age groups except 45–64 years, with higher readmission rates continuing in older age groups 
(Figure 3.46). 
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Figure 3.46: Acute readmission within 28 days of hospital discharge (percentage of all 
hospital discharges), by age group, 2002–2012 

 
Note: The definition and coding of acute readmission have been updated since 2012 and applied to previous years, 
so data may not be consistent with previously published data. 

Source: Ministry of Health 
 

More people are surviving cancer 
Cancer survival is a key outcome measure of cancer control. Cancer survival rates reflect the 
effectiveness of the health system in delivering cancer screening, diagnosis and treatment. 
Relative survival provides a measure of the excess mortality experienced by patients diagnosed 
with cancer, irrespective of whether the excess mortality is directly or indirectly attributable to 
the cancer. Five-year relative survival ratios show the percentage of patients with a disease who 
survive for at least five years after diagnosis, relative to similar people in the general population. 
 
Overall, people diagnosed with cancer are living for longer compared with 10 years ago, shown 
by relative survival ratios improving from 1998/99 to 2008/09 (Figure 3.47). In particular, 
there have been improvements in survival rates for breast cancer and prostate cancer over the 
past decade. Survival rates remained generally high for melanoma, prostate cancer and breast 
cancer. The survival rate for lung cancer is low, with little change over time. 
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Figure 3.47: Survival of people diagnosed with cancer (five-year relative survival rates, 
relative to similar people in the population), by cancer type, 1998/99–2008/09 

 
Source: Ministry of Health 2012a 
 
In 2008/09 there were large ethnic group differences in some cancer survival rates. Figure 3.48 
shows that Māori generally had much lower rates of survival five years after diagnosis than non-
Māori, particularly for prostate cancer and bowel cancer. Māori had slightly lower survival rates 
for breast cancer than non-Māori. 
 

Figure 3.48: Survival of Māori and non-Māori diagnosed with cancer (five-year relative 
survival rates, relative to similar people in the population), overall and by cancer type, 
2008/09 

 
Source: Ministry of Health 2012a 
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Improving survival after heart attacks and strokes 
Major events like heart attacks (acute myocardial infarctions, or AMIs) and strokes require 
careful and prompt acute care to reduce the risk of dying. The chance of survival after a heart 
attack or stroke can be improved by early treatment, effective and appropriate medical 
interventions, and coordinated and timely transport and care. The effectiveness of acute care 
treatment for heart attacks and stroke can be measured by the number of people who die within 
30 days of being admitted to hospital following a heart attack or stroke (the ‘in-hospital case 
fatality rate’). 
 
Table 3.7 shows that in 2009 New Zealand was in the best third of OECD countries for the case-
fatality rate within 30 days of a hospital admission for AMI, and in the middle third of countries 
for ischaemic stroke and haemorrhagic stroke, out of 28 OECD countries (OECD 2011). Recent 
data suggest that the New Zealand in-hospital mortality rates for AMI, ischaemic stroke and 
haemorrhagic stroke all declined between 2009 and 2011. 
 

Table 3.7: 30-day in-hospital mortality rate after a heart attack or stroke, 2009 

Event 30-day in-hospital case fatality rate 
per 100 patients 

OECD ranking 

New Zealand OECD average 

Heart attack (acute myocardial infarction) 3.2 5.4 Best third of OECD countries 
Ischaemic stroke 5.4 5.2 Mid third of OECD countries 
Haemorrhagic stroke 21.1 19.0 Mid third of OECD countries 

Note: Rates are age–sex standardised to the OECD population (45+ years). 

Source: OECD 2011 
 
In 2009 the New Zealand case fatality rate within 30 days of a hospital admission for AMI 
(3.2 per 100 patients) was lower than the OECD average (5.4 per 100 patients). New Zealand 
also had a comparatively good 30-day mortality rate after hospital admission for ischaemic 
stroke, with a similar rate (5.4 per 100 patients) as the OECD average (5.2 per 100 patients) in 
2009 (Table 3.7) (OECD 2011). Ischaemic stroke is the most common type of stroke, resulting 
from a blood clot cutting off the blood supply to the brain. 
 
However, for haemorrhagic stroke, which is the more difficult type of stroke to treat (caused by 
a blood vessel rupturing and causing bleeding in the brain), New Zealand had a mortality rate of 
21.2 per 100 patients. This was in the middle third of OECD countries and higher than the 
OECD average (19.0 per 100 patients) (Table 3.7). 
 

Fewer new admissions directly to acute inpatient mental health 
services 
One measure of the effectiveness of mental health services is the proportion of new clients 
whose first mental health visit is to acute inpatient mental health services rather than primary 
mental health services. The proportion of new mental health clients first seen in acute inpatient 
mental health services decreased from 6.0 percent in 2002/03 to 3.7 percent in 2011/12 
(Figure 3.49). This decline suggests that community mental health services became more 
accessible and effective over that period. 
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Figure 3.49: Proportion of new clients who were seen in acute inpatient mental health 
services (rather than primary mental health services), 2002/03–2011/12 

 
Note: ‘New clients’ are defined as people who were seen at a mental health service for the first time in the previous 
12 months. 

Source: PRIMHD 
 

More people have mental health relapse plans 
Relapse prevention plans are useful for long-term users of mental health services to identify 
their early relapse warning signs, ability to support themselves, and need for support services. 
Developing and updating a relapse prevention plan is an aspect of effective service provision. 
Ideally, each plan is developed collaboratively by clinicians, clients and family members. 
 
Nationally, the percentage of adult long-term service users with up-to-date relapse prevention 
plans increased from 76 percent in 2007/08 to 94 percent in 2011/12 (Figure 3.50). 
 

Figure 3.50: Percentage of adult clients with a relapse prevention plan, 2007/08–2011/12 

 
Notes: ‘Adult clients’ include people aged 20–64 years who have been seen by specialist mental health services in 
each quarter during the preceding two years. 

Source: DHB quarterly reporting 
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Immunisation levels have continued to increase for all ethnic 
groups 
Immunisation is one of the most effective and cost-effective interventions to protect people 
against harmful infections that can cause serious complications, including death. The National 
Immunisation Programme comprises a series of vaccines that are offered at no cost to babies, 
children, adolescents and adults, protecting them from diseases such as whooping cough and 
hepatitis B. This section includes information on vaccines offered to children, the human 
papillomavirus (HPV) immunisation programme for teenage girls, and the influenza 
immunisation programme. 
 
One of the national health targets is increased immunisation for children. Until June 2012 the 
focus of the health target was to fully immunise 95 percent of two-year-olds. As a result, the 
immunisation coverage for two-year-olds has improved markedly (Figure 3.51). In 2007/08, 
79 percent of two-year-olds were fully immunised; by 2012/13, 91 percent of two-year-olds were 
fully immunised (including with the newly introduced pneumococcal vaccine). Of particular 
note is the improvement in coverage rates for Māori and Pacific populations and those who live 
in more deprived areas. By 2012 the Māori coverage rate was nearly as high as the total 
coverage. 
 

Figure 3.51: Immunisation coverage rates at 24 months of age, by ethnic group, 
2007/08–2012/13 

 
Notes: Immunisation coverage is defined as children who have reached the milestone age (24 months) and who have 
fully completed their age-appropriate immunisations for the 12 months to 30 June each year. The 2012/13 data 
include pneumococcal vaccine (PCV). 

Source: Ministry of Health 
 
The current health target aims to ensure that 85 percent of all eight-month-olds will be fully 
immunised (ie, they have had their primary course of immunisations at six weeks, three months 
and five months on time) by July 2013. In quarter four of 2012/13, 90 percent of eight-month-
old infants had been fully immunised. Rates have improved substantially for vulnerable groups, 
with relatively high coverage in the June 2013 quarter for Māori (84 percent) and Pacific 
(92 percent) children. The Ministry of Health’s Annual Report provides further information on 
this health target. 
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The human papillomavirus (HPV) vaccine is available for females aged 12 years to their 20th 
birthday to prevent HPV. HPV is a sexually transmitted virus that can cause genital warts and 
can lead to cervical cancer. Currently, about half of all females eligible for the vaccination have 
received the full three doses (Table 3.8). Vaccination coverage rates are generally higher among 
Māori and Pacific females. 
 

Table 3.8: HPV vaccination coverage for dose three for females, by ethnic group, for 
eligible cohorts, coverage rate for period 1 September 2008–30 June 2013 

Eligibility Year born HPV vaccine dose 3 coverage rate (%) 
Total Māori Pacific Other 

No longer eligible for vaccine 1990 37 26 31 41 
1991 48 38 50 50 
1992 51 44 64 52 

Still eligible to get vaccine 
(while aged 12–20 years) 

1993 51 50 66 50 
1994 51 53 64 49 
1995 50 54 65 46 
1996 55 63 72 49 
1997 52 62 73 46 
1998 51 60 72 45 
1999 54 62 76 48 

Source: National Immunisation Register, Ministry of Health 
 
Influenza vaccines are available each year, with free vaccines available to eligible adults 
(including adults aged 65 years and over and health care workers). In 2012 over one million 
influenza vaccines were distributed in New Zealand. About 394,000 doses were administered to 
adults aged 65 years and over in 2011, which is a coverage rate of about 63 percent of all adults 
in this age group. In 2012, 48 percent of DHB health care workers had an influenza vaccine, 
with higher rates among doctors (57 percent) and nurses (46 percent). Provisional data suggest 
that in 2013 over 1.2 million influenza vaccine doses were distributed. 
 

Other quality measures are currently being developed 
In addition to the above measures, a number of other indicators of health system effectiveness 
and quality are currently under development and may be available for future Health and 
Independence Reports. These include the hospital standardised mortality ratio. New Zealand is 
also involved in the OECD’s Health Care Quality Indicators, which will allow valid comparisons 
of quality of care indicators across OECD countries. 
 

Patient safety 
Patient safety is a fundamental aspect of the performance of the health system, and maintaining 
a focus on patient safety can help improve the performance of the health system. Errors and 
adverse health care events can have a large impact on people’s health. In 2006 adverse health 
care events were the eighth-largest modifiable risk to health in New Zealand, accounting for 
about 3.2 percent of the overall health loss (Ministry of Health 2013d). 
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There are two categories of patient safety events: sentinel and adverse events. Sentinel events 
are rare but should never happen, such as a leaving a foreign body in the patient during a 
procedure or performing surgery on the wrong site. Adverse events are complications of care, 
such as post-operative sepsis and post-operative pulmonary embolism. These events can occur 
due to the high-risk nature of some surgical procedures and the underlying health problems of 
patients. While isolated adverse events do not necessarily indicate a patient safety issue and may 
not cause lasting harm to patients, an unexpectedly high rate may warrant further investigation 
to determine whether it is evidence of patient safety problems. 
 
Compared with other OECD countries, New Zealand has been found to have relatively high rates 
of reported sentinel and adverse events, including foreign objects left in the patient’s body 
during a procedure, post-operative sepsis, and post-operative pulmonary embolism or deep vein 
thrombosis. To some extent these findings may reflect better reporting of adverse events in New 
Zealand. However, among countries using a similar classification system and coding standard as 
New Zealand, New Zealand continues to have one of the five highest rates of complications. 
 
In New Zealand in 2011, 57 adults had a foreign object left in their body during a procedure; the 
New Zealand rate was in the worst third of OECD countries (Table 3.9). This type of sentinel 
event can be prevented by the use of surgical checklists, and there is currently work under way 
by the Health Quality and Safety Commission to focus on improving patient safety in this area. 
 
New Zealand also had relatively high post-operative complication rates compared with other 
OECD countries in 2011. Complications after surgery such as sepsis (infections), pulmonary 
embolisms (blockage of the main artery to the lung) and deep vein thrombosis (blood clot in a 
deep vein) can lead to increased mortality, poorer health outcomes, a longer hospital stay and 
excess costs. The risk of these complications can be reduced through measures such as using 
preventive medicine (prophylaxis) before surgery. 
 
In 2011, 573 people in New Zealand developed post-operative sepsis and 746 people were 
affected by post-operative pulmonary embolism / deep vein thrombosis (Table 3.9). The New 
Zealand rates were relatively high by OECD standards (based on provisional OECD data from 
2011). 
 

Table 3.9: OECD comparisons of procedural or post-operative complications, 2011 

Procedural or post-operative 
complications 

Number 
of cases 

Rate per 100,000 hospital 
discharges 

New Zealand’s rank in OECD* 

New Zealand OECD average* 

Foreign object left in body during 
procedure 

57 10.8 5.9 Worst third of OECD countries 

Post-operative sepsis 573 1068 784 Worst third of OECD countries 
Post-operative pulmonary 
embolism or deep vein thrombosis 

746 795 603 Worst third of OECD countries 

* These are provisional data and subject to change. 

Note: Post-operative complication rates are based on all surgeries and adjusted by the average number of secondary 
diagnoses. 

Source: OECD 2013 
 
New Zealand had higher rates of obstetric trauma such as tearing during birth (vaginal delivery) 
when an instrument was used, ranking in the highest third of 20 OECD countries. However, 
New Zealand compared better for this indicator when instruments were not used during 
delivery, ranking in the mid-third of 20 countries. 
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Health care errors 
Health care errors can include wrong medication or dose, mistakes in treatment, incorrect 
diagnostic or lab test results and delays in abnormal test results. The Commonwealth Fund 
International Health Policy telephone surveys, completed by 11 countries in 2010 and 2011, 
found that New Zealand had a relatively low rate of reported health care errors compared with 
other countries (Figure 3.52). These results may reflect differences in systems for reporting 
medical errors internationally. In the 2010 survey, 12 percent of New Zealand adults reported 
that they had experienced medical, medication or lab errors in the past two years (among adults 
who had had blood tests, x-rays or other tests in the past two years) (Commonwealth Fund 
2010; Commonwealth Fund 2011). 
 
Among people with higher health needs (ie, sicker adults who had had blood tests, x-rays or 
other tests in the past two years), New Zealand rates were relatively high. In 2011, 22 percent of 
sicker New Zealand adults reported one or more medical, medication or lab errors in the past 
two years, which was among the highest three rates in the 11 countries reported (Figure 3.52). 
 

Figure 3.52: Percentage of people who had any medical, medication or lab errors in past 
two years (among people who had had any blood tests, x-rays or other tests in the past two 
years), 2010 (all adults) and 2011 (sicker adults), international comparison 

 
Notes: Includes any of the following: wrong medication or dose, medical mistakes in treatment, incorrect 
diagnostic/lab test result and delay in abnormal test result. The telephone surveys include representative samples of 
adults aged 18 years and over, with New Zealand sample sizes of around 1000 in 2010 and 750 in 2011. 

Source: Commonwealth Fund Health Policy Survey in Eleven Countries (Commonwealth Fund 2010, 2011) 
 

Efficiency and sustainability 
Improving the efficiency and productivity of services and organisations is important to 
achieving value for money and maintaining increasing service volumes within a tight fiscal 
environment. Like many countries, New Zealand faces the increased health demands of an 
ageing population and changing burden of disease, as well as higher consumer expectations and 
growing costs associated with technological and pharmaceutical advances. 
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This section reports on the growth in health expenditure in New Zealand, growth in hospital 
discharges and the health workforce, and changes in the average length of stay and day case 
rates. 
 

The health sector has managed well since the global financial 
crisis 
New Zealand’s health sector has managed well in the face of lower funding increases in the 
aftermath of the global financial crisis. The rate of growth in real government funding for health 
care in New Zealand is still positive at 1.6 percent in the two-year period 2009–11, down from an 
average growth rate of 6.5 percent in the period 2000–09. 
 
By contrast, the OECD average annual real growth in government health expenditure dropped 
from 4.9 percent in the period 2000–09 to just 0.1 percent in the two-year period 2009–11, 
although there is wide variation across member countries. 
 
Twelve OECD countries experienced negative real government health spending growth during 
the two-year period 2009–11, while 20 OECD countries (including New Zealand) experienced 
positive growth (see Figure 1.2 in the Annual Report for more information). New Zealand now 
ranks 12th-highest in the OECD for growth in real annual average government health 
expenditure. 
 
Since the global financial crisis, some OECD countries have cut government health spending, 
leading to significant impacts for health services and staff. In New Zealand, growth in health 
expenditure has slowed, but the level of hospital activity and the number of clinical staff 
practising in New Zealand has continued to increase. For example, from 2008 to 2011 all-cause 
public hospital discharges per 100,000 population in New Zealand grew by 3.4 percent, the 
sixth-highest growth rate in the OECD. 
 
Clinical staff numbers have also increased over time in New Zealand. Ministry of Health 
statistics indicate that, from 30 November 2008 to 31 March 2013, the number of medical and 
nursing staff employed by DHBs increased by 1367 medical employed full-time equivalents 
(FTEs) and 2749 nursing employed FTEs (excluding health assistants). 
 

Average length of stay in hospital has decreased 
Having a longer hospital stay for medical and surgical treatment can reduce patient wellbeing 
and increase the cost of care. Measures to reduce length of stay include technological advances 
(such as new and less invasive surgical techniques), drugs that are more effective, improved 
community and follow-up care, and more effective hospital administration. The challenge for 
hospital staff is to ensure that minimising length of stay does not result in unnecessary 
readmissions or reduce the quality of care (see page 218 for results on acute hospital 
readmissions). 
 
Average length of stay for medical and surgical treatment in New Zealand has decreased overall 
since 2002. Total average length of stay decreased between 2002 and 2012, from 4.4 to 
4.0 days. Average length of stay for surgical procedures decreased from 5.6 to 5.0 days, while for 
medical procedures it decreased from 3.8 to 3.5 days. 
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The elective day case rate is increasing 
In many cases, undertaking surgical procedures on a day-case basis (that is, admitting and 
discharging the patient on the same day) can result in a less disruptive hospital visit for the 
patient and can ensure hospital resources are used more efficiently. The level of complexity of 
the average case influences the extent to which different specialities can implement day surgery. 
 
Between 2002 and 2012 there was an increase in the proportion of all surgical procedures that 
were carried out as day case procedures (from 53 to 58 percent). This means that a greater 
proportion of cases of a similar complexity were done in a day case environment than they were 
10 years ago. This trend is in line with international trends and suggests that hospitals are 
becoming more efficient at patient management. 
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Conclusion 
New Zealanders’ health and access to health services have improved in recent years, with 
improvements in a range of population health indicators and system performance measures. 
These include increasing life expectancy and health expectancy, declining mortality rates for 
major diseases such as cardiovascular disease and cancer, reducing smoking rates, decreases in 
amenable mortality rates, and improved coverage rates for important health initiatives such as 
childhood immunisation and breast and cervical screening. 
 
Evidence shows that cancer, cardiovascular disease and mental illness remain the leading causes 
of health loss in New Zealand. These conditions require a continued focus on reducing risk 
factors such as tobacco smoking and obesity, while ensuring good access to early diagnosis and 
effective treatment services. 
 
The health sector continues to respond to evolving challenges. The sector has shown that 
through focused actions it can improve coverage of services to populations with poor outcomes; 
for example, by improving immunisation and breast and cervical screening coverage rates for 
Pacific people and Māori. Nevertheless, disparities in health outcomes for Māori and Pacific 
people and deprived populations remain substantial for many common health outcomes. 
 
The health needs of an ageing population continue to shape the demand for services, which need 
to address the growing burden of non-fatal long-term conditions. Conditions such as diabetes, 
arthritis, dementia and COPD increase in prevalence from middle age, requiring the sector to 
manage high-quality services within resource constraints. 
 
The New Zealand health sector compares well internationally on measures of access to publicly 
funded services and patient experience. However, patient safety remains an important area for 
improvement. 
 
Many of the challenges facing the health sector are being addressed through better integration 
of the health sector with an increased focus on the delivery of community and primary care 
based services. This focus will assist people and their families to manage their own health in 
their own home, supported by specialist services when needed. Apart from the intrinsic benefits 
of good health to individuals, families, whānau and communities, a healthy population, living 
longer, can also translate to greater economic growth. 
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