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EXECUTIVE SUMMARY

The early years of life provide a crucial foundation for future health and wellbeing. The
Determinants of Child and Youth Health in Canterbury is the second report in a three part
series on the health of children and young people in the region. It aims to provide an

overview of the determinants shaping children and

early years, and to assist the DHB consider some of the other agencies influencing the
wellbeing of children and young people in the region.

New Indicators

As previously, this report is based on the Indicator Framework developed during the first
three year cycle, with the majority of indicators in the Socioeconomic and Cultural
Determinants and Risk and Protective Factorsst r eams bei ng updated
In addition, a number of new sections have been added, as new data has become
available, or the environment for children and young people has changed. These include:

n this

1. The New Zeal and Chil drenb6s Shudng thé padt dg&arhonths, Moni t or

New Zealandbds economic environment has
negative / minimal growth and rising unemployment. Given that large disparities in
health status are evident even during periods of prosperity, it is possible that as more
families become reliant on Government assistance, some of the adaptations they make
to meet their basic needs will have health consequences for children. Thus during
2009, a Working Group was formed to develop an indicator set to monitor the impact of
the recession on child wellbeing. This indicator set, the New Zeal and Chi
Health Monitor, is presented for the first time in this report. It is divided into two main
parts: indicators to monitor prevailing economic conditions; and indicators to monitor
child health and wellbeing. The NZ Child and Youth Epidemiology Service will monitor
these indicators annually, until the economic environment for children improves.

2. Truancy and Unjustified Absences: Educational attainment is a key determinant of

deteriora

drenods ¢

health and well being, and this yeards report upd:

in previous years. In addition, information on Truancy and Unjustified Absences is
presented for the first time, using data from the 2006 Attendance Survey.

3. Tobacco Use in Women Giving Birth: This yeards report u
on childrenbdés exposure to second hand sm

hospital admission data to estimate the proportion of women smoking during
pregnancy. While there are some limitations with using hospitalisation data for this
purpose (see methods section), this section fills a large information gap in this area.

4. Chil dren and Young PeopHealth Servicesc Fhis sectibnaisedle n t ail'

the Mental Health Information National Collection to review mental health service
utilisation by children and young people. It is divided into three parts, with the first part
reviewing common mental health diagnoses in children (e.g. ADHD, conduct and
attachment disorders, autism) and the second considering conditions in late childhood /
adolescence (e.g. depression; bipolar disorder; anxiety, adjustment and eating
disorders). The third part considers conditions in late adolescent (e.g. schizophrenia;
schizotypal / delusional, personality and organic mental disorders), and access to
services for mental health issues arising from substance use. There are a number of
limitations of the data used however, and the reader is strongly urged to read the
methodology section(s) before considering the information in these sections.

In Depth Topics
As in | ast yeardés report, two topics have

1. Early Intervention Programmes for Socially Vulnerable Children: Recently, there
has been a growing awareness of the crucial role the first five years play in future
health and wellbeing. This review considers the impacts of socioeconomic adversity on
long term outcomes, and the role early intervention programmes play in mitigating
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these detrimental effects. Evidence for the effectiveness of various types of early
intervention program is considered, before the range of programmes available in New
Zealand is reviewed. The section concludes by highlighting the issues New Zealand
will need to consider, if it is to substantially increase its investment in this area.

2. Shifting Services from Secondary to Primary Care: In the context of the current
Government 6s directive that aouldy be edelivered in pr o p
primary care, this review considers the evidence that such a move will result in cost
savings, or a higher quality of care. It also presents a number of examples where
services have been shifted in such a manner, and the likely implications of this for
children and young people.

Evidence Based Approaches to Intervention

As previously, each of the sections in this
Zealand policy documents and local / international evidence based reviews which consider

the effectiveness of population level approaches to prevention / management. Appendix 2
provides an overview of the methodology used to develop these reviews.

Data Quality Issues and the Signalling of Statistical Significance
As previously Appendix 1 outlines the rationale for the use of statistical significance
testing in this report and Appendices 4-10 contain information on the data sources used
to develop each indicator. Readers are urged to be aware of the contents of these
Appendices when interpreting the information contained in this report.

The Determinants of Health for Children and Young People in

Canterbury

Tablelprovides a brief overview of the issnedi cat
associated with each vary, a number of common themes emerge. Firstly, the deteriorating
economic conditions seen nationally are also reflected in Canterburyd s d a ticreasesi t h
in the number of children reliant on benefit recipients being evident during April 2008-2009.
Secondly (possi bly as a result of i ts demograph
Canterbury has lower rates of hospitalisations for medical conditions with a social gradient
(although injury admissions are more consistent with national averages). Despite this,
admissions for medical conditions with a social gradient remain higher for Canterbury

Pacific > MU o and European > Asian children. Educational attainment at school leaving
improved during 2002-2008, although the proportion of students leaving with a University
Entrance standard remained higher for Asian > European > Maori and Pacific students.
Similarly, exposure to cigarette smoke in-utero and during childhood remains higher for
Canterbury MU o ¢ Pacific > European > Asian children. Finally, patterns of access to

mental health services for children and young people are complex, with disparities in
children attending mental health services for conditions such as ADHD and conduct
disorders being less marked than for young people attending services for conditions such

as schizophrenia. For children particularly however, such figures should not be taken as
indicating the absence of disparities in need, but rather as reflecting patterns in access to

mental health services in this age group.

Concluding Comments

This report provides an overview of the key determinants of child and youth health in
Canterbury, and aims to assist the DHB consider some of the other agencies influencing
child and youth wellbeing in the region. Such an intersectoral focus is necessary, as while
addressing the | arge burden of avoidabl e mor
report might at first seem a formidable task, collaborations with e.g. housing to improve the
quality of housing stock may provide more tangible starting points. On a wider scale, while
addressing broader issues such as child poverty may be beyond of the scope of the health
sector alone, some of the coordinated intersectoral policy responses highlighted in this
y e ar 0 g, if mplegmented in New Zealand, would likely result in significant health gains
for children and young people. As a consequence, one of the key roles of the health sector
remains ongoing advocacy on behalf of children and young people, in order to ensure that
they can access the resources they require to ensure their long term health and wellbeing.
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Table 1. Overview of the Determinants of Health for Children and Young People in Canterbury

Stream

\ Indicator

| New Zealand Distribution and Trends

Canterbury Distribution and Trends

Wider Macroeconomic and Policy Context

Chil dr
Social Health
Monitor:
Economic
Indicators

GDP

New Zealand entered a recession at the end of June 2008
(after 2 quarters of -ve growth), and technically left the
recession at the end of June
0.1% was close to zero (and thus may be subject to revisions
(including downwards) in future quarters), Statistics NZ
indicated that no significant conclusions could be drawn
regarding this being a turning point in economic activity [1].

Income Inequality:
P80/P20 Ratio
and
Gini Coefficient

In New Zealand during 1984-2008 income inequality, as
measured by the P80/P20 Ratio and Gini Coefficient, was
higher after adjusting for housing costs than prior to this
adjustment. The most rapid rises in income inequality occurred
during the late 1980s-early 1990s. During the early-mid 2000s
however, income inequality declined, a change Perry
attributes largely to the Working for Families package. Rises in
income inequality were again evident during 2007-2008, with
Perry attributing this increase to the rising proportion of low-
income households with high housing costs [18].

Child Poverty

In New Zealand during 1988-1992, child poverty increased
markedly, as a result of rising unemployment and the 1991
Benefit cuts. During 1994-1998, rates declined, as economic
conditions improved and unemployment fell. During 1998-
2004, child poverty trends varied, depending on the measure
used, but during 2004-2007 rates declined, following the roll
out of Working for Families. During this period, child poverty
was higher for younger children (0-11 vs. 12-17 yrs); larger
households (3+ vs. 1-2 children); sole parent households and
those where adults were workless, or none worked full time.

Living Standards

In the 2004 Living Standards Survey, 30% of economic family
units contained dependent children. While only 10% of family
units without children lived in severe / significant hardship, this
rose to 22% for families with dependent children. In addition, a
much higher % of sole-parent families lived in severe /
significant hardship than two-parent families, although these
differences were attributed to sole-par ent f a aar
reliance on benefits as their main source of family income.
Pacific and MUori families w
live in severe hardship than European or other families.
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Stream

Indicator

New Zealand Distribution and Trends

Canterbury Distribution and Trends

Chil dr
Social Health
Monitor:
Economic
Indicators

Unemployment
Rates

In the quarter ending September 2009, the seasonally
adjusted unemployment rate rose to 6.5%, its seventh
consecutive quarterly rise. Seasonally adjusted unemployment
numbers also increased by 12,000 (9.0%), to 150,000, the
highest since March 1994. Over the longer term (September
1987-2009), while no marked gender differences were evident,
unemployment rates were higher for younger people (15-19
years > 20-24 years > 25-29 years > 35-39 years and 45-49
years) and those with no qualifications. During 2007(Q4)-
2009(Q3), unemploymentrate s wer e al so hi
Pacific > Asian > European people.

In the Canterbury Region during the years ending September
1987-2009, unemployment trends were similar to those
occurring nationally, with the highest rates being seen in the
year ending September 1992, when they peaked at 9.2%.
During the 2000s, rates reached their lowest points, at 2.9 %
in the years ending September 2006 and 2008, before
climbing again to 4.7% in the year ending September 2009.
On a quarterly basis, rates fluctuated between 2005(Q1) and
2007(Q4), but began to rise thereafter, reaching 5.9% by
2009( Q3) . Canterburyods une my
2009 were lower than the New Zealand average.

Children Reliant
on Benefits /
Benefit Recipients

In New Zealand the % of children (0-17 years) reliant on a
benef it recipient, fell from
before increasing again to 20.9% in 2009. A large proportion
of this decline was due to a fall in children reliant on
unemployment benefit recipients, although this trend reversed
in 2009. While the % reliant on DPB recipients also fell, the
rate of decline was much slower than for unemployment
benefits, meaning that in relative terms, the proportion of
benefit dependent children reliant on DPB recipients actually
increased up until 2008.

At the end of April 2009, there were 20,201 children aged 0-18
years who were reliant on a benefit or benefit recipient, and
who received their benefits from Service Centres in the
Canterbury catchment. While the majority of these children
were reliant on DPB recipients, increases in the number reliant
on unemployment and domestic purposes benefit recipients
were evident between April 2008 and April 2009.

Young People
Reliant on
Benefits

In New Zealand during 2000-2008, there were large declines
in young people aged 16-24 years receiving benefits, with
rates falling from 167.2 per 1,000 in April 2000, to 77.1 per
1,000 in April 2008. By April 2009 however, rates had
increased again to 103.1 per 1,000, with the largest increases
being in those receiving unemployment benefits. In contrast,
rates for those on domestic purposes benefits declined more
slowly during 2000-2008, while the proportion oni n v a and
sickness benefits increased.

In the Canterbury DHB catchment during 2007-2009, domestic
purposes benefits were the predominant type of income
support received by young people 16-24 years. While there
were modest declines in unemployment benefit uptake
between April 2007 and 2008, the number of young people
reliant on unemployment benefits increased markedly between
April 2008 and 2009. This increased the overall benefit uptake
among young people in the region.
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Chil dr
Social Health
Monitor: Child

Health and

Wellbeing

Hospital
Admissions and
Mortality with a
Social Gradient

In New Zealand during 2004-2008, infectious and respiratory
diseases were the leading causes of hospitalisations for
medical conditions with a social gradient, while falls and
inanimate mechanical forces were the leading causes of injury
admissions. For mortality during 2002-2006, SUDI made the
single largest contribution, followed by vehicle occupant
deaths, pedestrian injuries and drowning. Bacterial / non viral
pneumonia was the leading cause of death from medical
conditions. During 2004-2008, hospitalisations with a social
gradient were higher f or mal es, Paci

and Asian children and those in more deprived areas.
Similarly, during 2002-2006, mortality was higher for Pacific
and MUor i > European and Asi
deprived areas.

In Canterbury during 2000-2008, while hospitalisations for
medical conditions with a social gradient fluctuated, they
exhibited a general downward trend, with rates being lower
than the New Zealand average during 2003-2008. In contrast,
injury admissions remained relatively static, with rates being
similar to the New Zealand average during 2004-2008.
Hospital admissions for medical conditions with a social
gradient were also higher fo
Asian children, although ethnic differences in injury
admissions with a social gradient were less marked. In
addition, during 2000-2006 29 Canterbury children died from
injuries and 11 from medical conditions with a social gradient,
while 20 (post neonatal) infants died as a result of SUDI.

Infant Mortality

In New Zealand, while neonatal and post neonatal mortality
both declined during the early-mid 1990s, declines during the
2000s were less marked. Neonatal mortality was higher for
Pacific and MUori > European
1990s, although ethnic differences were less consistent during
the 2000s. Po s t neonat al mortalit.y
Pacific > European and Asian infants throughout 1996-2006.

Extreme prematurity and congenital anomalies were the
leading causes of neonatal mortality during 2002-2006. In
contrast, SUDI was the leading cause of post-neonatal
mortality, followed by congenital anomalies. During this period,
neonatal and post neonatal mortality were both significantly
higher for Pacific and MUor.i
males and those in more deprived areas, while SUDI was
significantly higher for MUo

infants, and those in average to more deprived areas.

In Canterbury during 1990-2006, while there were some year
to year fluctuations, total, neonatal and post neonatal mortality
all exhibited a general downward trend, with rates for all three
outcomes being lower than the New Zealand average for the
majority of this period. During 2002-2006, perinatal conditions
and congenital anomalies were the most frequent causes of
neonatal mortality, while SUDI was the most frequent cause of
post neonatal mortality.
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Socioeconomic and Cultural Determinants

Household
Composition

Family
Composition

Sole Parent Families: In New Zealand during 2006, 25.2% of
children lived in sole parent households. Overall 42.6% of
MU o r30.8% of Pacific, 18.1% of European and 15.9% of
Asian children lived in sole parent households, with the
proportion also rising from 7.4% for those in NZDep Decile 1
areas, to 47.1% for those in NZDep Decile 10 areas.
Divorces: In New Zealand during 1981-2008, while there was
a large decline in the general marriage rate, divorce rates per
1,000 existing marriages changed little. While the median age
at both marriage and divorce increased for men and women
during 1987-2008, the average duration of marriage ending in
divorce increased only slightly, from 12.5 to 13.5 years.

Sole Parent Families: In Canterbury during 2006, 21.9% of
children lived in a sole parent household, with3 9. 2 % o
and 29.0% of Pacific children living in a sole parent household,
as compared to 18.4% of European and 21.5% of Asian
children. Similarly, the proportion in sole parent households
rose from 6.8% for those in the most affluent (Decile 1) areas,
to 49.9% for those in the most deprived (Decile 10) areas.

Divorce Rates: During 1998-2008 a large number of divorces
were granted by Family Courts in the Canterbury region, to
parents with children under 17 years, although data limitations
precluded the calculation of divorce rates for the DHB as a
whole.

Household
Crowding

In New Zealand during 2006, 16.5% of children and young
people lived in crowded households, with 50.1% of Pacific and
27.8% of MU o children and young people living in crowded
households, as compared to 22.8% of Asian and 5.8% of
European children and young people. Crowding rates also
rose from 2.8% for those in NZDep Decile 1 areas, to 42.4%
for those in NZDep Decile 10 areas.

In Canterbury during 2006, 9.8% of children and young people
lived in crowded households, with 38.2% of Pacific and 17.9%
of MUor i children and youn
households vs. 18.5% of Asian and 6.0% of European children
and young people. During the same period, crowding rose
from 2.1% for those in the most affluent (Decile 1) areas, to
27.3% for those in the most deprived (Decile 10) areas. While
similar differences were seen for New Zealand as a whole, at
each level of NZDep deprivation, household crowding in
Canterbury was lower than the New Zealand average.

Education:
Knowledge
and Skills

Early Childhood
Education

In New Zealand, ECE is provided in a variety of contexts
ranging from Kindergartens and Te K @ h a rRgaa to services
that cater for the needs of working parents. During 1990-2008,
the number of children enrolled in ECE increased by 67.9%,
with the largest increases being in Education and Care
Services, Home Based Services and License Exempt
Playgroups. In addition, during 1997-2008 the number of
hours children spent in ECE increased for all Service types,
with the exception of PlayCentres and Te K @ h a rRgoa

In New Zealand, new entrants (Year 1) reporting regular
participation in ECE prior to attending school increased, from
91.0% in 2000, to 94.7% in 2008. During this period, prior
participatonr e mai ned hi gher for Eu
Pacific children and those in the least deprived areas.

In Canterbury, prior participation in ECE amongst school
entrants increased from 96.3% in 2000 to 98.6% in 2008.
Throughout this period, prior participation in Canterbury was
higher than the New Zealand average. During this period,
ethnic differences in prior participation in ECE in Canterbury
were not marked, although prior participation rates were
consistently higher for European than for Pacific children.
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Education:
Knowledge
and Skills

Enrolments in
Kura Kaupapa
MUoTr i

In New Zealand, Kura Kaupapa MUo r i are to
school s whi ch foll ow a cur
knowledge, learning styles and practices. They are key to
revitalising the MUori I angu
| evel s duflenty!Since 1992sthere has been a 4.6-fold
increase in the number of Kura Kaupapa MUo r i Kuaan
Teina, with numbers increasing from 13 in 1992, to 73 in 2008.

In Canterbury during 2008, there were 2 Kura Kaupapa MU o
which between them enrolled a total of 184 students.

Educational
Attainment at
School Leaving

In New Zealand, the % of students leaving school with a
University Entrance Qualification rose during the mid-late
1990s, peaked in 1997-1998 and then declined. Following the
introduction of the NCEA in 2002, rates rose again, reaching a
high of 43.4% in 2008. Similarly, the % of students with little or
no formal educational attainment rose during the early 1990s,
reached a peak in 1996, and then declined. This decline
became more rapid after the introduction of the NCEA in 2002,
with only 5.4% of students leaving school with little or no
formal attainment in 2008. During this period, a higher % of
MUOori > Pacific > European a
little or no formal attainment, while a higher % of Asian >
European > Pacific and MUor
University Entrance Qualification.

In Canterbury, while the proportion of students leaving school
with little or no formal attainment was lower than the New
Zealand average during 1995-2004, rates were similar during
2005-2008. In contrast, the proportion leaving school with a
University Entrance Standard was higher than the New
Zealand average for the majority of 1995-2008. During this
period, the proportion of students leaving with little or no
formal attainment declined, with the most rapid declines
occurring after 2005, while the proportion leaving with a
University Entrance Standard increased. During this period, a
higher proportion of MUori a
students left school with little or no formal attainment, while the
proportion acquiring a University Entrance Standard was
higher for Asian > European

Senior Secondary
School Retention

In New Zealand, while school retention at 16.5 and 17.5 years
has remained relatively static since 2004, rates remain higher
for Asian > Pacific and Euro
in more affluent areas. Ethnic differences in school retention
need to be viewed within the context of the alternative
educational opportunities available to students. During 2001-
2008, a large number of students participated in tertiary
education, with participatio
Certificate Level 1-3 courses. While tertiary participation also
includes those 25+ years, such figures suggest that for many,
participation in formal education does not cease at school
leaving, although the income premiums achieved for
completing various types of study need to be taken into
consideration when assessing the longer term impacts

educational participation has on economic security.

In Canterbury during 2002-2008, school retention rates at 16.5
years were similar to the New Zealand average, while rates at
17.5 years were slightly higher. Once rates were broken down
by ethnicity however, ethnic differences were evident, with
retention rates at 16.5 and 17.5 years being higher for Asian >
Pacific and European > MUori
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Education:
Knowledge
and Skills

Stand-Downs,
Suspensions,
Exclusions and
Expulsions

In New Zealand schools, stand-downs, suspensions,
exclusions and expulsions are ways the educational system
deals with student behaviour that disrupts the wellbeing of
other students or staff. In New Zealand during 2007, there
were 4,679 suspensions, with these events being most likely
among those in Secondary [/ C
and Pacific students and those in average, or more deprived
areas. The most common reasons for a suspension were
continual disobedience, a physical assault on other students
or staff, or the misuse of drugs, which together accounted for
71.4% of all suspension cases.

In Canterbury during 2000-2008, suspensions, exclusions and
expulsions were generally similar to / lower than the New
Zealand average, while stand-downs were generally higher.
Stand-downs increased during the mid 2000s, reached a peak
in 2005 and then declined, while exclusion and expulsion rates
were more static. Once broken down by ethnicity, suspensions
were higher for MUori > Paci

Truancy and
Unjustified
Absences

In New Zealand during 2006, unjustified absences were
relatively infrequent during primary school (Years 1-6), but
increased progressively during secondary school (Years 9-13).
When broken down by ethnicity, unjustified absences and
frequent truancy were both
European and Asian students. Both outcomes decreased as
the affluence of the school catchment increased. At each level
of school socioeconomic deprivation however, unjustified
absences and infrequent tru
Pacific > European and Asian students.

In Canterbury during 2006, the unjustified absence rate was
1.7%, as compared to 2.3% for New Zealand as a whole,
while the frequent truancy rate was 0.9%, as compared to
1.1% nationally. Unjustified absences and frequent truancy
were higher for MUori
students. Rates for MUor.i
lower than their respective NZ ethnic specific averages.

an

and F

Risk and Protective Factors

Substance
Use

Tobacco Use in
Pregnancy

In New Zealand during 2004-2008, tobacco use was highest
for women giving birth in their teens > 20-24 yrs > 25-29 yrs >
30+ yrs. In contrast, at the 2006 Census smoking rates were
lowest for women in their teens. Tobacco use in women
giving bithwashi gher for MUor i > Pa
women. While tobacco use declined with increasing age for
European, Pacific and Asian women, the drop off with age
was l ess mar ked for MUor i
increased with NZDep deprivation, with rates being highest
for those in the most deprived (NZDep Decile 9-10) areas.
Even once NZzZDep deprivation was taken into account
however, tobacco use was higher for those in their teens >
20-24 yrs >25-29 yrs >30+ yrs.

In Canterbury during 2004-2008, 11.4% of women giving birth
had tobacco use recorded, as compared to 15.8% nationally.
Tobacco use was highest for those in their teens >20-24
years >25-29 years >30+ years. Tobacco use was also higher
for MUOori > Pacific >
in European women giving birth was highest for those <20
years, with rates declining as maternal age increased. While
similar patterns were seen
Pacific women the drop off in tobacco use with age was
relatively less steep. Care must be taken when interpreting
these figures however, as in addition to real differences in
tobacco use during pregnancy, regional differences in the way
tobacco use is recorded by hospital coders may have
contributed to the patterns seen.

Europe

f
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Substance
Use

Exposure to
Cigarette Smoke
in the Home

ASH Survey Data: ASH Surveys suggest that in 2008, 38.0%
of Year 10 students had a parent who smoked and that
parental smoking was hi gher for MUor
Other > Asian students, and those attending schools in the
most deprived areas. While socioeconomic and ethnic
differences were also seen for exposure to smoke in the
home, rates were lower than parental smoking rates might
predict, suggesting the presence of in-house non-smoking
policies for families of all socioeconomic and ethnic groups.
2006 Census Data: Data from the 2006 Census suggested
that 35.3% of New Zealand children 0-14 years lived in a
household with a smoker and that exposures were higher for
MUori > Pacific > European >
most deprived NZDep areas.

ASH Survey Data: In Canterbury during 2001-2008, the
proportion of Year 10 students who reported at least one
parent smoking remained relatively static (33% in 2001 to
33% in 2008), while the proportion who reported living in
homes where people smoked inside declined significantly
(24% in 2001 to 17% in 2008). Both parental smoking and
exposure to smoke in the home were lower the New Zealand
average during this period.

2006 Census Data: In Canterbury during 2006, 30.2% of
children lived in a household with a smoker, with
socioeconomic and ethnic differences being similar to those
seen nationally.

Cigarette
Smoking in
Young People

ASH Survey Data: In New Zealand during 1999-2008, ASH
Survey data suggested that daily smoking rates in Year 10
students were higher for fem
/ Other > Asian students, those attending schools in the most
deprived areas, and those for whom one or both parents
smoked.

2006 Census Data: Data from the 2006 Census suggested
that 21.8% of New Zealand young people aged 15-24 years
were regular smokers. Smokin
Pacific > European > Asian young people and those living in
the most deprived areas.

ASH Survey Data: In Canterbury during 1999-2008, the
proportion of Year 10 students who were daily smokers
declined significantly (16.3% in 1999 to 5.8% in 2008), while
the proportion who had never smoked increased significantly
(29.1% in 1999 to 63.9% in 2008). Throughout this period,
daily smoking rates in Canterbury were similar to the NZ
average, as was the proportion who had never smoked.

2006 Census Data: During 2006, 20.8% of Canterbury young
people aged 15-24 years were regular smokers, with smoking
rates being higher for MUor
young people and those in the most deprived areas.

Alcohol Related
Harm

In New Zealand during 2004-2008, alcohol related hospital
admissions were highest for males, those in their late teens /
early 20s, MUor i young peopl
areas. Reasons for admission included acute intoxication,
mental health issues and injuries (e.g. self harm, assault,
motor vehicle crashes). Significant data limitations must be
taken into consideration, as with the removal of emergency
department cases, these figures reflect the more severe end
of the spectrum. In addition, it is likely that these figures
represent an undercount, as they rely on hospital staff listing
alcohol use as a contributory cause, something which may be
reported inconsistently over time and across the country.
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Individual and Wh U n Blealth and Wellbeing

Safety

Injuries Arising
from the Assault,
Neglect or
Maltreatment of
Children

In New Zealand during 2004-2008, hospital admissions for
injuries arising from the assault, neglect or maltreatment of
children exhibited a J-shaped distribution, with rates being
highest for infants < 1 year and those > 11 years of age. In
contrast, mortality was highest for infants < 1 year. While the
gender balance was even during infancy and early childhood,
hospital admissions for males became more predominant as
adolescence approached. Admissions were significantly
higher for males, MUori and
children, and those in the most deprived areas.

In Canterbury, while there were year to year fluctuations,
hospital admissions for injuries arising from the assault,
neglect or maltreatment of children remained relatively static
during the mid-late 1990s and 2000s, with rates being higher
than the New Zealand average during 1996-2008. In addition,
during 1990-2006 a total of 11 Canterbury children died as
the result of assault, neglect or maltreatment.

Injuries Arising
from Assault in
Young People

In New Zealand during 2004-2008, hospital admissions for
injuries arising from assault in young men increased with age,
reached a peak in the mid-late teens and then declined. While
admissions for young women also increased in their teenage
years, rates were lower than for young men at all ages from
1224 year s. Admi ssions wer e
Pacific > European > Asian young people and those in more
deprived areas. Assault mortality during 2002-2006 was
higher for young men in their teens, although during the early
twenties, gender differences in mortality were less marked.

In Canterbury, hospital admissions for injuries sustained as
the result of an assault in young people declined during the
1990s, but were relatively static during the 2000s. During
1994-2008, admissions in Canterbury were lower than the
New Zealand average. In addition, during 1990-2006 a total of
17 Canterbury young people died as the result of an assault.

CYF Notifications

In New Zealand, the agency with the statutory responsibility
for protecting children from recurrent abuse is Child Youth
and Family (CYF), who receive notifications from the police,
the education and health sectors, families / wh U n and the
general public. Since 2001, notifications to CYF have doubled
and while it is often assumed this reflects an increase in child
abuse, research suggests that changes in the behaviour of
the child protection system itself may also have played a role.

In the Canterbury region during 2008, 9,149 notifications were
recorded by CYF Offices, with 40.9% requiring further
investigation. While these figures reflect an increase since
2004, when 4,293 notifications were recorded, the proportion
requiring further investigation declined (86.1% required further
investigation in 2004). Nevertheless, in absolute terms the
number of notifications requiring further investigation
increased slightly, from 3,698 in 2004 to 3,739 in 2008.

Family Violence

In New Zealand during 2008, children were present at 50.4%
of family violence incidents attended by Police. In 43.7% of
cases the victim was the spouse / partner of the offender, with
a further 25.8% having been in a previous relationship and in
16.6% of cases, the conflict was between a parent and child.
Overall, 35.3% of victims we
9.1% were Pacific, 1.4% were Asian and 2.1% were Indian.
While in 81.2% of cases injuries were not reported, in 698
cases a hospital attendance was required, and in 16 cases
the incident resulted in a death.

While it is difficult to use Police data to comment on trends in
the prevalence of family violence due to changes in the way in
which the Police have recognised and recorded family
violence over time, what Police data does suggest is that a
large number of family violence incidents are occurring in the
Canterbury region each year, and that children are likely to be
present at a large proportion of these.
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Mental Health

Issues
Experienced by
Callers to
Telephone
Counselling
Services

In New Zealand, the need for child and youth mental health
services spans a continuum, with the issues being dealt with
by telephone counselling services at one end potentially
reflecting the everyday concerns experienced by children and
young people. Analysis of calls received by 0800WHATSUP
(a telephone counselling service) during 2008 suggest that
many of these concerns relate to peer relationships and
bullying, or relationships with family and partners. Supporting
children and young people in dealing with these issues is
vital, as peer relationships contribute substantially to social
and cognitive development. The large number of calls which
were unable to be answered also potentially suggests that
there may be considerable unmet need in this area.

Access to Mental
Health Services
in Childhood

In New Zealand during 2005-2007, hyperkinetic disorders
(including ADHD) and conduct / mixed conduct emotional
disorders were the most frequent diagnoses given to children
accessing mental health services. Pervasive developmental
disorders (including autism) and learning problems also made
a contribution. While the distribution by gender, ethnicity and
NZDep deprivation varied by diagnosis, the majority of
interactions with mental health services occurred on an
outpatient / community basis, with very few children being
managed as inpatients. When considering these figures
however, it must be remembered that many children with
these diagnoses access paediatric outpatient services, and
that this workload is not captured by the MHINC.

In Canterbury during 2005-2007, hyperkinetic disorders
(including ADHD) and conduct / mixed conduct emotional
disorders were also the most frequent diagnoses given to
children accessing mental health services, followed by
pervasive developmental disorders (including autism) and
learning problems. The majority of children with these
diagnoses were seen on an outpatient / community basis,
with very few being admitted to hospital for management.

Access to Mental
Health Services:
Late Childhood
and Early
Adolescence

In New Zealand during 2005-2007, in addition to conditions
emerging during childhood, a number of mental health
diagnoses became increasingly common during late
childhood and early adolescence. These included stress
reaction / adjustment disorders, anxiety disorders, eating
disorders and obsessive compulsive disorder. While the
distribution by gender, ethnicity and NZDep deprivation varied
by diagnosis, when compared to mental health issues in
childhood, a higher proportion of children and young people
with these diagnoses were managed on an inpatient basis
(although  outpatient and community contacts  still
predominated, with 6-10 mental health service contacts
occurring for every inpatient bed night during this period).

In Canterbury during 2005-2007, a number of children and
young people with stress reaction / adjustment disorders,
anxiety disorders, eating disorders and obsessive compulsive
disorder also accessed mental health services. A slightly
higher proportion of children and young people with these
diagnoses were managed on an inpatient basis (vs. common
childhood conditions), although outpatient and community
contacts still far exceeded the number of inpatient bed nights
seen.
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Mental Health

Access to Mental
Health Services:
Late Adolescence

In New Zealand during 2005-2007, schizophrenia, schizotypal
/ delusional disorders, personality / behaviour disorders, and
organic mental disorders became increasingly common
during late adolescence. While the majority of care still
occurred in the ambulatory care setting, the number of annual
contacts and in-patient bed nights were higher than for mental
health diagnoses occurring in younger age groups. In addition
alcohol, cannabis, tobacco and other drug related co-
diagnoses were common in this age group, with >20% of
those diagnosed with schizophrenia, schizotypal / delusional
disorders, personality / behaviour disorders and organic
mental disorders having alcohol, cannabis or other drug use
listed as a co-diagnosis.

In Canterbury during 2005-2007, schizophrenia, schizotypal /
delusional disorders, personality / behaviour disorders and
organic mental disorders were also common in young people
accessing mental health services, with a higher contact and
inpatient service load for these diagnoses being evident,
when compared to diagnoses more commonly managed in
younger age groups. In addition, a large number of young
people accessed mental health services with depression,
bipolar affective disorder, or other mood disorders.

Self Harm and
Suicide

In New Zealand, suicide rates for males increased during the
early 1990s, reached a peak in 1994-95 and then declined.
Rates reached a nadir in 2002-03, and since then have
increased. For females, rates increased during the mid-late
1990s, fluctuated during 1998-2002, and since then have
gradually declined. Throughout this period, suicide rates were
higher for males.

During 2004-2008, self inflicted injury admissions were
significantly hi gher for Eu
Asian young people and those in more deprived areas, while
suicide mortality during 2002-2006 was significantly higher for
MUor i > Pacific and Europea
those in the most deprived areas.

In Canterbury during 1990-1997, suicide mortality was higher
than the New Zealand average. A large decline in rates was
evident between 1996-97 and 1998-99 however, which
resulted in rates during the 2000s being similar to the New
Zealand average. During 1990-2006, a total of 263
Canterbury young people aged 15-24 years died as the result
of suicide.
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INTRODUCTION

The early years of life provide a crucial foundation for future health and wellbeing. The
Determinants of Child and Youth Health in Canterbury is the second report in a three part
series on the health of children and young people in the region, and fits into the reporting
cycle as follows:

1. Year 1 (2008): Health Outcomes for Children and Young People
2. Year 2 (2009): The Determinants of Health for Children and Young People
3. Year 3 (2010): Disabilities and Chronic Conditions in Children and Young People

The report aims to provide a broad overview of the determinants shaping children and
young peopleds |lives during their crucial early ye
of the other agencies influencing the wellbeing of children and young people in the region.

New Indicators

As previously, this report is based on the Indicator Framework developed during the first

three year reporting cycle, with the majority of indicators in the Socioeconomic and Cultural

Determinants and Risk and Protective Factorsst r eams bei ng updated in this
In addition, a number of new indicators have been added / sections have been expanded,

as new data has become available, or as the macroeconomic environment for children and

young people has changed. New elements not present in earlier reports include:

1. The New Zealand Chil dr en&Purigaheipast 18 menthd, t h Mo ni t o
New Zeal andos macr oeconomic environment has de
consecutive quarters of negative / minimal growth and rising unemployment. Given that
large disparities in health status are evident for socially vulnerable children, even
during periods of economic prosperity, it is possible that as more families become
reliant on Government assistance, some of the adaptations families make in order to
meet their basic household needs (e.g. house downsizing, deferring heating costs to
pay for groceries) may have unintended health consequences for children.

During 2009, a Working Group of health professionals from a range of organisations
was formed to develop an indicator set to monitor the impact of the recession on child
wellbeing. This indicator set, calledthe New Zeal and Childrenés Soci al I
(NZCSHM), is presented for the first time in this report. The NZCSHM is divided into
two main parts: a set of indicators to monitor prevailing economic conditions, and a set
of indicators to monitor child health and wellbeing. The NZ Child and Youth
Epidemiology Service will monitor these indicators annually, until the economic
environment for children improves appreciably.

2. Truancy and Unjustified Absences: Educational attainment is a key determinant of " y Y/
subsequent heal th and well being, a n ctatidnh i s (\'
indicators monitored previously. In addition, information on Truancy and Unjustified
Absences is presented for the first time, using data from the 2006 Attendance Survey.

3. Tobacco Use in Women Giving Birth: T hi s repore @dates previous sections
on ¢ hi expgosweentdsecond hand smoke and youth smoking. In addition, a new
section uses hospital admission data (women admitted to hospital for childbirth with
current tobacco use as a co-diagnosis) to estimate the proportion of women smoking
during pregnancy. While there are limitations with using hospitalisation data for this
purpose (see methods section), this section fills a large information gap in this area

4. Chil dren and Young Peopl eds AcckisasothefirsiMe @i
year that the Mental Health Information National Collection (MHINC) has been used to
review mental health service utilisation by children and young people. This section is
presented in three parts, with the first focusing on common mental health diagnoses in
children (e.g. attention deficit hyperactivity disorder (ADHD), conduct disorders,
attachment disorders, autism). The second part considers conditions beginning in late
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childhood / early adolescence (e.g. anxiety disorders, depression, bipolar disorder,
eating disorders, adjustment disorders), while the third reviews conditions originating in
late adolescent (e.g. schizophrenia, schizotypal and delusional disorders, personality
disorders and organic mental disorders), as well as access to services for young
people with mental health issues arising from substance use (e.g. alcohol, cannabis,
tobacco, and other drugs). There are however, a number of limitations which must be
taken into account when interpreting the data in these sections, and the reader is
strongly urged to read the methodology section(s) before embarking on these.

In Depth Topics
As in | ast vye aicshae been petectdad for niore in depth review. They are:

1. Early Intervention Programmes for Socially Vulnerable Children: There has been
an increasing awareness of the crucial role the first five years play in establishing a
foundation for future health and wellbeing. This review considers the impact of early
exposure to socioeconomic adversity on child, youth and adult outcomes, and the role
early intervention programmes play in mitigating their detrimental effects. In this
review, evidence for the effectiveness of home visiting and centre based early
intervention programmes is considered, before the range of programmes available in
New Zealand is briefly reviewed. The section concludes by highlighting the issues New
Zealand will need to consider, if it is to substantially increase its investment in this
area.

2. Shifting Services from Secondary to Primary Care: In the context of the current
Go v e r ngsw@eactiveédthat, where possible, a greater proportion of services should be
delivered in primary care, this review considers the evidence that such a move will
result in cost savings, or a higher quality of care for those receiving services. It also
presents a number of examples where services have been shifted in such a manner,
and the likely implications of these for children and young people.

Evidence Based Approaches to Intervention

As previously, each of the s ectthabrnefovervewofhi s
local policy documents and evidence based reviews which consider the effectiveness of
population level approaches to prevention / management. Appendix 2 provides an
overview of the methodology used to develop these reviews. As previously, the quality and

depth of evidence available varied from indicator to indicator (e.g. a large number of
reviews were available on smoking, alcohol and drug problems, but few were available on

the role of the healthsectori n i mpr ovi ng Juwationgl atiaiencem)l e 6 s e

Data Quality Issues and the Signalling of Statistical Significance
As previously Appendix 1 outlines the rationale for the use of statistical significance
testing in this report and Appendices 4-10 contain information on the data sources used
to develop each indicator. Readers are urged to be aware of the contents of these
Appendices when interpreting the information contained in this report.

Concluding Comments

This report aims to provide an overview of the key determinants of child and youth health
in Canterbury, and to assist the DHB consider some of the other agencies influencing child
and youth wellbeing in the region. Such an intersectoral focus is necessary, as while
addressing the large burden of avoidable morbidity and mort al i ty hi ghl i ght e«
report might at first seem a formidable task, collaborations with e.g. housing to improve the
quality of housing stock, may provide more tangible starting points. On a wider scale, while
addressing broader issues such as child poverty may be beyond of the scope of the health
sector alone, some of the coordinated intersectoral policy responses highlighted in this
year 6s r e p old)iifinipereeatedpnaNgve Zealand would likely result in significant
health gains for children and young people. As a consequence, one of the key roles of the
health sector (and the health professionals working within it) remains ongoing advocacy on
behalf of children and young people, in order to ensure that they can access the resources
they require to ensure their long term health and wellbeing.
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INTRODUCTION TO THE CHILDRENG SOCIAL
HEALTH MONITOR

In New Zealand, there are currently large disparities in child health status, with MU o and
Pacific children and those living in more deprived areas experiencing a disproportionate
burden of morbidity and mortality [2]. Such disparities have persisted, despite one of the
longest periods of economic growth in recent decades, as well as historically low
unemployment rates.

During the past 18 mont hs, New Zeal andds macroecdc
rapidly, with current projections being for a significant economic downturn, followed by a

slow and fragile recovery [3]. Given that large disparities in health status are evident for

socioeconomically vulnerable children, even during periods of economic prosperity, it is

possible that as the downturn progresses, and more families become reliant on

Government assistance (e.g. unemployment benefits), some of the adaptations families

make in order to meet their basic household needs (e.g. house downsizing / increasing the

number of occupants to meet rent payments, deferring heating costs to pay for groceries)

may result in unintended health consequences for children (e.g. increases in infectious and

respiratory diseases, exposure to family conflict).

During 2009, a Working Group made up of health professionals from a range of
organisations® came together to develop a suite of indicators to monitor the impact of the
recession on child wellbeing. The section which follows briefly describes the rationale for
the development of this indicator suite, before reviewing the distribution of its indicators in
New Zealand and Canterbury (data permitting) over time. The section is divided into three
main sub-sections as follows:

1. Rationale for Monitoring Child Health During a Recession: This section reviews the
impact of previous international economic crises on child wellbeing and the potential
pathways via which these effects might occur. It also considers the extent to which
New Zealand children were exposed to low family incomes during the last major
recession (the 1990s) and the effect this may have had on their living standards. It
concludes with a brief discussion on the impact the current downturn might have on
child health during the next 2-5 years.

2. TheChi |l drenods Soci ail ThiHseaiontirtrodddes rthie tindigator suite
developed to monitor the impact of the current economic downturn on child wellbeing.
The indicators reviewed are divided into two main clusters:

e Economic Indicators likely to impact on child wellbeing (i.e. GDP, income
inequality, children living in families below the poverty line, unemployment
rates, and the number of children reliant on benefit recipients);

e Indicators Measuring Aspects of Child / Wh U n awellbeing (i.e. hospital
admissions and mortality from conditions with a social gradient, infant mortality,
and injuries arising from the assault, neglect or maltreatment of children).

3. Local Policy Documents and Evidence Based Reviews which Consider Policies
to Address the Socioeconomic Determinants of Child and Youth Health: This
section provides a brief overview of publications which consider policies to address the
socioeconomic determinants of child and youth wellbeing (e.g. family tax credits,
benefit levels, accommodation supplements). Interventions which might be
implemented at the DHB level are considered separately in the in-depth review on

! The Paediatric Society of New Zealand, the Population Child Health Special Interest Group of the Royal
Australasian College of Physicians, the New Zealand Child and Youth Epidemiology Service, TAHA (the Well
Pacific Mother and I nfant Service), the MUori SI DS Progr a mg
Zealand Council of Christian Social Services, and academics from the Universities of Auckland and Otago
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Early Childhood Interventions for Socioeconomically Vulnerable Children, which
appears at the end of the Economic Standard of Living section of this report.

Rationale for Monitoring Child Health During a Recession

Cross Sectional Associations Between Family Resources and Child Wellbeing

In New Zealand, children and young people living in more deprived areas experience
significantly worse health outcomes across a range of measures (e.g. infant mortality,
hospital admissions for infectious and respiratory diseases, non-accidental injuries) [2].
Growing up in a low income family also increases the risk of longer term negative
outcomes, such as leaving school without formal qualifications and economic inactivity.
While adjusting for baseline family characteristics (e.g. maternal age, parental education,
sole parent status) weakens these associations somewhat, they do not disappear
completely [4]. The relationship between low family income and adverse outcomes also

varies with the duration of f ami | ythepfamlyeis t vy,

poor. In addition, the presence of social safety nets (e.g. free education and healthcare,
unemployment benefits and others forms of income support) may buffer the effects of low
family income, with social gradients in health being much less marked in countries with
robust social security provisions [5].

Yet while a large body of evidence supports the cross-sectional associations between
reduced socioeconomic resources and poor childhood outcomes, the potential health
consequences of a large increase in the number of low income families (e.g. via rising
unemployment in the context of a significant recession) are much less well understood.
This is because more enduring measures of family socioeconomic position (e.g. parental
education, occupation, access to cultural resources), often remain constant during the
course of a typical recession, as do the social safety nets which potentially buffer the
impacts of worsening economic conditions on child wellbeing [6].

The literature however, does provide some plausible pathways via which reductions in
family income might lead to adverse outcomes for children. In the late 1980s, McLyod [7]
noted that a number of studies had linked sudden economic loss (e.g. unemployment) to
negative psychological outcomes, although it was often the effects of ongoing chronic
poverty (e.g. difficulty paying bills, worrying about money) that had the greatest impact. In
her view, the greater the adaptations required to make ends meet (e.g. to reduce
consumption, sell possessions, apply for loans, withdraw savings to pay bills), the greater
the psychological distress produced. Further, the making of such difficult choices within the
context of inadequate resources often fuelled spousal conflict, which often then spilled
over into parenting, with anger against a spouse often being displaced onto a child(ren),
particularly if the child aligned themselves with one of the parents (typically the mother) [7].

Similarly in Finland during the 1990s, a severe recession saw unemployment rise from
3.4% in 1990 to 18% in 1994. A study of child mental health during this period found that a

quarter o f families cut back on chil drenods cl ot
amusements and extra food (e.g. pizzas, h a mk
robust social security system however, only 2% cut back on basic food and only 3%
moved to cheaper accommodation. Despite this, increased economic pressure was
associated with a cascade of associations which linked declines in parental mental health
Y hostile and non-supportive marital interaction Y compromised parenting Y c hi | dr e n(

internalising (e.g. withdrawal, anxiety, depression) and externalising (e.g. aggressive or
delinquent behaviour, substance abuse) behaviour [8].

The Impact of Economic Crises on Child Wellbeing: Longitudinal Studies

While such studies provide plausible pathways linking reductions in family income to
adverse outcomes for children, the evidence that an increase in the number of low income
families in a society leads to population level shifts in child health outcomes is more mixed.
In Sweden, a country with a particularly robust social safety net, a significant recession
during the early-mid 1990s saw the proportion of children (0-6 years) living in low income
families rise from 7.5% in 1991 to 20% in 1996. Despite this, there were no significant

The Chil drendés So-d0 al Heal th Monitor



increases in infant mortality, low birth weight, abortions or childhood hospital admissions
for infectious and respiratory diseases, with the authors concluding that the maintenance
of investments in education, social insurance, and universal access to free health care
may have mitigated the impacts of the recession on children during this period [6].

In contrast, in Peru an economic crisis during the late 1980s saw GDP fall by almost 30%
during 1987-1990, with real wages in Lima falling by 80%. During this period, infant
mortality increased by 2.5%, an increase which equated to an additional 17,000 infant
deaths. While food purchasing behaviour did not change, f a nspehding enénedicines,
healthcare and durable items (e.g. cars) fell dramatically. In addition, public health care
expenditure declined by 58%, and while the authors were unable to determine whether it
was these cuts, or f ami | i eferdco-pagneebts that caysedtlamye dedélines in
health service utilisation during this period, they concluded that from a policy perspective
increases, rather than decreases, in social expenditure during future economic crises
would be the most useful in minimising the impact of recessions on child wellbeing [9].

Paradoxically, in the USA, one study suggested that rising unemployment may actually
lead to improvements low birth weight and infant mortality, via its impacts on lowered
fertility, cigarette and alcohol consumption, and attendance at antenatal care. The authors
noted that less educated single black women tended to opt out of fertility during periods of
high unemployment, and that those who became pregnant tended to drink and smoke less,
and to attend antenatal care more frequently. For white women however, the pattern was
reversed, with fertility for less-educated white women increasing during periods of high
unemployment [10]. To add further complexity, studies of child health during other
economic crises have found either no differences (e.g. in the USSR during the 1990s there
were large increases in adult mortality (particularly from suicide and alcohol) but no
increases in child mortality [11]; or a modest deterioration (e.g. a 1.4% increase in infant
mortality duringindonesi aés 1998[1%3.i nanci al crisis

Potential Impacts of Recessions on Children: Lessons fromsP&gtw Zeal andd
The research above suggests that the impacts of economic crises on child wellbeing may
vary, depending on the length and severity of the crisis, the adaptations families make to
reduced resources, the availability of social safety nets, and the extent to which
Governments preserve, or cut social spending during the course of a recession. For New
Zealand, it thus remains unclear what impact the current economic downturn will have on
child wellbeing, as while New Zeal and 6 s s o0 c isare nos a ftamprghenaive tas
those of Finland or Sweden, access to basic health services is unlikely to break down, as it
did in Peru during the 1980s. Further, it is difficult to determine whether families positive
adaptations to the recession (e.g. cutting back on takeaways, alcohol, and cigarettes), will
outweigh more negative behaviours (e.g. cutting back on clothing, shoes, heating and
doct or §.sDespite shis turscertainty it is still possible, using existing research, to
estimate the number of New Zealand children who may be exposed to low family incomes,
should unemployment reach the levels seen during the mid-1990s, as well as the impact
this exposure may have on their living standards.

In terms of the number of children likely to be exposed to low family incomes, one recent
study followed the entire cohort of New Zealand children born in 1993 (n=58,866), through
to age 7 in 2000 (during this period unemployment was in the 6-8% range, as is expected
during the current downturn). Using benefit reliance as a proxy for low household income,
the authors found that 53.9% of children had lived with a caregiver who was reliant on a
benefit at some point during their first 7 years, with 24.5% having their first contact with a
benefit at birth, and 38.7% by one year of age. Of the birth cohort, 20.8% had spent 5+ of
their first 7 years with a caregiver reliant on a benefit, with the risk of prolonged benefit
contact being increased if the child was reliant on: a benefit recipient from birth; a sole
parent; a benefit recipient who was female, MU o, K20 years of age, or on the Domestic
Purposes Benefit (DPB). Of those reliant on a benefit from birth, & %1 remained on a benefit
after their 1* year, & temained at 3 yearsand & remained for the entire 7 years (6.1%
of the entire 1993 cohort spent all of their first 7 years reliant on a benefit recipient) [13].
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In interpreting these figures however, it must be remembered that not all children in this
cohort were reliant on a beneficiary as the result of prevailing macroeconomic conditions.
As Figure 1 suggests, while the number of people receiving unemployment benefits during
this period fluctuated in line with headline unemployment, the number receiving the
domestic purposes benefit (DPB) was much less responsive to labour market changes.
Thus even in 2007, when seasonally adjusted unemployment rates were at their lowest
(range 3.5-3.8%) [14], 15.1% of New Zealand children <18 years remained reliant on a
DPB recipient [2]. Such figures potentially suggest that in the context of the current
recession, New Zealand is already starting from a relatively high baseline, in terms of the
number of children exposed to low family incomes during their crucial early years.

Figure 1. Seasonally Adjusted Unemployment Rates vs. Numbers of Unemployment and
Domestic Purposes Benefit Recipients, New Zealand 1990-2008
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Source: Seasonally Adjusted Unemployment Rates: Household Labour Force Survey (Quarter 2); Benefit
Recipients: Ministry of Social Development for Years Ending June (via Statistics NZ)

In terms of the living standards likely to be experienced by children who become reliant on

benefit recipients during the next few years, the New Zealand Living Standards Surveys

provide some valuable insights. The 2000 Living Standards Survey, found that even once

the level of family income was taken into account, families whose main source of income

was Government benefits were more likely to be living in severe or significant hardship and

as a consequence, more likely to buy cheaper cuts of meat, go without fruit and
vegetables, put up with feeling cold to save on heating costs, make do without enough

bedr ooms, have children share a bed, postpon
without a computer or i nternet a tic sckosl tripsn d | |
sports and extracurricular activities [15]. The 2004 Living Standards Survey, while
replicating many of the findings of the 2000 Survey, suggested that the picture may have
worsened during 2000-2004, with the proportion of benefit dependent families living in

severe or significant hardship increasing from 39% to 58% [16].

Thus while it is difficult to predict with any certainty the impact the current recession will
have on child health outcomes, the available evidence would suggest that one in five New
Zealand children (see Children Reliant on a Beneficiary section) are already exposed to
low family incomes as aresultof t hei r p astats and shat 5 enenepfoyment
reaches the levels seen during the 1990s, a similar number will spend at least 5 of their
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first 7 years of life reliant on a beneficiary. Further, the Living Standards surveys suggest

that New Zeal andbs cur r ewilte unabla ® protact these childres fromn s

severe or significant hardship, and that some of the adaptations families make in response
to their inadequate resources, may have detrimental health consequences for their
children. Thus, even though the international literature provides no clear picture as to what
New Zealand might expect in terms of child health outcomes during the course of the
current downturn, it would seem prudent to prospectively monitor a basket of key child
health indicators, in order to ensure that any deterioration in child health can be identified
early, and so that proactive and co-ordinated responses put in place, should the need
arise. In addition, if it does appear that child wellbeing is deteriorating, then broader social
policy measures to ameliorate the impact of the downturn on child health may need to be
considered, so that effective policy responses can be implemented in a timely manner.

TheChi |l drends Soci al Heal t h Moni

In response to deteriorating economic conditions in New Zealand and Australia over the
past 18 months, a Working Group of health professionals with an interest in child health
was formed in early 2009. Over the course of the year, this Working Group discussed the
conceptualisation of an indicator suite to monitor the impact of the recession on child
wellbeing, the range of indicators which might be included, and the criteria by which these
indicators should be selected. As a result of these discussions, it was proposed that a
Chil drends Soci al Heal th Monitor be devel

1. A Basket of Indicators to Monitor Prevailing Economic Conditions: Ideally, indicators
would capture different facets of economic wellbeing (e.g. in a recession several
guarters of negative growth (GDP) may precede upswings in Unemployment Rates,
which in turn will influence the number of Families with Children Reliant on
Government Benegfits).

oped,

2. A Basket of | ndi c at o Healthara Wellbaing; tideally inGibatodis d r e n 6 s

would responded relatively quickly (e.g. months-s ma | | number of
adaptations to deteriorating economic conditions (e.g. hospitalisations for poverty
related conditions) and would provide an overview of family wellbeing from a variety of
perspectives.

TheChi |l drends Soci iadicatod seawas fimalidddim Septenmber 2009, with
Appendix 9 providing an overview of the methodology used. The Monitor currently
comprises 5 Economic and 5 Health and Wellbeing Indicators, with further detail on each
of these indicators being provided in the sections which follow:
Economic Indicators: Gross Domestic Product (Page 19)

Income Inequality (Page 21)

Child Poverty (Page 24)

Unemployment Rates (Page 33)

Children Reliant on Benefit Recipients (Page 40)
Health and Wellbeing Indicators: Hospital Admissions with a Social Gradient (Page 57)

Mortality with a Social Gradient (Page 57)

Infant Mortality (Page 69)

Hospital Admissions and Mortality from Non-
Accidental Injury (Page 179)

Ambulatory Sensitive Hospitalisations (2008 Report)

While it is hoped that over time this indictor set will be expanded and further refined, it is
intended that the NZ Child and Youth Epidemiology Service will monitor this core minimum
indicator set on an annual basis, until the economic position of New Zealand children
improves appreciably. It is also hoped that further adaptations to this indicator set will be
made, so that it can also be used in the Australian context.

TheChi | drends Soci al3 Heal th Monitor
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Local Policy Documents and Evidence Based Reviews Which Consider
Policies to Address the Social Determinants of Child and Youth Health

In New Zealand at present, there is no overarching policy or legislative framework which addresses
the social determinants of child and youth health, with different aspects being covered by a range
of legislation and Government policies (e.g. income support, housing, health, education and child
protection are covered variously by the Ministries of Social Development (including CYF), Health,
Education and Housing). A number of local commentators however, have considered what such a
policy framework might look like, or how health inequalities might be addressed in the broader
sense. These are considered Table 2, which also summarises overseas policy documents (mainly
from the UK), which outline how other countries have attempted to address these issues. In
addition, Table 11 on Page 54 considers local policy documents which relate specifically to youth
development, or improving the participation of young people in work, education and training.

Table 2. Local Policy Documents and Evidence Based Reviews Which Consider Policies to
Address the Social Determinants of Child and Youth Health

New Zealand Policy Documents

Fletcher M. and Dwyer M, A Fair Go for All Children: Actions to Address Child Poverty in New Zealand. A Report for
the Children's Commissioner and Barnardos. 2008, Office of the Children's Commissioner and Barnardos: Wellington. p.
1-74. http://www.occ.org.nz/publications/reports documents

This report reviews child poverty rates in New Zealand and the detrimental effects poverty has on long term outcomes for
children. It then considers a range of policy options to reduce child poverty and ensure that all children have a good start
in life. These include an expansion of the funding of, and period covered by, paid parental leave, improved access to low
cost or free early childhood education, reviewing the adequacy of core benefit payments, adjusting the family tax credit to
provide more support for younger children, and the setting of child poverty goals and targets.

Public Health Advisory Committee. 2004. The Health of People and Communities. A Way Forward: Public Policy
and the Economic Determinants of Health. Wellington. Public Health Advisory Committee.
http://www.phac.health.govt.nz/moh.nsf/indexcm/phac-public-policy-economic-determinants?Open#availability

This report considers the relationship between socioeconomic status and health. It focuses on the role public policy can
play in reducing health inequalities. It begins with a review of socioeconomic and ethnic disparities in health, with the
challenge being to improve the health of all, to the same level as those with optimal health outcomes. The report builds
on a 1998 National Health Committee report, focusing on more recent evidence for the effect of economic policies on the
socioeconomic determinants of health, and the links with health outcomes. It is based on three information strands: a
literature review and M U o analysis; interviews with government and non-government agencies; and a workshop and hui
that looked at possible policy responses to identified public health problems.

New Zealand Treasury, Investing in Wellbeing: An Analytical Framework, New Zealand Treasury Working Paper
02/23. 2002, New Zealand Treasury: Wellington. p. 1-49.
http://www.treasury.govt.nz/publications/research-policy/wp/2002/02-23

In 2002 the Treasury engaged in a project to identify cost-effective interventions to improve outcomes for children and
young adults, to maximise the value of government expenditure across the social sector. This paper aims to provide a
framework to compare interventions across social sectors. It has two key components. The first is a life-course view of
child development that emphasises that experiences in childhood affect well-being throughout life. The second involves
viewing social expenditures as investments to achieve particular outcomes, typically directed at enhancing well-being.
The paper reviews the literature on how childhood experiences can impact on later wellbeing; how child development and
outcomes are influenced by individual, family and communal factors and how risk and resilience can be used to indicate
individuals at increased risk of negative outcomes. Case studies of youth suicide, teenage pregnancy, educational
underachievement and youth inactivity provide evidence on what interventions work using key findings from the literature.

Ministry of Health. 2002. Reducing Inequalities in Health. Ministry of Health: Wellington p. 1-31.
http://www.moh.govt.nz/moh.nsf/ea6005dc347e7bd44c2566a40079ae6f/523077dddeed012dcc256¢550003938b?0OpenDocument

Addressing socioeconomic, ethnic, gender and geographic inequalities in health requires a population health approach
that takes into account all the influences on health. It also requires intersectoral action that addresses the social and
economic determinants of health, as well as action within health and disability services themselves. This document
proposes principles that should be applied to ensure that health sector activities help to overcome health inequalities. The
proposed framework for intervention entails developing and implementing comprehensive strategies at four levels.

1. Structural i tackling the root causes of health inequalities (social, economic, cultural and historical determinants)
2. Intermediary pathways i targeting the material, psychosocial and behavioural factors that mediate health impacts
3. Health and disability services 1 undertaking specific actions within health and disability services.

4. Impact i minimising the impact of disability and illness on socioeconomic position.

The framework can be used to review current practice and ensure that actions contribute to improving the health of
individuals and populations and to reducing inequalities in health. It also highlights the importance of factors outside the
direct control of the health sector in shaping the health of our population.
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http://www.occ.org.nz/publications/reports_documents
http://www.phac.health.govt.nz/moh.nsf/indexcm/phac-public-policy-economic-determinants?Open#availability
http://www.treasury.govt.nz/publications/research-policy/wp/2002/02-23
http://www.moh.govt.nz/moh.nsf/ea6005dc347e7bd44c2566a40079ae6f/523077dddeed012dcc256c550003938b?OpenDocument

Systematic and Other Reviews from the International Literature

Lucas P, Mclintosh K, Petticrew M, Roberts H, Shiell A. Financial Benefits for Child Health and Wellbeing in Low
Income or Socially Disadvantaged Families in Developed World Countries. Cochrane Database of Systematic
Reviews 2008, Issue 2. Art. No.: CD006358. DOI: 10.1002/14651858.CD006358.pub2.

The association between low income and poor child health outcomes is strong and consistent across countries and time.
This review assessed whether additional money provided to socially or economically disadvantaged families could affect
chil dr ends -beimgaahdtetucationad dtthinment. Nine studies were identified that met inclusion criteria. There
was tentative evidence of benefit in early language development, but given lack of effect on all other outcomes the
authors concluded that the evidence did not show an effect on child outcomes in the short to medium term in response to
direct financial benefits to families. The relatively low monetary value of the interventions, and the conditions placed on
the recipients led the authorst o concl ude that there was fino evidence o

Other Related Articles and Reviews

HM Treasury, Child Poverty Review. 2004, HM Treasury: London. p. 1-102. www.hm-treasury.gov.uk

In the 1990s, the UK suffered higher child poverty than many other industrialised nations. The Government thus set a
goal to halve child poverty by 2010 and eradicate it by 2020. As a first step, the Government sought to reduce the
number of children in low-income households by ¥ by 2004-05. To achieve this, the Government increased financial
support for children through tax credits, Child Benefit and other benefits by £10.4 billion, a real terms rise of 72%. As a
result, between 1998-99 and 2002-03, the number of children in poverty fell by 500,000, and the Government was on
track to achieve its target of reducing child poverty by ¥ by 2004-05. The Government however was determined to make
progress beyond 2004-05 and in the 2003 Budget announced a Child Poverty Review to examine the welfare and public
service changes necessary to achieve the eradication of child poverty. The review recommended a range of policy
options including ensuring parents had access to work and financial support (e.g. work focused interviews, work search
premiums, job-seekers allowances, access to high quality childcare, ensuring access to benefits), improving the
availability of decent housing and high quality education (e.g. equitable resources for high needs schools) and extending
coverage of child and adolescent mental health services. The child poverty review also outlined the need for continued
collaboration between central and local government and government and the voluntary and community sector.

Mayer S. 2002. The Influence of Parental Income on Children's Outcomes. Ministry of Social Development:
Wellington. http://iwww.msd.govt.nz/about-msd-and-our-work/publications-resources/research/influence-parental-income/index.htmi

The report beings with a review of theories regarding how parental income influences children's outcomes. It discusses a
range of methodological issues before reviewing research into the effects of parental income on: cognitive test scores;
socio-emotional functioning, mental health and behavioural problems; physical health; teenage childbearing; educational
attainment; and future economic status. It considers whether the source of parental income matters, whether the effect of
income varies with the age of the child, or their gender or ethnicity. The report concludes with a discussion of policy
insights that might be gleaned from the research literature in this area.

Macintyre S. Inequalities in Health in Scotland: What are they and what can we do about them? 2007, MRC Social
and Public Health Sciences Unit: Glasgow. http://www.sphsu.mrc.ac.uk/unit_reports.php?rptID=32&pagelD=0

This Scottish report considers the basis for social inequalities in health and the current evidence for interventions and
strategies to address them. It considers the characteristics of policies which are likely to be effective in reducing
inequalities including structural changes in the environment: (e.g. traffic calming, installing heating in damp cold houses);
legislative and regulatory controls (e.g. drink driving legislation, house building standards); fiscal policies (e.g. increase
price of tobacco and alcohol products); income support (e.g. tax and benefit systems); reducing price barriers (e.g. free
prescriptions, school meals); improving accessibility of services (e.g. location and accessibility of primary health care);
prioritising disadvantaged groups (e.g. multiply deprived families and communities); offering intensive support (e.g. home
visiting, good quality pre-school day care); starting young (e.g. pre and post natal support pre-school day care)

Department of Work and Pensions. 2006. Opportunity for All: Eighth Annual Report 2006 Strategy Document.
London. Department of Work and Pensions. http://www.official-documents.gov.uk/document/cm69/6915/6915.asp

Opportunity For All was first published in the UK in 1999. It outlined a strategy for tackling poverty and social exclusion
and established the indicators against which success would be measured. Indicators were selected that would
demonstrate achievements and not disguise poor performance. In subsequent annual reports, progress against these
indicators was reported and the strategy continued to develop as progress started to bed in. The strategy is now well
established and in the eighth Opportunity For All report, the authors take stock of the progress made to date, and look
ahead to how to build on this. One particular focus is child poverty, with chapter two looking in depth at the problems
faced by children and their families, the strategy for tackling child poverty and the progress that has been made.

Department of Health. 2003. Tackling Inequalities in Health: A Program for Action. London. Department of Health
(UK). http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4008268

This Programme for Action outlines how the UK Government planned to tackle health inequalities over 3 years, with a
2010 target of reducing social gradients in infant mortality and life expectancy. The programme had four key themes:

supporting families, mothers and chil dr @eneratibnal cyelsmos healtle
A engaging communi itoensureaelevince, reshongiveress and sustainability
A preventing illness and providing effective treatment
A addressing the under |iydealingwitt the leng-term nralerlying caosies ohheadth inedualities.
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http://www.hm-treasury.gov.uk/
http://www.msd.govt.nz/about-msd-and-our-work/publications-resources/research/influence-parental-income/index.html
http://www.sphsu.mrc.ac.uk/unit_reports.php?rptID=32&pageID=0
http://www.official-documents.gov.uk/document/cm69/6915/6915.asp
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4008268
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GROss DoMESTIC PRoDUCT (GDP)

Introduction

Gross Domestic Product (GDP) is definedasfit he t ot al mar ket value of goo
produced within a given period, after deducting the cost of goods utilised in the process of

productiono[17]. GDP is often used as a measure of the size of the economy, with hominal

GDP being expressed in current dollar prices, and real GDP being expressed in constant

dollar prices (i.e. the dollar value of a particular year, after adjustment for inflation).

Changes in real GDP are often used as a measure of economic growth, or the strength of
the economy [17], with a recession typically being defined as two consecutive quarters of
negative growth [18]. Recessions are often characterised by high unemployment, stagnant
wages and a fall in retail sales, and though usually not lasting longer than a year [18], they
may have significant implications for child wellbeing (see previous section).

New Zealand entered a recession at the end of June 2008 (after 2 consecutive quarters of
negative growth), and technically left the recession at the end of June 2009 (although
growth in the June quarter (0.1%) was extremely close to zero, leading Statistics New
Zealand to comment that no significant conclusions could be drawn regarding this being a
turning point in economic activity [1]).

The following section briefly reviews changes in N

Data Source and Methods

Definition

Gross Domestic Product: The total market value of all final goods and services produced in a country in a given
year, equal to total consumer, investment and government spending, plus the value of exports, minus the value
of imports. A recession is defined as 2 consecutive quarters of negative growth (as measured by GDP).

Data Source
Statistics New Zealand: The New Zealand System of National Accounts. Produced Quarterly

Indicator Category: Ideal B

Notes on Interpretation
Three approaches can be used to calculate GDP:

AProduction Approach: This method calculates what each separate producer adds to the value of final output,
by deducting intermediate consumption from gross output. Value added is summed for all producers.

Alncome Approach: This approach measures the incomes received by the owners of the factors of production.
These represent the returns to the labour and capital employed such as wages and salaries, and profits.

A Expenditure Approach: This method sums the values of all final demands, that is, final consumption
expenditures (of households, government and private non-profit institutions serving households), changes in
inventories, gross capital formation, and net exports.

Conceptually, both the production and expenditure approaches of measuring GDP are the same. However, as
each series uses independent data and estimation techniques, some differences between the alternative
measures arise. The expenditure approach series has historically shown more quarterly volatility and is more
likely to be subject to timing and valuation problems. For these reasons, the production-based measure is the
preferred measure for short-term quarter-on-quarter and annual changes [19]

New Zealand Trends

Production Based Measure of GDP

In New Zealand, GDP decreased for 5 consecutive quarters from March 2008-March 2009.
GDP then increased by 0.1% in the June 2009 quarter. Economic activity for the year
ending June 2009 contracted 1.8%, as compared to growth of 2.5% for the year ending
June 2008. This was the largest annual contraction in activity since the series began in
June 1987 [1] (Figure 2).

During the June 2009 quarter, activity in the primary industries increased by 1.5%, an
increase mainly driven by fishing, forestry and mining. Activity in goods producing
industries contracted 0.5%, with the decrease being driven by manufacturing (down 1.3%)
and construction (down 1.9%). A 5.9% increase in electricity, gas and water partly offset
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these decreases. Service industries were largely flat, with increases in real estate and
business services, and communications being offset by declines in wholesale trade,
transport and storage, and government administration and defence [1].

Thus New Zealand entered a recession at the end of June 2008 (after 2 consecutive
guarters of negative growth), and technically left the recession at the end of June 2009.
Because growth of 0.1% is extremely close to zero (and thus may be subject to revisions
(including downwards) in future quarters), Statistics NZ indicated that no significant
conclusions could be drawn regarding this being a turning point in economic activity [1].

Expenditure Based Measure of GDP

The expenditure based measure of GDP, released concurrently with the production based
measure, increased by 0.4% in the June 2009 quarter. During this period, household
consumption expenditure increased by 0.4%, with expenditure on services increasing
0.6% and expenditure on non-durable goods increasing 0.8%. Expenditure on durable
items however, decreased by 0.9%. On an annual basis, in the year ended June 2009,
household consumption expenditure decreased 1.1% [1].

Figure 2. Gross Domestic Product (GDP): Percentage Change from Previous Quarter,
New Zealand June 2005-June 2009
20
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Source: Statistics New Zealand: Seasonally adjusted chain volume series measured in 1995/96 prices

Summary

New Zealand entered a recession at the end of June 2008 (after 2 consecutive quarters of
negative growth), and technically left the recession at the end of June 2009. Because
growth of 0.1% is extremely close to zero (and thus may be subject to revisions (including
downwards) in future quarters), Statistics NZ indicated that no significant conclusions
could be drawn regarding this being a turning point in economic activity [1].

Local Policy Documents and Evidence Based Reviews Relevant to

the Economic Environment for Children

Table 2 on Page 14 considers local policy documents and evidence based reviews which
are relevant to the social policy environment and the socioeconomic determinants of child
and youth health.
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