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It is hard to imagine any other year so nationally and globally focussed on health
than 2020. One would probably have to go back to the Spanish ‘flu epidemic of
1918-19 to find something with similar impact on a global scale, back in a time
when it took most people six weeks by boat to travel from New Zealand to Europe,
and almost a century before news stories, reportsand data zoomed around the world
in milliseconds via cyberspace, bringing information (and misin-formation) to us,
often on handheld devices, 24/7.

For many New Zealanders, the only health issue this
year is Covid-19. It is entirely appropriate that we —
as a nation and as a global community — have had
a massive response to the emergence of the disease
caused by a novel coronavirus. But we should not lose
sight of the very many other illnesses and conditions
that affect our people, reducing their quality of life
and limiting their life spans, preventing them from
a long life lived predominantly in a state of health
and wellness. We should not forget about the myriad
health issues that demand addressing in this country.
In fact, those with pre-existing health issues, such
as cancer, cardiovascular disease, respiratory conditions and diabetes, are more vulnerable to the
worst effects of Covid-19.

consumers might have that their health and wellbeing will be protected from flawed medical
devices in future;
•

the issues in the provision of maternity services,
including the closing of provincial birthing units
and the ongoing midwifery staffing crisis;

•

the impact of socio-economic factors and poverty
on health (education, occupation and income,
homelessness, inadequate and poor-quality
housing, domestic violence; tobacco and alcohol
consumption);

•

consumer representation and engagement of
consumers with their own health, health policy
and the DHBs.

Sometime after the 17th of Octo-ber, and irrespective
of which political party or parties form the
Government, we will have a new Minister of Health.
No doubt the Covid response, including economic
recovery, will remain the biggest single issue to
occupy the Government for many months to come.
Although we recognise that all health issues must
be considered against a back drop of an infectious
disease that has significantly changed our world
and the way in which we live in it, the Government
cannot afford to ignore other pressing issues in the
health sector.
The Auckland Women’s Health Council has spent
more than 32 years addressing the issues that impact
on women’s health and well-being in Aotearoa
New Zealand. Over that time progress has been
made in many areas of health in this country from
the establishment of Health and Disability Code of
Rights in the 1990s, to the removal of abortion from
the Crimes Act, and the enacting of the Abortion
Legislation Act 2020 in March this year, aligning
abortion services with the provision of other health
services.
We ask that whoever is appointed as the new Minister
of Health will address what we consider to be some
of the most pressing issues in the health sector that
prevent many New Zealanders from living long
healthy lives, specifically:
•

the inequities and disparities affecting Māori,
Pasifika and women with disabilities;

•

the ongoing issues around facilitating patients to
provide truly informed consent to med-ical tests
and procedures as pro-vided for in the Code of
Rights;

•
•

the flaws in the Health and Disability Commission
and com-plaints process;
the inadequate response to the surgical mesh
crisis, which un-dermines any confidence that
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Inequities and
Disparities

For years Māori and Pasifika peoples have suffered
the impacts of inequities and disparities in health
that manifest as greater incidence of ill health,
poorer access to health and disability services and
significantly poorer health outcomes.
•

On average, Māori die seven years earlier than
non-Māori and are 2.5 times more likely to die
from diseases that can be addressed through
health care.

•

One-third of Māori preschool children receive no
oral care, and more than half of 5-year-old Māori
children have dental caries (33% higher than for
non-Māori children).

•

Young Māori have poorer general physical and
mental health, are more overweight, have greater
substance use, and higher exposure to violence.

•

Hospital admissions for self-harm are higher and
suicide rates double among Māori aged 15–24
compared to non-Māori.
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Figure 1 Age standardised death rate (per 100,000 of population) for Māori and non-Māori, women and total population for the
four main non-communicable causes of death in 2016 (from data from Mortality 2016: Data tables2)

•

Māori develop diabetes up to 10 years younger
and progress earlier to more serious disease, yet
are less likely to receive appropriate monitoring
and testing.

•

Despite being significantly more likely to report
multiple disabilities, Māori aged 65 and over
are much more likely to have unmet need for a
disability aid than non-Māori.1

Figure 1 (above) provides the age-standardised death
rate (per 100,000 of population) for Māori and nonMāori, women and total population for the four main
non-communicable causes of death in 2016, showing
clearly the disparities in outcomes for Māori.
Even where “Māori are accessing health services,
they do not always receive optimal quality of care,
and this negatively affects outcomes for Māori.
Lower quality of care includes suboptimal prescribing and over-prescribing to Māori, poor communication between professionals and Māori
patients, delays in treatment and surgical
interventions, and longer hospital bed stays after
acute admissions.”1
In July 2019, the report A Window on the Quality
of Aotearoa New Zealand’s Health Care 20193 was
published by the Health Quality & Safety Commission (HQSC). The report focuses on Māori health
equity and concluded that there are the following
health inequities for Māori:
•

Inequity in access: services are less accessible for
Māori, with health services being less likely to be
accessible for Māori compared with non-Māori
over the life course, beginning prior to birth,

•

Inequity in quality: services are not providing
the same benefits for Māori; even when they can
access services, the evidence shows inequity in
the quality of those health services and treatments
for Māori.

•

Improvement – efforts to improve quality do not
always improve equity for Māori.

In his foreword to the report, Professor Sir Mason
Durie says “It would be misleading to conclude that
failures in the health system are the reason for all the
disparities. Sub-standard housing, poor education,
unemployment, low incomes, cultural alienation,
alienation from land, and frank discrimination have
all contributed to the problem. In that respect, a
whole-of-society remedy must be sought.”3
There are also significant disparities and inequities
experienced by New Zealanders living with
disabilities:
“Evidence shows that disabled people have more
frequent contact with the health and disability
system but do not achieve equity of health outcomes
when compared with the rest of the population. They
report poorer health than their non-disabled peers
and may experience multiple barriers in accessing
health services.”4
The Health and Disability System Review – Final Report
found that there were higher rates of disability in
families living in high deprivation communities
and that Māori have significantly higher rates of
disability across all age bands.4
“Physically disabled adults experience a higher
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prevalence of chronic diseases including arthritis,
asthma, cardiovascular disease, diabetes, high blood
pressure, high cholesterol and stroke,” and “people
who have an intellectual disability have high levels
of unmet health need.”5
Mirfin-Veitch and Paris concluded in their review
of primary health and disability that “for many
disabled people, access to primary care is limited
at the practice level through inaccessible premises,
health information provided in inaccessible
formats, and inexperienced health professionals.”5
All New Zealanders must have easy access to
equitable, affordable, accessible and available as
well as culturally appropriate and acceptable health
care when and where they need it. Addressing
inequities and disparities in the provision of health
and disability services must be the highest priority
for the Government. No-one should receive a
poorer level of care or have poorer outcomes based
on ethnicity, culture, disability, level of deprivation
or location of residence.

Informed
Consent and
the Code of
Rights
Informed consent was a
major issue in the Cartwright Inquiry 6 into the
treatment of women with cervical cancer at National Women’s
Hospital in the 1960s and 70s, and
went on to become a central tenet of
the Health and Disability Commissioner
(Code of Health and Disability Services
Consumers’ Rights) Regulations 1996 implemented as a direct result of the Inquiry report.7
Right 7 states that consumers/patients have the
“right to make an informed choice and give informed
consent.”8
The right to make an informed choice and give
informed consent extends to situations in which
consumers are asked to, or do, participate in research or the teaching and training of others.8
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Despite the fact that these rights have been enshrined in New Zealand law for almost 25 years
there are regular breaches of these rights reported
both in the media and in complaints to the HDC.
In March this year, AWHC reported9 on allegations of serious breaches of patient rights at North
Shore Hospital involving “junior doctors, midwives
and paramedics observing or performing obstetric
and gynaecological surgeries on patients under
anaesthetic who have not consented to it.”10
This came a year after research published by Dr
Philippa Malpas and colleagues in the New Zealand
Medical Journal, in which they found that University
of Auckland student doctors were performing
sensitive examinations without patients knowing
that they’re still in training. Students said that “some
senior clinicians responded by saying it was too
difficult to explain to “uneducated” patients.”11, 12
These breaches of the right of consumers to be
fully informed and provide informed consent to all
medical diagnostics, testing, procedures and treatment are just the tip of the iceberg and at the
more serious end of the scale. Direct personal
communications with this author indicate that
health professionals are failing on a regular basis
to fully inform patients and obtain truly informed
consent in the provision of a wide range of
health services.
In the 2019 Annual Report, HDC Anthony Hill
wrote “The issue of informed consent, which lay
at the heart of the Cartwright Inquiry and is the
cornerstone of the Code of Health and Disability
Services Consumers’ Rights (the Code), continues to
be raised in complaints to HDC.”13
Consent is an issue that is prominent in complaints
to the HDC every year.14 In the 2018/19 year 15% of
complaints were regarding informed consent; 54%
of complaints involved inadequate communication
or failures in communication.13 Communication
between health professional and patient is a process
that is vital in order to fully inform patients and
in order for them to provide informed consent.
Given the scant regard that appears to be given
to the right of patients to be fully informed and
provide informed consent in situations in which
medical students are being trained, perhaps it
should not be surprising that we continue to produce health professionals who deny their patients
that right. At the very least, we have some,
perhaps many, health professionals who appear
to have a tenuous understanding of what it means
to obtain informed consent from their patients.
It is insufficient for health professionals to expect
all patients to understand all their rights and to be
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responsible for actively ensuring that their rights are
upheld. Therefore, there needs to be an increased
focus on the need for all patients to be honestly and
openly informed about:
•

what diagnostic/testing/screening, treatment or
procedure they are being offered and why;

•

what is involved in what they are being offered;

•

the probable benefits, risks, side effects, failure
rates and alternatives; and

•

that they have a choice

The essential elements of the informed consent
process are effective communication, full information
and freely given competent consent, and it is critical
that our health professionals ensure that this occurs.

The HDC and
the Complaints
Process

The provision of health and disability services is
subject to the same flaws and frailties of any service
or activity undertaken by human beings. Mistakes
are made and unforeseen complications arise.
However, mistakes made in the health and disability sector can be lethal at worst, and almost
always impact on a person’s quality of life. It is
important that we have a fair, simple, speedy, and
efficient means by which consumers can make
complaints about their experience and ensure that
improvements are made; and that, in future, the
likelihood of another such experience for anyone
is reduced.
In April 2020, the AWHC published an in-depth look
at the Health and Disability Commissioner and the
complaints process, asking, has the HDC fulfilled
its promise?15 While some of the shortcomings in
the complaints process can be attributed to the way
in which complaints are investigated*, one of the

issues with the process is the lack of right to appeal
a decision, including a decision to take ‘no further
action’.
If the HDC takes no further action, refuses to
investigate, or the investigation does not uphold
the complaint or the resolution is unsatisfactory,
there is no right of appeal and there is no ability in
New Zealand to take a medical negligence action
for damages.16
Prof Jo Manning writes:
“…the governing legislation does not provide
an appeal or review mechanism, … it gives the
Commissioner broad, largely unreviewable powers
to control the fate of complaints. The HDC complaints process is the only available option for
aggrieved patients and their families to have their
grievances substantively addressed; there is no
alternative means of doing so. The HDC complaints
process is virtually the “only game in town” for
complainants. Yet they cannot access it as of right,
nor can either party seek to correct decisions they
consider wrong or unjust.”9
The lack of right to appeal is equally applied —
health and disability service providers also have no
avenue to appeal a decision that goes against them.
In comparing the generous rights of appeal on ACC
decisions with the striking “lack of any opportunity
for external review or appeal from adverse HDC
decisions”, Jo Manning says that the difference
between the two is indefensible.16
In June 2020 Renate Schutte presented a petition
to Parliament requesting that the “House of
Representatives amend the Health and Disability
Commissioner Act 1994 to give complainants, and
those that are the subject of complaints, the right to
appeal decisions made by the Health and Disability
Commissioner.”17
Her petition argues that “The Commissioner (HDC)
is the only recourse for patients to lodge complaints,
so it is vital that the HDC provide robust decisions.
Complainants and medical professionals have a
right to justice and to query decisions. Review by
the Ombudsman can only assess the decision
process, not its fairness. I feel a right of appeal
will give assurance that decisions are fair and
transparent, and greater vigilance of the HDC will
help improve medical performance and ensure
patient safety in the long term.”
* such as the relatively low number of complaints investigated
compared with those in which the decision is to take ‘no further
action’ and significant delays in complaint resolution for those
that are investigated.
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The petition was presented on the 22nd of June 2020
and has been referred to the Health Select Committee. However, a flaw in the HDC legislation
that flies in the face of natural justice and prevents
the right of appeal, should not have to be remedied
by a consumer or consumers making a case to
the Health Select Committee and relying on that
committee to recommend an amendment to the
legislation. Flawed legislation should be fixed as
a matter of course, in order for natural justice to
prevail and for consumers to have faith in our
only means to obtain resolution when there are
failures in any part of our health system.

Protecting
Consumers
from Flawed
Medical
Devices
There has been an inadequate response from the
Ministry of Health and other Government agencies
to the surgical mesh crisis over a sustained period
of time, which undermines any confidence that
consumers might have that their health and wellbeing will be protected from flawed medical
devices in future.
In 2018, one of the British Medical Journal’s editors,
Fiona Godlee, asked “Why aren’t medical devices
regulated like drugs?” and reported that “a major
international investigation, involving 59 organisations
and including the BMJ, finds device regulation
unfit to protect patients from harm.”18

•

What happens when the world’s biggest medical
device maker becomes a “health services provider”? (www.bmj.com/content/363/bmj.k4917)

•

FDA recommends “modernizing” review of
devices in wake of global investigation (www.
bmj.com/content/363/bmj.k5026)

A first-ever global examination of the medical device
industry found that health authorities across the
globe have failed to protect millions of patients from
poorly tested implants.19
The investigation found that when flaws are found
in medical devices and safety alerts and recalls are
triggered, all too often these warnings fail to reach
doctors and patients. Recalls, withdrawals and bans
on devices are not uniformly applied from country
to country causing confusion and raising risks to
patients where insufficient action is taken.
Surgical mesh is specifically mentioned as an
example of how variable the response to problems
with devices is, “even when devices have received
intense public scrutiny.”19
In December 2018 a draft of the Therapeutic Products Bill and a consultation paper was released
with a consultation period that closed on the
18th of April, 2019. Eventually, the Therapeutic
Products Bill will replace the Medicines Act 1981
and establish a new regulatory scheme for therapeutic products, including medical devices.
An overhaul of a regulatory framework for
therapeutic products is long overdue as evidenced
by persistent issues with medical devices alone.
One only has to consider what has happened with
surgical mesh to realise that regulation of devices
in this country is totally inadequate. However,
mesh is only the latest debacle visited upon
trusting New Zealand consumers, with breast
implants, hip replacements, pacemakers and the
Essure contraceptive device in the recent line-up of
medical device disasters.

•

How lobbying blocked European safety checks
for dangerous medical implants (www.bmj.com/
content/363/bmj.k4999)

That regulation of medical devices is grossly
inadequate internationally is insufficient excuse for
New Zealand’s regulatory laxity, and the Therapeutic Products Bill is an opportunity for our
Government to not only rectify the problem here,
but show the rest of the world how it should be
done — if they are prepared to hold manufacturers
and practitioners to account on the safety and efficacy of devices, rather than bow to industry pressure
to pay only lip service to these important issues.

•

Surgeons call for compulsory registers of all new medical devices (www.bmj.com/content/363/bmj.k5010)

However, 17 months on from the close of the
consultation period, we appear to be little closer

The same edition of BMJ featured four articles on
medical devices and the international investigation
into their safety:
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to finalising of the Therapeutic Products Bill. The
MoH website says that 442 submissions were
received from a variety of stakeholders, including
consumers, industry professionals, health practitioners and their organisations, and health sector
organisations.20
The MoH has “analysed the submissions received
and are using them to inform further development
of the Bill and the scheme more broadly.” Once this
has been completed the proposed bill will enter the
Parliamentary process, which is expected to include
further public consultation.
However, for every month of delay in the progress
of this bill, more New Zealanders face potentially
devastating consequences of an unconscionably
under-regulated medical devices industry.
In September 2018, a MoH-commissioned cost:benefit analysis of a clinical quality register (CQR)
for surgical mesh, was published. The proposed
register would continually monitor and improve
surgical outcomes, resulting in lower treatment cost,
mortality and morbidity. The report “provides an
analysis of the number and cost of mesh surgery,
the cost of the burden of disease, the costs and
benefits of clinical registries generally, and an
estimated benefit-cost ratio for a surgical mesh
registry in New Zealand. It responds to the Health
Committee’s report, presented to Parliament in June
2016, which recommended that the Government
investigate options for establishing and maintaining
a centralised surgical mesh registry.”21
“The cost of establishing and maintaining a full
registry is estimated at $15 million over 10 years.
With a potential return of $45 million in benefits
from improvements in surgical quality estimated
over the same time period, this gives a benefit-cost
ratio of approximately 3:1.”21
The report estimated a register would take two
years to design and implement and up to five years
to return usable and actionable data. Two years
down the track and we still have no mesh register
– a system that would significantly improve the
adverse impact of surgical mesh complications over
time, irrespective of the enactment of legislation
that would ensure greater regulation and oversight of medical devices.
By the end of June 2019, Medsafe had received 1325
adverse event reports relating to surgical mesh
since 2005.22 Although both surgeries and reported
adverse events relating to mesh procedures have
dropped considerably since 2017, when there was
widespread global attention on the devastating

health effects of mesh complications, consumers
— and it is predominantly women — continue to
suffer significant loss of health and well-being and
loss of quality of life as a result of mesh procedures.
Waitemata DHB has developed a system that
should see an improvement in the situation for
patients when things go wrong; the new system
will record and store the barcodes of implants used
by surgeons.23
Urologist, Dr Eva Fong, says “It will allow me to
know what I’ve put into people and also if I go to
take out something that someone else has put in at
least I’ll know what they put in because we have
had problems in the past with loss of paper records.”
While mesh campaigners are thrilled by this
development, Charlotte Korte, of Mesh Down Under
points out that it should have happened years ago,
and that the MoH and Government should look at
rolling this out nationally, in all DHBs and in the
private sector.
Such a system could also keep track of other
medical devices.
It is long past time that the Government and
regulatory agencies took the adverse impacts of
unsafe, under-tested and under-regulated medical
devices more seriously and did far more to protect
the health and well-being of New Zealanders.

Maternity
Services
New Zealand’s Model of Maternity Care has been described
a s th e e n v y o f w o m e n
around the world, and
supposedly gives women
the opportunity to make
choices about their pregnancy, including their lead
maternity career (LMS) and
their place of birth. Ady Priday,
a South Auckland Lead Maternity
Care midwife, says “Our system is the
envy of the world in terms of good outcomes and yet not everyone here seems
to value it.”24
Most importantly our Government doesn’t seem
to value it.
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Years of under resourcing of the maternity services
sector has seen midwives leaving the profession in
their droves,25 women struggling to find a midwife
at all let alone one of their choosing, and women
being discharged from maternity wards before they
are ready to leave.26 The role of midwives is so
undervalued that many are leaving the profession,
and some independent midwives effectively work
for as little as $7 to $12 an hour.27, 28, 29 In addition,
the closure of provincial birthing units has put the
lives of mothers and babies at risk.

support from conception to the critical few weeks
after their births.

A number of small provincial birthing units have
closed forcing women to have to travel long distances
— sometimes for two hours or more — to have their
babies. According to the Ministry of Health 2017
report on maternity, 11 primary birthing facilities
have closed around the country.30 Since this report
was written a further unit, Lumsden, has been
downgraded to a “hub” forcing local women to travel
to Southland or Dunedin hospitals.31
Women are entitled to 48 hours postnatal in-hospital
care, yet women have been asked to leave within 12
hours because beds are needed.32
On the 16th of July Associate Health Minister Julie
Anne Genter announced a $242 million maternity
package, the largest ever funding boost for primary
maternity services in this country. The package is
“targeted to recognise the work midwives do when
caring for women living rurally, and those who have
high-needs pregnancies.”
While this funding package has been welcomed
by those representing midwives, it is going to take
years to undo the harm done by chronic underresourcing of the maternity sector. It will take years
to graduate sufficient new midwives to address the
current chronic shortage and raise staffing to levels
that will ensure that mothers and babies are safe and
well cared for during pregnancy, labour and in the
post-natal period that is so critical for the contributing
to life-long health.
The recent funding announcement by the incumbent Labour-coalition Government must be backed
up by a strong commitment to supporting maternity
services, particularly in DHBs struggling with
high demand in women’s health services, and the
midwifery workforce, to ensure that we really do
have a maternity model that can be the envy of
the rest of the world. Most importantly we need to
ensure that our babies have the very best start in
life, no matter where in the country they are born
and into what family or social circumstances, and
that their mothers get the very best of care and
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Social
Determinants
of Health
Addressing health and well-being — or lack of them
— in Aotearoa New Zealand is not just about having a well-resourced, highly functioning health
system. To a large extent, our public health system is
an ambulance at the bottom of the cliff, dealing with
the impacts on health and the causation of disease
contributed to by underlying factors. To attain
health, wellbeing and healthy longevity for our
citizens requires us to address the social determinants of health:
• education,
•

occupation/employment and income,

•

poverty and deprivation,

•

culture and ethnicity particularly as they pertain
to underlying socioeconomic status,

•

homelessness, and inadequate and poor-quality
housing,

•

availability and affordability of quality food,

•

domestic violence,

•

tobacco, gambling, alcohol and other drug
related harm.

Recognition of the need to address the social
determinants of health in Aotearoa New Zealand is
not new, nor has it been ignored. The AWHC accepts
that there have been attempts to address and resolve
these issues; however, we believe that more must be
done and as a matter of urgency.
In 1998 a report from the National Advisory
Committee on Health and Disability found that:
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•
•

•

social, cultural and economic factors are the main to society as a result of exclusion, poor education,
determinants of health;
unhealthy housing, limited employment options, and
policies that perpetuate unhealthy lifestyles. The 2011
there are persisting health inequalities as a result of
Rio Political Declaration* on Social Determinants of
socioeconomic factors in New Zealand and some
Health emphasised ‘that doing so is not only a moral
evidence that these may be worsening;
and a human rights imperative but also indispensable
current trends in many socioeconomic factors in to promote human well-being, peace, prosperity and
New Zealand are likely to widen health inequalities sustainable development’.”35
further;

•

there are good reasons for intervening to reduce * https://www.who.int/sdhconference/declaration/en/
socioeconomic inequalities in health;

•

there are evidence-based interventions for reducing
these inequalities.33

The report says that “action to reduce inequalities
in health resulting from social, cultural and economic
determinants requires a comprehensive approach
involving strategies both within and outside the
health sector. This requires broad acknowledgement
of the important role of social, cultural and economic
factors that determine health and of socioeconomic
inequalities in health. It also requires a long-term
commitment to confirm that interventions are
improving the health of low socioeconomic groups.”33
Twenty-two years on from this report and these
issues remain, and progress has been inadequate.
What is required is an all of Government, crossparty commitment to addressing and resolving
the social determinants of health that currently
ensure that many New Zealanders go without
many of the things they need for health and wellbeing. It is time that health ceased being a political
football and that the leadership, policy and re-sourcing
was committed to ensuring health equity for New
Zealanders.

Consumer
Representation
One of the AWHC’s priorities is that women
participate in all decision-making processes for
health care services; that women contribute gender,
women’s health and consumer perspectives to the
development of policies that are likely to have an
impact on women’s health and wellbeing.

The engagement of New Zealanders not only with
their own health but with the development of health
policy and legislation, and with the structure and
running of our health system, is important to ensure
For example, Health Coalition Aotearoa point out that
a robust and consumer-centred health system that
“<0.5% of the health budget is spent on the prevention
first and foremost meets the needs of our citizens.
of harm from tobacco, alcohol and unhealthy food
which cause 32% of the premature death and Consumer representation has increasingly been
disability”. 34 Greater progress in this area alone will promoted within the health system. However,
make a significant impact on achieving goals of health AWHC questions how much genuine and effective
equity.
consumer representation there is.
Until social determinants of health are adequately
addressed and resolved, health and well-being for
all New Zealanders — health without disparities and
inequities — will not be possible.

The report on the recent Health and Disability System
Review recommended dispensing with elected
representatives on DHB boards, yet one of the four
themes of the review was “ensuring consumers,
An editorial in The Lancet in 2012 summed up the issue: whānau and communities are at the heart of the
system”.4
“The link between politics and pathology and the
resulting need for science to inform policy in order The reviews states that that “communities need to
to improve health was articulated by Rudolf Virchow have a part in the decision making about the design
in the 19th century. Clinicians everywhere have a and delivery of treatment services at all levels” and
responsibility that goes beyond treating the results that “communities need more effective avenues for
of socially influenced illness in the individual, which guiding the direction of health service planning and
is to draw attention to the morbidity and years lost delivery.”4
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The review panel believes that to create a responsive
system, communities must have “a real say” in
the system and that people and communities must
be better involved. They say that while “elections
for DHB board members were intended to give
communities a strong say in governing their DHB,
… there is limited evidence to show it has been
successful.”4
However, the report appears to be light on the
specifics of how consumers will have a say, with
statements such as:
“Local communities, iwi partners, consumers and
whānau, clinical experts and other stakeholders
should have meaningful opportunities to influence
planning, and be engaged throughout the life of
strategic plans to understand priorities, implications
for services and outcomes achieved.”
Additionally, the panel views NGOs as having an
integral role in representing the consumer voice.
While they state that the “new system” must
give communities, iwi partners and consumers
meaningful opportunities to influence priorities,

plans and outcomes, they don’t include any detail
on what that will look like or how the system will
ensure that consumers have such opportunities on a
practical level.
A 2004 report found “New Zealand lacks a strong
national consumer voice and there is no organised
system of networking or sharing information within
the sector or for government agencies or providers to
engage with consumers.”36
Under the New Zealand Public Health and Disability
Act 200037, one of the objectives for DHBs is “to foster
community participation in health improvement,
and in planning for the provision of services and for
significant changes to the provision of services”. The
twenty DHBs all have consumer councils.
In addition, PHARMAC must have a consumer
advisory committee to provide input from a
consumer or patient point of view, and the Health
Quality and Safety Commission (HQSC) must work
collaboratively with any groups representing the
interests of consumers of health or disability support services; and any other organisations, groups,

Health and Disease in the Age of Covid-19
There is little doubt that, were it not for our
Government’s swift and significant response to the
Covid-19 pandemic (vis a viz “go hard, go early”),
Aotearoa New Zealand would have experienced
a much higher toll from this disease. Despite the
recent re-emergence of community transmission,
we are the envy of much of the world (see table
opposite for a comparison of confirmed cases and
deaths per million of population to the 21st of
September). At the time of writing we have had
only 1815 cases of Covid-19 and 25 deaths with
1728 people having recovered. Our hospitals have
not been overwhelmed, with rarely more than a
handful of cases being hospitalised at any one time,
and many months in which there were no cases
at all outside of those returning to Aotearoa New
Zealand from overseas and in managed isolation
and quarantine.
But while life has had a quality of having been put on
hold for most of us, for those with serious illnesses
this new corona virus is yet another threat to their
health. Other health issues do not cease to exist just
because our collective focus is elsewhere. While
diseases such as cancer, diabetes and cardiovascular
disease, among other potentially life threatening
conditions, do not have the potential for exponential
spread among our citizens, they directly impact
thousands of New Zealanders on a
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Cases and deaths per million of population for New Zealand
and selected countries (as of 21 September 2020)

Cases per million Deaths per million
Taiwan
21.37
0.29
China
62.79
3.29
New Zealand
303.59
5.18
Japan
621.91
11.86
Australia
1,054.83
33.29
Germany
3,250.47
112.03
Canada
3,806.06
244.21
United Kingdom
5,807.63
615.40
Ireland
6,669.57
362.92
Sweden
8,736.97
580.74
United States
20,558.19
602.74
daily basis and at the same time make those very
people more vulnerable to Covid-19.
In the eight months since Covid-19 was declared
by the World Health Organisation a Public Health
Emergency of International Concern on the 30th
January 2020:
•

approximately 2190 New Zealand women
have been diagnosed with breast cancer*;
approximately 440 other women have died from
breast cancer;*
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•

approximately 2000 New Zealanders (both
sexes) have been diagnosed with colorectal
cancer*; another 800 have died from the disease;

•

in total, approximately 16,300 New Zealanders
have been diagnosed with all cancers* combined
and another 6,400 have died;

distancing in the community and mask wearing,
as well as increased focus on hygiene practices such
as hand washing, have all reduced transmission of
‘flu viruses, reducing the burden of disease.

Additionally, while Covid-19 might be the only
infectious disease most people are talking about,
it is not the only infectious disease present in large
numbers in New Zealand. From January to June,
there were many cases of notifiable infectious
diseases many of which can be particularly serious
in older adults and the immunocompromised.

It is surely a very difficult balancing act for any
Government, any health agency, to adequately and
appropriately respond to a threat to our nation’s
collective health in a global pandemic, while
also ensuring those with existing or emergent
communicable and non-communicable diseases
are also adequately treated and cared for. This
balancing act is made all the more difficult by the
need to redirect Government funding to our most
vulnerable citizens, to business and in supporting the economy, as well as covering the costs
of responsibly responding to the pandemic crisis
in order to limit the spread of the disease to more
New Zealanders.

On the “bright side” — if there is to be one —
the rates of influenza this winter appear to be
significantly down on what we would experience
in a normal ‘flu season. The impacts of the lockdown, isolation and distancing from much of
the rest of the community, including physical

The costs and burdens of this year will go beyond
just the medical issues engendered by, and the
response to Covid-19; it will impact our collective
health beyond just those who have had Covid-19
or who have been prevented from contracting it
by the response of our Government.

* Note: cancer incidence statistics are based on 2017 data and
deaths on 2017 mortality data . It is also probable that, because
of limits on screening and access to health services during the
level 4 lockdown, some people may have had their diagnosis
for diseases such as cancer and diabetes delayed. This won’t
change the ultimate annual numbers of new diagnoses but
defer the date of diagnosis for some people.

It is important that we understand the health
environment in which we as a nation are
experiencing Covid-19. We must consider how
we continue to intelligently and adequately deal
with this pandemic without sacrificing the lives
and treatment of the hundreds of thousands of
New Zealanders with other health issues.

•

approximately 3200 women have died from
cardiovascular disease;

•

approximately 270 women have died from
diabetes mellitus.

or individuals that HQSC considers have an interest
in, or will be affected by, its work.
Despite this, AWHC argues that few New Zealanders understand how to voice their opinions in an
effective manner as health consumers, or have any
knowledge of how they can influence policy and
planning or take up opportunities to have their say.
One of the most effective means to voice an opinion is via public consultations on a wide range
of issues. This usually requires responding to a
discussion or consultation document and lodging
a submission. However, notification of such opportunities seems to be ad hoc, reliant on individuals
being already involved in consumer and advocacy
groups or finding out about such opportunities via
word of mouth; there is no centralised repository
for such consultations. Proposed amendments to
existing or new legislation can be found online on
the New Zealand Parliament website, but there are
very many other opportunities for consumer voices
to be heard.

What is needed is a centralised repository for
health and disability related public consultations
and invitations for feedback and submissions. In
much the same way that clinical trials are registered and information about them are accessible
online, there needs to be a public registry of
opportunities for consumers and consumer groups
to make submissions on consultations for all
health agencies in New Zealand, including the
MoH, PHARMAC, National Ethical Advisory
Committee, National Screening Unit, and the HQSC
among other agencies. There needs to be greater
publicity when such consultations are held so that
consumers have ample time to respond.
Additionally, consumer representation at DHB level
needs to be open and transparent (including how
and when members are appointed), and have a
mechanism by which people outside of the consumer councils can have a voice in their own DHB
area and bring their concerns to DHB via the
consumer council.
Sandra Coney, in Effective Consumer Voice and
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Participation for New Zealand37 found that “effective
participation requires:
•

government support

•

strengthening
organisations

•

a system-wide approach in health sector agencies

•

a commitment to acting on results.”

and

resourcing

of

consumer

A national consumer body would potentially ensure
a strong consumer voice in the provision of health
and disability services and in policy development,
with evidence that that consumer participation
leads to improvements in health services. Sandra
Coney’s review advocated a model based on the
Consumers’ Health Forum of Australia.37 Sixteen
years on from her review, it is disappointing that
New Zealand still has no such body, and that
our governmental health agencies have not fully
embraced the benefits of consumer involvement in
the provision of health services.

The Future
Infectious disease experts both in New Zealand
and internationally believe that Covid-19 is just
the beginning; that we will experience more and
more emerging and re-emergent infectious diseases
that reach pandemic proportions.38, 44 This is not
the first time in relatively recent history that we
have experienced pandemics/epidemics that have
had huge global impact. The 1918-19 Spanish flu
epidemic killed 50 million or more people; the
HIV/AIDS epidemic, recognised in 1981, has killed
37 million so far. The SARS epidemic of 2003 was
merely a warning of what was to come.
In 2015, the WHO published a list of the top
eight emerging pathogens “likely to cause severe
outbreaks in the near future, and for which few or
no medical countermeasures exist.”45 The list was
to provide the basis for work on the WHO Blueprint for R&D preparedness to help control potential future outbreaks. Although two on that list —
MERS and SARS — were coronaviruses, the panel
of scientists and public health experts convened by
WHO five years ago didn’t see Covid-19 coming,
which is the nature of emergent diseases and why
they have the potential to be so dangerous.
At the time of writing (21 September), the official
infection rate from Covid-19 was more than 31
million with 961,352 deaths.39
We know that people with co-morbidities are
disproportionately affected by Covid-19. We are
now also seeing that even among those who have
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mild illness or are asymptomatic, there may be
ongoing lung, heart, kidney or neurological damage
from the disease.46, 47, 48
While New Zealand manages the ongoing health
crisis, and the social and financial fallout from this
pandemic, we must look to the future, anticipating
that this will not be the last nor the worst pandemic that we have to navigate our way through
as a nation. To survive whatever the future holds,
to enable our people to live long and healthy lives
we must address more than what is in front of us
right now, no matter how difficult it may be to see
beyond dealing with this current crisis.
Tabish writes in the Journal of Public Health Research
“[The] COVID pandemic has exposed the health
systems weaknesses and deficiencies of most if not
all countries.”38
He goes on to say that the pandemic “highlights the
need to protect people from health emergencies, as
well as to promote universal health coverage and
healthier populations to keep people from needing
health services” and that “countries must address
the fragilities, inequalities and gaps in social
protection that have been so painfully exposed.” 38
The ‘hard’ and ‘early’ response of our Government
and the hard work and sacrifices of our health
workers and, indeed, the “team of 5 million” should
not be used to justify complacency nor allow us
to ignore a painful truth. Our health system was
under enormous pressure before Covid-19 and
many of our people have been living unhealthy, and
prematurely shortened, lives for decades.
New Zealand must address the deficiencies in its
health system, must address and resolve the issues
that see our poorest and most vulnerable citizens
suffer the worst health. We must have a robust and
resilient health system, one that levels inequities and
removes disparities, so that with or without global
health crises, we create a healthy, resilient population
where all people have access to affordable and
appropriate and timely health services, and in which
all our citizens can expect to enjoy long healthy lives.
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