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INTRODUCTION AND OVERVIEW

Introduction

In 1995, a report on the Health of Infants and Children in the Midland Region noted:

filrhere is a dearth of information on people who have disabilities living in Midland, as
wel | as Newn d e &@iHe agadhddf useful information on disabilities and
people with disabilities, is a serious impediment to rational and effective service
pl anning afifd deliveryo

Since the time of this report, little has changed and it remains very difficult to access useful
information on the nature and prevalence of disabilities amongst New Zealand children
and young people. Nevertheless, children and young people with disabilities and chronic
conditions require a range of health and disability support services in order to reach their
full potential, and it is undesirable that a paucity of data should preclude them featuring
prominently in prioritisation, planning and resource allocation decisions.

Report Aims and In-Depth Topics

This report reviews a range of routinely collected data on children and young people in
MidCentral DHB, with a view to identifying the numbers of children and young people with
chronic conditions and disabilities accessing health services within the region. In addition,
given a trend towards deinstitutionalisation and a greater emphasis on community care,
t hi s y-depth tomics ¢omsider common areas of unmet need for families caring for
children and young people with chronic conditions and disabilities, as well as the impact
health and disability support services may have on their wellbeing. Specifically, the issues
consi der ed i -depthtopicsinclugear 6 s i n

1. Disability, Disability Support Services and Transitions to Adult Care: This review
provides a brief overview of disability, disability support services and issues with
transition to adult care. It begins by briefly defining disability, before reviewing the most
common conditions leading to disabilities in New Zealand children and young people.
New Zealandés historical approaches to service d
then reviewed, before an overview is provided o
support services, and the areas of unmet need most commonly identified by families
caring for children and young people with disabilities, both in New Zealand and
overseas. A final section considers the transition of young people with disabilities from
paediatric to adult care, some of the difficulties inherent with this transition, and a range
of overseas models which consider how such transitions might be improved.

2. Models of Care for Medically Fragile Children: Medical advances over recent
decades have resulted in an increase in the number of medically fragile or technology-
dependent children. This, in combination with advances in portable technology and a
trend for shorter hospital stays and less institutional care, have meant that there are W
increasing numbers of children with complex health care needs living at home. This
review examines the funding supports available, some of the inherent problems that
arise from caring for medically fragile children at home, and some models of care. The
section concludes with a review of transitions from paediatric to adult services for
adolescents with chronic medical conditions.

Report Sections and 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 Chronic Conditions and

Disabilitesst r eams being updated in this year s
also been added / sections have been expanded, as new data has become available, or as
more experience has been gained in worKking

Again, as previously, where high quality data was not available, yet an issue was deemed
to be of publ i c heal bhk manplod t award ereatedd (b1g.shospital
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admissions for children and young people with iron deficiency anaemia) so that the issue
did not fall below the public health radar. In such cases however, the reader is strongly
urged to read the cautions on interpretation which accompany each indicator, in order to
gain a better understanding of the strengths and weaknesses of the data used.

I n additi on, each of the indicator s ithefaurh
sections outlined below:

Antenatal and Neonatal Screening: This section considers five conditions which may
lead to significant long term disability, and which may be detected by routine screening in
the antenatal or neonatal periods. The first four: Congenital Anomalies Evident at Birth,
Cardiovascular Anomalies, Down Syndrome, and Neural Tube Defects, describe the
prevalence and distribution of selected congenital and chromosomal anomalies in hospital
born babies, while the fifth, Cystic Fibrosis, reviews hospital admissions for children and
young people aged 0-24 years who had any mention of cystic fibrosis in any of their first 15
diagnoses.

Other Disabilities: As a result of the paucity of other routine data sources, the indicators
in this section review hospital admissions for children and young people aged 0-24 years
with any mention of Developmental Delays and Intellectual Disabilities, Cerebral Palsy,
and Autism and Other Pervasive Disorders in any of their first 15 diagnoses. For each
condition, the main reasons for hospital admission are explored, along with their
distribution by age, ethnicity, gender and NZ Deprivation index decile.

Other Chronic Medical Conditions: This section reviews hospital admissions and
mortality for children and young people aged 0-24 years with any mention of Insulin
Dependent or Non-Insulin Dependent Diabetes and Epilepsy or Status Epilepticus in any
of their first 15 diagnoses. Again the main reasons for hospital admission are described,
along with their distribution by age, ethnicity, gender and NZ Deprivation index decile. An
additional section reviews Cancer incidence and mortality in the same age group, using NZ
Cancer Registry and National Mortality Collection data.

Obesity, Nutrition and Physical Activity: This section is divided into two main parts, with
the first using 2006/07 New Zealand Health Survey data to review the prevalence of
Overweight and Obesity and some of its risk factors (e.g. soft drink and takeaway
consumption, television watching and modes of travel to school) in New Zealand children.
A second indicator explores hospital admissions for children and young people with any
mention of Iron Deficiency Anaemia in any of their first 15 diagnoses. While the
methodology used significantly underestimates the prevalence of iron deficiency anaemia
in this population, the information presented does provide some insights as to the groups
most likely to warrant further attention in terms of their iron status and nutritional intake.

The New Zealand Childr en6s Soci al Heal t h Moni
TheNZChi |l drends Soci anlinditherasét teleloped to monior the impact
oftheeconomic downturn on child wellbeing,

report. Data on each of the indicators in the Monitor (Economic Indicators: GDP, Income
Inequality, Child Poverty, Unemployment Rates and Number of Children Reliant on Benefit
Recipients; Child Wellbeing Indicators: Hospital Admissions and Mortality with a Social
Gradient, Infant Mortality, Hospital Admissions for Injuries Arising from Assault in Children)
isupdatedi n t his yeards report, with a view t
locally, are faring in the current economic climate.

Evidence Based Approaches to Intervention

Asprevi ous |l vy, each of the sections in this

local policy documents and evidence based reviews which consider 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 the medical management of children and young people with cystic fibrosis, but
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few (with the exception of folate for neural tube defects) were available on the primary
prevention of congenital anomalies).

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 4-9 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. (Note: As outlined in
Appendix 1, in order to assist the reader to determine whether tests of statistical
significance have been used in a particular section, the significance of the associations
presented has been signalled in the text with the words significant, or not significant in
italics. Where the words significant or non-significant do not appear in the text, then the
associations described do not imply statistical significance or non-significance).

Overview of Findings for MidCentral

Table lprovi des a brief overview of ,andthemamdi cat or s i
findings as they relate to children and young people in MidCentral, as well as for New
Zealand as a whole.

Children and Young People with Chronic Conditions and Disabilities: In MidCentral,
the review of admissions for children and young people with chronic conditions and
disabilities presented a mixed picture, with admissions for those with some conditions (e.g.
developmental delays, cerebral palsy, non-insulin dependent diabetes) being similar to the
New Zealand average. In contrast, admissions for those with other conditions were either
significantly lower (e.g. congenital anomalies evident at birth, intellectual disabilities), or
significantly higher (e.g. cystic fibrosis, autism, insulin dependent diabetes) than the New
Zealand average.

Childrenbés Social Aeainhl Mpnhetyaasioraling ecormmio r t
conditions seen nationally were reflected in MidCentraldé s dat a, winctedsesnn goi ng
the number of children reliant on unemployment benefit recipients between April 2008 and

2010. Hospitalisations for medical conditions with a social gradient also continued to

increase, so that while rates were much lower than the New Zealand average during the

early 2000s, by 2009 rates were more similar. Admission rates were generally higher for
Pacific > MUori >  E u yvatlp ratesnincreasing $or al ethnic groupsd r e n
during this period. Admissions for injuries with a social gradient however, were more static.

Concluding Comments

This report provides an overview of secondary health service utilisation for children and
young people with chronic conditions and disabilities in MidCentral. While the data
presented is at times imperfect, and at best only provides a glimpse of the health needs of
these children and young people, the current paucity of data should not preclude the DHB
reviewing the disability support services available locally, with a view to considering
whether any of the issues identified nationally are an issue within the region. Further, while
high quality evidence (e.g. from randomised control trials) is lacking, there is nevertheless
sufficient information to direct future initiatives towards the areas of greatest need, which
potentially may include access to respite care, continuity and coordination between
services, and the adequate resourcing of caregivers (both paid and informal) looking after
children and young people with disabilities. Attention to ongoing quality improvement in
these areas will ensure that over time, the health sector is better able to respond to the
needs of these children and young people, who are amongst some of the most vulnerable
in New Zealand.
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Table 1. Overview of the Health of Children and Young People with Chronic Conditions and Disabilities in MidCentral

Stream

|

Indicator

New Zealand Distribution and Trends

MidCentral DHB Distribution and Trends

Conditions Detectable by Antenatal and Neonatal Screening

Antenatal and
Neonatal
Screening

Congenital
Anomalies Evident
at Birth

In New Zealand during 2005-2009, a large number of
congenital anomalies were evident at birth, with these ranging
in severity from minor skin conditions through to anomalies
which were incompatible with life. While in numerical terms the
largest number of babies born with congenital anomalies had
mothers aged 30-34 years, the risk of congenital anomalies
rose with increasing maternal age, with babies whose mothers
were 40+ years having rates 1.35 (95% Cl 1.24-1.48) times
higher than those whose mothers were in their teens. While no
socioeconomic differences were evident, the proportion of
babies with one or more congenital anomaly was significantly
higher for males, and for Pacific and Asian > European and
MUori babies. On a2009,r345p bdabidswper
year had one or more congenital anomaly evident at birth,
although the severity of these anomalies varied considerably.
During 2009, this equated to 4.1% of all births.

In MidCentral during 2005-2009, a large number of congenital
anomalies were evident at birth, with these ranging in severity
from minor (e.g. tongue tie) through to more serious anomalies
(e.g. malformations of the great arteries). When the number of
babies with one or more congenital anomaly, rather than the
number of anomalies was considered, on average during
2005-2009, 90.4 MidCentral babies per year (4.1% of all
births), had one or more congenital anomaly identified at the
time of birth, with rates in MidCentral being significantly lower
than the New Zealand average (RR 0.77 95% CI 0.70 i 0.84).
Similarly, during 2000-2009, the proportion of babies born with
congenital anomalies evident at birth was consistently lower
than the New Zealand average, although it remains unclear
whether this reflected a truly lower prevalence, or a difference
in the way in which minor congenital anomalies were recorded
in the hospital admission dataset.

Cardiovascular
Anomalies

In New Zealand during 2005-2009, patent ductus arteriosus
(PDA) was the most frequent -cardiovascular anomaly
identified at birth, with 57.8% of PDAs being in preterm babies
(<37 weeks gestation) who had no other cardiovascular
anomalies. Atrial septal and ventricular septal defects were the
next most frequent anomalies. During this period, no
significant ethnic, gender or socioeconomic differences were
seen in the proportion of babies being born with cardiovascular
anomalies. Rates rose progressively with increasing maternal
age however, with rates for babies whose mothers were 30+
years being significantly higher than for those whose mothers
gave birth in their teens. During 2000-2009, the number of
babies born with one or more cardiovascular anomalies
(excluding isolated preterm PDAs) remained relatively
constant, averaging around 393 cases per year.

In MidCentral during 2005-2009, patent ductus arteriosus was
the most frequent type of cardiovascular anomaly evident at
the time of birth, although 56.0% were in preterm babies with
no other cardiovascular anomalies. Atrial septal and ventricular
septal defects were the second and third leading types of
anomalies respectively. When the number of babies with one
or more CVS anomaly (rather than the number of CVS
anomalies) was considered, on average 17.8 babies each year
(excluding isolated preterm PDAS) were born with one or more
CVS anomaly, with rates in MidCentral being similar to the
New Zealand average (RR 1.17 95% CI1 0.95 71 1.45).
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Stream

Indicator

New Zealand Distribution and Trends

MidCentral DHB Distribution and Trends

Antenatal and
Neonatal
Screening

Down Syndrome

In New Zealand during 2005-2009, Down Syndrome was the
most frequent chromosomal anomaly identified at the time of
birth, accounting for 88.3% of chromosomal anomalies during
this period. Overall, 51.9% of babies with Down Syndrome had
one or more co-existing cardiovascular anomalies, with the
most frequent being atrial septal defects and patent ductus
arteriosus. While the highest absolute humbers of babies with
Down Syndrome were born to women aged 35-39 years,
Down Syndrome rates rose exponentially with maternal age,
with the highest rates being seen in babies whose mothers
were 40+ years. There were no statistically significant
socioeconomic, ethnic or gender differences in the proportion
of babies with Down syndrome during this period although
during 2000-2 0 0 9 , rates were gener
for European babies.

In MidCentral during 2005-2009, 8 babies were identified with
Down Syndrome at the time of birth, with this equating to 1.6
births per year. A smaller number were identified as having
Edwards or Patau Syndromes, or other chromosomal
anomalies. The proportion of MidCentral babies with Down
Syndrome identified at birth was similar to the New Zealand
average (RR 0.8395% C1 0.41 7 1.67).

Neural Tube
Defects

In New Zealand during 2000-2009, on average, 13.3 babies
per year had one or more neural tube defects (NTDs) evident
at the time of birth, with large year to year fluctuations being
evident during this period. During 2005-2009, NTDs identified
at birth were significantly higher for babies born to teenage
mothers (vs. mothers aged 20-39 years). Rates were also
significantly higher for MUo
and for those in the most deprived (NZDep Decile 9-10) areas.

In MidCentral during 2005-2009, 4 neural tube defects were
evident at the time of birth, with these accounting for 50.0% of
all nervous system malformations during this period. The
number was the same when the number of babies with one or
more NTD, rather than the total number of NTDs was taken
into account, with 4 MidCentral babies having one or more
neural tube defects evident at birth, equating to 0.8 babies per
year, and a rate that was similar to the New Zealand average
(MidCentral vs. New Zealand RR 1.50 95% CI 0.55 - 4.09).

Cystic Fibrosis

In New Zealand during 2005-2009, 84.6% of hospital
admissions for children and young people with cystic fibrosis
had cystic fibrosis listed as the primary diagnosis. Of those
with cystic fibrosis as the primary diagnosis, the vast majority
also had a secondary diagnosis, with these including a range
of infectious (e.g. pseudomonas, staphylococcus aureus,
aspergillosis), respiratory (e.g. bronchiectasis, pneumonia) and
other (e.g. diabetes) complications. During this period, hospital
admissions were similar for males and females, and no
marked social gradients were evident (with rates being highest
for those living in average NzZDep decile areas, and
significantly lower for those in the most deprived (decile 10)
areas). Admissions however, were significantly higher for
European > MUOori > Pacific
people.

In MidCentral during 2005-2009, a total of 23 individual
children and young people were admitted to hospital with
cystic fibrosis listed in any of their first 15 diagnoses.
Admission rates per 100,000 population were significantly
higher than the New Zealand average (RR 1.46 95% CI 1.25-
1.70). The pattern was similar during 2000-2009, although
there was some year to year variation during this period.
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Stream Indicator New Zealand Distribution and Trends MidCentral DHB Distribution and Trends
Other Disabilities
In New Zealand during 2005-2009, 23.6% of hospitalisations
for children and young people with developmental delays had
the developmental delay listed as the primary diagnosis. A
further 15.5% had respiratory infections and diseases listed as
the primary diagnosis, while 8.9% were admitted primarily for . ) S
epilepsy or convulsions. Similarly, only 7.2% of hospitalisations |I"_MidCentral during 2005-2009, a total of 126 individual
for children and young people with intellectual disabilities had |children and young people were admitted to hospital with a
their intellectual disability listed as the primary diagnosis, with | developmental delay listed in any of their first 15 diagnoses.
14.7% being admitted for dental caries or other oral health |Admission rates per 100,000 population were similar to the
Developmental issues, and 13.1% for epilepsy or convulsions. Hospitalisations New Zealand average (RR 0.88 95% CI 0.77i1.01). In
Delavs and for those with developmental delays were highest during the |2ddition, 48 individual children and young people were
I ”y I first year of life, with rates dropping away rapidly thereafter. In admlttgd t_o hospltall with an intellectual dlsapll|ty listed in any
[r)]itseasilcift?ez contrast, hospitalisations for those with intellectual disabilities | Of their first 15 diagnoses, although admission rates per
were relatively infrequent in the first two years of life, but|100,000 population were significantly lower than the New
increased  during childhood and the early teens. Zealand average (RR 0.75 95% CI 0.59 i 0.96)'. During ZOQO—
Hospitalisations for those with developmental delays were|2009, while there was some year to year variation, hospital
significantly higher for mal |amission rates for those with developmental delays or
Asian children and young people and those living in average- | intellectual disabilities overall remained relatively static.
Other more deprived (NZDep deciles 5-10) areas, while
Disabilities hospitalisations for those with intellectual disabilities were

significantly higher for mal
Asian children and young people and those living in average-
more deprived (NZDep deciles 5-10) areas.

Cerebral Palsy

In New Zealand during 2005-2009, only 4.98% of acute and
arranged hospital admissions for children and young people
with cerebral palsy had cerebral palsy listed as their primary
diagnosis, with 10.8% of admissions being for epilepsy or
convulsions and 14.5% being for respiratory infections /
diseases. Overall, acute and arranged admissions accounted
for 57.6% of admissions, while 42.4% were from the waiting
list. Orthopaedic procedures accounted for 46.8% of waiting
list admissions, and for 19.8% of all admissions in children and
young people with cerebral palsy. During this period, hospital
admissions were significantly higher for males and those living
in average-more deprived (NZDep deciles 4-10) areas.
Admi ssion rates were similar
children and young people, but significantly lower for Asian
children and young people.

In MidCentral during 2005-2009, a total of 65 individual
children and young people were admitted to hospital with
cerebral palsy listed in any of their first 15 diagnoses.
Admission rates per 100,000 population were similar to the
New Zealand average (RR 0.96 95% CI 0.84 i 1.11). The
pattern was similar during 2000-2009, although admission
rates declined during this period.
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In New Zealand during 2005-2009, autism or other pervasive
developmental disorders were listed as the primary diagnosis
in only 12.1% of hospitalisations for children and young people
) ) . . 0 0
with pervasive devglopmental dlsorders'. of th|s' 12'14)' 61'9.AJ In MidCentral during 2005-2009, a total of 81 individual
had childhood autism listed as the primary diagnosis, while| . ; . .
. : children and young people were admitted to hospital with
. 34.0% had pervasive developmental disorder NOS and 4.2% . : . X X
Autism and Other h h . | | di i I autism or other pervasive developmental disorders listed in
Other Pervasive ad other pervasive d_eve opmenta dlsordgrs isted. Overall, any of their first 15 diagnoses. Admission rates per 100,000
L 20.2% of admissions in those with pervasive developmental . o . K
Disabilities Developmental ) . population were significantly higher than the New Zealand
; disorders were for dental caries or other oral health problems, N L )
Disorders ) . . . |average (RR 1.30 95% CI 1.08 i 1.57). Similar differences
while a further 9.9% were for epilepsy or convulsions. Hospital . X I . :
- 7 S ) were seen during 2000-2009, with admission rates increasing
admissions were significantly higher for males and for during this period
European than for MUori, Pac 9 P '
people. No consistent socioeconomic gradients were evident,
with admission rates being similar for those living in the most
and least deprived NZDep areas.
Other Chronic Medical Conditions
Insulin Dependent Diabetes: In New Zealand during 2005-
2009, 67.5% of hospitalisations for children and young people
with IDDM were for diabetes related diagnoses, with
ketoacidosis accounting for 30.2%, and IDDM without
complications for 27.9% of admissions. A further 32.5% were
for non-diabetes diagnoses, with gastroenteritis, injuries, and | Insulin Dependent Diabetes: In MidCentral during 2005-
respiratory diseases being the leading causes. Admissions|2009, a total of 135 individual patients were admitted to
increased during childhood, reached a peak in those in their | hospital with Insulin Dependent Diabetes listed in any of their
late teens and then declined during the early 20s. Admissions |first 15 diagnoses. When hospitalisations per 100,000
were significantly higher f ofpopulation were considered, rates for IDDM in MidCentral
Other Chronic Pacific > Asian children and young people, and those in|were significantly higher than the New Zealand average (RR
Medical Diabetes average-more deprived (NZDep Decile 3-10) areas. 1.22 95% Cl11.10i 1.35).
Conditions Non-Insulin Dependent Diabetes: In New Zealand during|Non-Insulin Dependent Diabetes: In MidCentral during 2005-

2005-2009, 17.8% of hospitalisations for children and young
people with NIDDM were for diabetes related diagnoses, with
NIDDM without complications accounting for 5.6% of
admissions. The remaining 82.2% were for other diagnoses,
with cystic fibrosis (17.98%) and pregnancy and childbirth
(10.2%) being the leading causes. Hospitalisations were
infrequent during childhood but increased gradually thereafter.
Admissions were significantly higher for females, Pacific >
MUor i > European > Asian ch
those in average-more deprived areas.

2009, a total of 28 individual patients were admitted with Non-
Insulin Dependent Diabetes listed in any of their first 15
diagnoses. When hospitalisations per 100,000 population were
considered, rates for NIDDM in MidCentral were similar to the
New Zealand average (RR 0.89 95% CI 0.66 1 1.20).
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Other Chronic
Medical
Conditions

Epilepsy and
Status Epilepticus

In New Zealand during 2005-2009, 70.5% of hospital
admissions in children and young people with epilepsy or
status epilepticus were for epilepsy related diagnoses, with
generalised idiopathic epilepsy (27.3%) and unspecified
epilepsy (21.1%) making the greatest contribution. A further
29.5% of admissions were for conditions unrelated to epilepsy,
with respiratory infections and diseases, preghancy and
childbirth, and injuries making the largest contributions.
Secondary diagnoses for those admitted with epilepsy or
status epilepticus as a primary diagnosis, fell into two main
categories: conditions which may have increased the risk of
developing epilepsy (e.g. cerebral palsy, congenital anomalies
of the nervous system); and acute concurrent illnesses such
as respiratory infections and otitis media.

During 2005-2009, admissions were highest during the first
five years of life, with rates declining during mid-late childhood,
but increasing again during the mid-late teens. Mortality was
more frequent for those in their teens and early 20s, with a
total of 57 children and young people dying from epilepsy or
status epilepticus during 2003-2007. Hospital admissions were
significantly higher for mal
Asian children and young people and those in average-more
deprived (NZDep deciles 3-10) areas.

In MidCentral during 2005-2009, a total of 174 individual
children and young people were admitted with a diagnosis of
epilepsy or status epilepticus, with hospital admission rates per
100,000 population being similar to the New Zealand average
(RR 1.00 95% CI 0.90 i 1.12). While admissions during the
early 2000s were lower than the New Zealand average, rates
became more similar during 2006-2009, as the result of a
small rise in rates in MidCentral, coupled with an ongoing
decline in admission rates at the national level.

Cancer

In New Zealand during 2003-2007, carcinoma in situ of the
cervix was the most frequent reason for a notification to the NZ
Cancer Registry in children and young people aged 0-24
years, and accounted for 60.4% of notifications in this age
group. Acute lymphoblastic leukaemia was the second leading
reason for natification, followed by malignant melanomas of
the skin. During the same period, cancers of the brain were the
leading cause of cancer mortality in New Zealand children and
young people, followed by acute lymphoblastic leukaemia.

In MidCentral during 2003-2007, carcinoma in situ of the cervix
was the most frequent reason for a notification to the NZ
Cancer Registry in children and young people aged 0-24
years, and accounted for 74.4% of notifications in this age
group. Acute lymphoblastic leukaemia, melanoma in situ and
cancers of the testis were the next most common reasons for
notification. During the same period, leukaemias and
lymphomas were the leading causes of cancer mortality in
MidCentral children and young people, followed by cancers of
the bone and cartilage.
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Obesity, Nutrition And Physical Activity

Obesity,
Nutrition And
Physical
Activity

Overweight and
Obesity

In the 2006/07 NZ Health Survey, there were no significant
gender differences in overweight or obesity in those aged 2-14
years. Adjusted for age, MU g
were significantly more likely to be overweight or obese than
those in the total population, while Asian and European / Other
children were significantly less likely to be overweight, and
European / Other children were also significantly less likely to
be obese. Children in the most deprived (NZDep deciles 9-10)
areas were significantly more likely to be obese than those in
the least deprived-average ((NZDep decile 1-8) areas.
Children in the most deprived (NZDep deciles 9-10) areas
were also significantly more likely to be overweight than those
living in more affluent (NZDep deciles 1-4) areas. Similar
patterns were identified in the 2008/09 National Survey of
Chil dren and Young Peopl ebs
Behaviours, for those aged 5-24 years.

Nutrition

Fruit and Vegetable Intake: In the 2008/09 National Survey of
Chil dren and Young Peopl ebs
Behaviours, there were no significant gender, ethnic or
socioeconomic differences in the proportion of those aged 5-
24 years achieving fruit intake guidelines. The proportion of
Pacific and Asian children and young people achieving
vegetable intake guidelines however was significantly lower
than for European / Other children and young people.

Breakfast at Home: In the 2006/07 NZ Health Survey (06/07
NZHS), boys were significantly more likely to have eaten
breakfast at home every day in the previous week, than girls.
This proportion decreased with increasing age, with those
aged 10-14 years being significantly less likely to eat breakfast
at home every day than those aged2-4 year s. R 4
and Pacific children were significantly lower than for the total
population. Rates for boys in the most deprived (NZDep decile
9-10) areas were also significantly lower than for boys from the
least deprived (NzZDep Decile 1-2) areas, although no
significant differences were seen for girls.
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Nutrition

Fizzy Drinks: In the 06/07 NZHS, boys aged 10-14 years were
significantly more likely to have consumed 3+ fizzy drinks in
the previous week than girls aged 10-14 years. In addition,
rates for children aged 10-14 years were significantly higher
than for children aged 2-4 year s. Rates f
children were significantly higher than for the total population,
while rates for European / Other children were significantly
lower. Rates were also significantly higher for those in the
most deprived (NZDep decile 9-10) areas.

Takeaways / Fast Food: In the 06/07 NZHS, there wer