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EXECUTIVE SUMMARY

The socioeconomic environment in which our children grow up is intimately linked with their
health and wellbeing. This report is the second in a two part series on the health of Pacific
children and young people in New Zealand. The first report, the Health of Pacific Children
and Young People in New Zealand (2008) considered a range of health issues experienced
by Pacific children and young people, including hospital admissions for infectious and
respiratory diseases, preterm birth, fetal deaths, infant mortality and teenage pregnancy. This
second report The Determinants of Health for Pacific Children and Young People in New
Zealand, considers the socioeconomic determinants which likely underpin these outcomes.

Structure of the Report
This report is divided into 6 key sections, each of which focuses on a different cluster of
determinants affecting the wellbeing of Pacific children and young people. These include:

1. The New Zealand Chil dr e n 6Buring thepast 18 mdargha, INewh Mo
Zeal and 6 sonomizg envimmement has deteriorated markedly, with 6 consecutive
quarters of negative / minimal growth, followed by rising unemployment. Given that large
disparities in health status are evident for Pacific children, even during periods of
economic prosperity, it is possible that as more families become reliant on Government
benefits, some of the adaptations families make in order to meet their basic household
needs, may have unintended health consequences for children.

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, called the New Zealand
Childrendés Soci (dDZCSHIM, éslpredented m this teport. It is divided into
two main parts: a set of indicators to monitor prevailing economic conditions (GDP,
income inequality, child poverty, unemployment rates, children reliant on benefit
recipients), and a set of indicators to monitor child health and wellbeing (hospital
admissions and mortality for conditions with a social gradient, infant mortality, hospital
admissions for child abuse).

2. Household Composition and Issues Impacting on Family Resources: Even at a
given level of income, the resources available to families are likely to vary. This section
consider s a range of issues which potentially
i ncome to i mmediat el y meTbese inclide: ifamily cdmpadsition,e n 6 s
household crowding, traditional gifting, gambling and household debt.

3. Educational Outcomes: Educational attainment is a key determinant of subsequent
health and wellbeing, and this section considers a number of issues which impact on
educational outcomes including: early childhood education; senior secondary school
retention; stand-downs, suspensions, exclusions and expulsions; and truancy.

4. Substance Use: This section considers a range of exposures including tobacco use in
women giving birth, childrenés exposure to
and alcohol related hospital admissions. There are important data quality issues
associated with some of these indicators (particularly tobacco use in women giving birth
and alcohol related hospital admissions) and the reader is urged to read the Methods
sections carefully before attempting to interpret any of the data in these sections.

5. Safety and Family Violence: This section reviews a range of indicators focusing on
safety and family violence, including hospital admissions for injuries arising from assault
in children and young people; notifications to Child Youth and Family; and Police
attendances at family violence incidents.

6. Mental Health Issues in Children and Young People: This section considers mental
health issues experienced by children and young people. It contains sub-sections on the
concerns raised by children accessing telephone counselling services, as well as hospital
admissions for self inflicted injuries and mortality from suicide. In addition, it is also the
first time that the Mental Health Information National Collection (MHINC) has been used
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to review mental health service utilisation by children and young people in these reports.
This sub-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 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 sub-sections, and the reader is strongly
urged to read the methodology section(s) before embarking on these.

Evidence Based Approaches to Intervention

As in | ast year06s report, each of the se
overview of 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
guality 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 health sector in improving

Ethnicity Classifications and Data Quality Issues

As previously, a number of other data quality issues must also be taken into account when
interpreting the information in this report. A number of these relate to the ethnicity
classifications used and these are briefly summarised in the text box below. A more detailed
review of these issues is contained in the series of Appendices at the back of this report.

Interpreting Ethnic Specific Rates and Trends: Data Quality Issues and Limitations

This report brings together routinely collected data on the socioeconomic determinants of health for
Pacific children and young people in New Zealand. When interpreting this data, a number of limitations
need to be taken into consideration:

1. The Calculation of Ethnic Specific Rates: The majority of rates calculated in this report have relied
on the division of numerators (e.g. hospital admissions, mortality data) by Census or Birth Registration
denominators. Calculation of accurate ethic specific rates relies on the assumption that information on
ethnicity is collected in a similar manner in both the numerator and denominator and that a single child
will be identified similarly in each. In New Zealand this has not always been the case, and even with
the improvements in the collection of ethnicity data which have occurred over the past decade, there
still remains the possibility the same individual will be identified differently in different data collections.

This is of particular concern in the context of reporting multiple ethnicities and has implications for the
interpretation of differences between the Sole and (Any) Pacific groups highlighted in this report (e.g. if
parents tend to identify children as having only a single Pacific identity in hospital admission data, but
report multiple ethnic affiliations in the Census, this may potentially increase hospital admission rates
for Sole Pacific children when compared with (Any) Pacific children). While the extent to which this
actually occurs is difficult to quantify, the reader must nevertheless include data quality issues in the
list of possible factors contributing to the differences between Sole and (Any) Pacific children and
young people highlighted in this report. Appendix 6 provides an overview of how ethnicity information
has Dbeen coll ected over tional data colleationy @antl th& eadousaethdidtys
classifications used in this report (Prioritised, Any and Sole Pacific). The reader is urged to review this
Appendix before interpreting any of the ethnic specific analyses presented.

2. Changes in Uploading Emergency Department Cases to the Hospital Admission Dataset Over
Time: Appendix 4 outlines a number of issues associated with the Hospital Admission Dataset, and in
particular how changes in the way in which emergency department cases have been uploaded to the
national minimum dataset can profoundly affect time series data for a number of conditions commonly
dealt with in the emergency department setting (e.g. injuries, asthma, gastroenteritis). This problem is
of particular importance for paediatric admissions in the Auckland region, and with nearly 2/3 of Pacific
children and young people in New Zealand residing in Auckland, also has implications for the
interpretation of Pacific child and youth health statistics. A more detailed overview of this issue is
provided in Appendix 4, and the reader is strongly urged to read this Appendix before attempting to
interpret any of the time series information on hospital admissions in this report.
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3. The Signalling of Statistical Significance: Appendix 1 outlines the rationale for the use of statistical
significance testing in this report. In brief, all of the data in this report can be considered as belonging
to one of two groups: Population Surveys (which use a sample to make inferences about the
population as a whole) and Routine Administrative Datasets (which capture information on all events
occurring in a particular category e.g. all deaths from a particular cause). The way in which each is
handled for the purposes of statistical significance testing differs (as outlined in Appendix 1). Where
relevant, the significance of any associations has been signalled in the text (with the words significant
or not significant in italics being used to denote the statistical significance of the observed association).
Where the words significant or non-significant do not appear in the text, then the associations
described do not imply statistical significance ornon-s i gni f i canceo.

Overview of the Determinants of Health for Pacific Children
and Young People in New Zealand

Tablelprovides a brief overview of the indicat
associated with each vary, a number of common themes emerge. Firstly, the deteriorating
economic conditions seen nationally are also reflected in the Pacific communityd s  dwath aa
marked increase in unemployment rates amongst Pacific peoples since mid-2008. Secondly,
Pacific children have consistently higher rates of hospitalisations for medical conditions with
a social gradient (although ethnic differences in injury admissions are less marked). Further,
while modest declines in hospitalisations for medical conditions with a social gradient were
evident for Pacific children during the mid-2000s, a small upswing in rates was again evident
in 2008 (although at this point it is too early to tell if this is a one off fluctuation or the
beginning of a longer term trend). Ongoing ethnic disparities also exist in educational
outcomes, with a higher proportion of MU o » Pacific > European > Asian students leaving
school without formal qualifications. Similarly, exposure to cigarette smoke in-utero and
during childhood remains higher for 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 Pacific children particularly, 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 aims to provide an overview of the socioeconomic determinants of health for
Pacific children and young people living in New Zealand, and to assist the reader to consider
some of the other agencies influencing their health and wellbeing. Such an intersectoral
focus is necessary, as while addressing the large burden of avoidable morbidity and mortality
highlighted in | ast yearés report might at fi
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 16), & mmplédnented i (Nem Zealafdsmewdd likelg g e
result in significant health gains for Pacific 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 our 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 Pacific Children and Young People in New Zealand

Stream

Indicator

New Zealand 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 consecutive quarters of negative growth), and technically
left the recession at the end of June 2009, although growth since that time (0.2% in the June and September quarters) has
been is relatively weak [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 rates 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 they again declined, following the roll out of
Working for Families. For the majority of this period, child poverty rates were higher for younger children (0-11 years), larger
households (3+ children), sole parent households and workless households, or where none worked full time. While ethnic
specific child poverty rates were not available, during 1988-2008 equivalised median household incomes were lower for Pacific
and MUori than for European peoples, and Pacific peoples were over represented in the lower (Q1-Q2) income quintiles.

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 families6 greater reliance on bPearcdffiitcs
families were also significantly more likely to live in severe hardship than European or other families.

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 yrs > 20-24 yrs > 25-29 yrs > 35-39 yrs and 45-49 yrs) and those with no
qualifications. During 2007(Q4)-2009(Q3), unemployment rates were higherforPaci f i ¢ and MUor i > A

Children Reliant
on Benefits /
Benefit Recipients

In New Zealand the proportion of children (0-17 years) who were reliant on a benefit, or benefit recipient, fell from 27.7% in
2000 Y 19. 6% i ncrea¥ing 8gain tb 20f9% in€009. A large proportion of this decline was due to a fall in the
number of children reliant on unemployment benefit recipients, although this trend appears to have reversed in the past year.
While the proportion 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 during
this period. In the context of the current economic downturn, the large increase in the number of children reliant on
unemployment benefit recipients between April 2008 and April 2009 is a cause for concern, as while the number of children
reliant on benefit recipients may not correlate precisely with the number living below the poverty line, they do reflect a
particularly vulnerable group, with higher health and support needs, and tracking changes in their number over time may be of
value in predicting future health service demand.
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In New Zealand during 2000-2008, there were large declines in young people aged 16-24 years receiving benefits, with rates

Childr 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
Social Health Young People |103.1 per 1,000, with the largest increases being in those receiving unemployment benefits. In contrast, rates for those on
Monitor: Reliant on domestic purposes benefits declined more slowly, while the proportion on invalids and sickness benefits increased. DPB and
Economic Benefits unemployment benefit uptake for Pacific young people was intermediate between that of MU o and European young people,
Indicators while invalidds benefi tML'J_o priEarépean yoang peopbeviteoughduth2800-2009% $Bickness benefit
uptake for Pacific young people was lower than for MU o ar European young people from 2005 onwards.
Amongst Any and Sole Pacific children during 2004-2008, infectious and respiratory diseases were responsible for the majority
of hospitalisations for medical conditions with a social gradient, while falls, followed by inanimate mechanical forces were the
leading causes of injury admissions. In contrast, during 2002-2006 SUDI made the single largest contribution to mortality with
a social gradient in both Any and Sole Pacific children. Pedestrian deaths were the second leading cause, followed by
bacterial / non viral pneumonia. During 2004-2008, hospital admissions with a social gradient were higher for males, Pacific >
) MUor i > European and Asian children and t h o-28086, montalitywith @ socaé
Adl-_ios_pltal q gradient was higher for Pacific and MUor i > European and Asi
Mg:tlziﬁtlgr\]/\?itzna Du__(ing 2004-2008, hospital admissions for medical conditions with a social gradient were significantly higher than the non-
Social Gradient MU o non-Pacific rate for each of the ethrlic groups within the Any and Sole Pacific categories. Within the Any Pacific
Chil dr category, admission rates for Cook Island MU o chiidren were significantly lower than for any of the other Pacific groups, while
Social Health within the Sole Pacific category, admission rates for Cook Island MU o children were significantly lower than for Samoan,
Monitor: Child Tongan, Niue, Tokelauan and Other Pacific children. Similarly hospital admissions for injuries with a social gradient were
Health and significantly higher than the non-M U o mon-Pacific rate for each of the ethnic groups within the Sole Pacific category, as well
Wellbeing as for Any Samoan, Tongan, Fijian and Other Pacific children. Rates for Any Cook Island M U o and Niuean children however,
were significantly lower than for non-M U o mon-Pacific children, or for Any Samoan, Tongan, Fijian, and Other Pacific children.
In New Zealand, while neonatal and post neonatal mortality both declined during the early-mid 1990s, declines during the
2000s were less marked. During 2002-2006 when broken down by cause, extreme prematurity, followed by congenital
anomalies were the leading causes of neonatal mortality amongst both Any and Sole Pacific infants, although intrauterine /
Infant Mortality birth asphyxia also made a contribution. A similar pattern was seen for New Zealand as a whole. SUDI was the leading cause
of post-neonatal mortality, followed by congenital anomalies, with these patterns being evident for Any and Sole Pacific infants,
as well as for New Zealand as a whole. During the same period, neonatal and post neonatal mortality were both significantly
higher for Pacific and MUor i > European and Asian infan
significantly higher for MUor. > P a dniaverage to>more deprivegplareas. and A
Socioeconomic and Cultural Determinants
Sole Parent Families: During 2006, 30.8% of Pacific children lived in a sole parent household, as compared to 25.2% of New
Household Zeal and children as a whol e. During this period, 42.6% of
Composition sole parent households. The proportion of Pacific children in sole parent households also rose, from 11.4% amongst those
and Issues Family living in the most affluent (Decile 1) areas, to 34.8% amongst those living in the most deprived (Decile 10) areas. A somewhat
Impacting on Composition steeper socioeconomic gradient was seen for New Zealand as a whole (NZ Decile 1, 7.4% vs. Decile 10, 47.1%).
Family Divorce Rates: During 1998-2008 Family Courts granted a large number of orders for the dissolution of marriage, with a
Resources significant proportion of these involving children. Unfortunately no information was available on the ethnicity of the parents or

children involved, and thus the number of Pacific children affected must be estimated from national figures.
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Household
Composition
and Issues
Impacting on
Family
Resources

Household
Crowding

In New Zealand during 2006, 50.1% of Pacific children and young people (0-24 yrs) lived in crowded households, as compared
to 16.5% of New Zealand children and young people as a wl
5.8% of European children and young people also lived in crowded households. Similarly, the proportion of Pacific children
and young people living in crowded households rose from 10.8% amongst those in the most affluent (Decile 1) areas, to 61.8%
amongst those in the most deprived (Decile 10) areas. While similar gradients were seen for New Zealand as a whole (NZ
Decile 1, 2.8% vs. Decile 10, 42.4%), at each level of NZDep deprivation, household crowding for Pacific children and young
people was higher than the New Zealand average.

Traditional Giving
and Remittances

While no routinely collected data is available on traditional giving amongst Pacific families over time, research does suggest
that a significant proportion of Pacific families are involved in traditional gifting, with many gifting money to family in New
Zealand, to family in the Islands, or to the church. While the amount given varies, a significant proportion also report that this
giving makes their own financial situation more difficult. Motivation for such giving however includes maintaining the
interconnectedness and links between extended family members, and issues of intergenerational equity and reciprocity. More
recently, the New Zealand Government has been involved in initiatives which reduce the costs of sending remittances back to
the Islands, in order to ensure that large losses are not incurred by families wishing to send money to family back home.

Gambling

In New Zealand, problem gambling has been associated with a number of adverse consequences including interpersonal
conflict, the neglect or inadequate supervision of children, the disconnection of electricity due to unpaid bills, the incurring of
debt to family members, and being unable to honour traditional community obligations. The 2006/2007 NZ Health Survey
suggested that 55.1% of Pacific males and 55.2% of Pacific females had participated in gambling during the past 12 months,
and that once these figures were adjusted for age, Pacific adults were significantly less likely to have gambled in the last 12
months than the total population. The same survey however, also suggested that the prevalence of problem gambling was
1.8% for Pacific males and 1.6% for Pacific females, and that once these figures were adjusted for age, problem gambling
amongst Pacific adults was significantly higher than the total population.

Education:
Knowledge
and Skills

Early Childhood

In New Zealand, ECE is providedi n a variety of contexts ranging from Kinr
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

Education PlayCentres and Te K@hanga Reo.
In New Zealand, the proportion of Pacific new entrants (Year 1) reporting regular participation in ECE prior to attending school
increased, from 76.1% in 2000 to 84.8% in 2008. While prior participation in ECE increased for all ethnic groups, rates
remained higher for European > Asian>MU o r i > Pacific children during this pe
In New Zealand during 1995-2 0 0 8, a higher proportion of MUor i > Paci fi
Educational or no formal attainment, while a higher propor ti on of Asian > European > Pacif

Attainment at
School Leaving

University Entrance Qualification. During 2008, there were also socioeconomic differences in educational achievement, with
the proportion of students leaving school with a Universi t y Entr ance Qualification incr ¢
catchment increased. Even once school socioeconomic decile was taken into account however, the proportion of Pacific
students leaving school with a University Entrance Qualification was lower than for Asian or European students.
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Senior Secondary
School Retention

In New Zealand during 2002-2008, school retention rates for Pacific students at 16.5 years were intermediate between those

of Asianand MU o r i student s, but similar to those of European st
bet ween those of Asian and MUori students, but higher thasg

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, and 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 New Zealand schools, stand-downs, suspensions, exclusions and expulsions are ways in which the educational system
deals with student behaviour that disrupts the learning and wellbeing of other students or staff. During 2007, there were 4,679

Education: suspensions, with these events being most likely to occur amongst those in Secondary/Composi t e school s,
Knowledge Stand-Downs, Pacifi : . . ;

: . acific students and those in average, or more deprived areas. The most common reasons for a suspension were continual
and Skills Suspe_nsmns, disobedience, a physical assault on other students or staff, or the misuse of drugs, which together accounted for 71.4% of all
Exclusions and . ; : ) . i .

Expulsions suspension cases. During 2000-2008, thg number of suspensions, exclusions and gxpuls'lons declined, while the nl_meer of
stand-downs increased, reached a peak in 2006 and then declined. Throughout this period stand-downs, suspensions and
exclusions for Pacific students were lower than for MU o r i student s, but higher than
contrast, expul sions were generally higher for Pacific >
In New Zealand during 2006, unjustified absences were relatively infrequent during the primary school years (Years 1-6), but

Truancy and increased progressively during secondary school (Years 9-13). During this period, unjustified absences and frequent truancy

Unjustified for Pacific students were higher than for European and Asian students, but lower than for MU o r i student s. E

Absences decreased as the affluence of the school catchment increased. At each level of school socioeconomic deprivation however,
unjustified absences and infrequent truancy wedente. hi gher f

Risk and Protective Factors

In New Zealand during 2004-2008, tobacco use was highest for women giving birth in their teens > 20-24 years > 25-29 years

> 30+ years. In contrast, at the 2006 Census smoking rates were lowest for women in their teenage years. During 2004-2008,

tobacco use in Pacific women giving birth was higher than for European and Asian women, but lower than for MU o women.

When broken down by age, tobacco use in European women giving birth was highest for those <20 years, with rates declining

markedly as maternal age increased. For MU o wamen this pattern was much less marked, with tobacco use remaining

, elevated across the age range. For Pacific women, the decline in rates with increasing maternal age was intermediate

Subj;aence Tog?ecgcr?ag]zs N1 between those of MU o and European women. Tobacco use also increased with increasing NZDep deprivation, with rates

being highest for those in the most deprived (NZDep Decile 9-10) areas.

During 2004-2008, rates of tobacco use in women giving birth were significantly higher than for non-M U o mon-Pacific women
for Any and Sole Samoan, Cook Island M U o, Takelauan and Niue women, and for Any Tongan and Other Pacific women. In
addition, tobacco use for Cook Island MU o anid Tokelauan women giving birth was significantly higher than for each of the
other Pacific ethnic groups. Caution: Due to inconsistencies in the ways DHBs record tobacco use in the NMDS, these figures
are likely to significantly underestimate tobacco use amongst Pacific women giving birth during this period.
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Substance
Use

Exposure to
Cigarette Smoke
in the Home

ASH Survey Data: During 2008, ASH Surveys suggested that 44.6% of Year 10 Pacific students had a parent who smoked
and that parental smoking rates were highe r  f or MUor i > Pacific > European [/
schools in the most deprived areas. While socioeconomic and ethnic differences were also observed for exposure to smoke in
the home, exposures were lower than parental smoking rates might predict, potentially suggesting the presence of in-house
non-smoking policies among families of all socioeconomic and ethnic groups.

2006 Census Data: During 2006, 48.1% of Pacific children aged 0-14 yrs lived in a household with a smoker, as compared to
59. 3% of MUOor i, 27.5% of European and 18.5% of Asian ¢
proportion of Pacific children living in a household with a smoker, with rates rising from 27.3% for those living in the most
affluent (Decile 1) areas, to 50.8% for those living in the most deprived (Decile 10) areas.

Cigarette
Smoking in
Young People

ASH Survey Data: In New Zealand during 1999-2008, ASH Survey data suggested that daily smoking rates for Pacific and
MUor i s t eredhegher for famales, while daily smoking rates for Asian students were higher for males. During this
period, daily smoking rates for Pacific students were lower than for M U o students, but higher than for European / Other and
Asian students. During 2004-2008, daily smoking rates declined significantly for all ethnic groups (once adjusted for age and
school decile), with the exception of Asian students. When broken down by Pacific ethnic group, during 2007-2008 daily
smoking rates were highest for Cook Island girls and lowest for Samoan and Other Pacific girls. For boys, daily smoking rates
were highest for Tongan boys and lowest for Samoan and Other Pacific boys (although the statistical significance of these
differences was unclear).

2006 Census Data: During 2006, 24.6% of Pacific young people (15-24 yrs) were regular smokers, as compared to 39.4% of
MUor i, 20. 3% of European and 10. 0% of Asian young peopl
smokers rose from 19.5% for those in the most affluent (Decile 1) areas, to 25.8% for those in the most deprived (Decile 10)
areas. More marked socioeconomic gradients were seen for New Zealand as a whole (Decile 1, 12.1% vs. Decile 10, 31.3%).

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 people and those in more deprived areas
issues and injuries (e.g. self harm, assault, motor vehicle crashes). During this period, alcohol related hospital admissions for
Sole and Any Cook Island MU o and Other Pacific young people were significantly higher than for non-M U o non-Pacific
young people. Rates for young people from all other Pacific groups were similar to those of non-M U o noin-Pacific young
people. 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.

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 sustained as the result of the assault, neglect or
maltreatment of children exhibited a J-shaped distribution with age, with rates being highest for infants < 1 year, and those >
11 years. In contrast, mortality was highest for infants < 1 year. While the gender balance was even during infancy and early
childhood, admissions for males became more predominant as adolescence approached. Admissions were also significantly
higher f o r MUor i and Pacific > European > Asian children, a
Pacific group, admissions were significantly higher than for non-M U o mon-Pacific children, for each of the Pacific groups in
the Sole and Any Pacific categories, with the exception of Sole Tongan children (where rates were similar) and Other Pacific
children (numbers too small for a valid comparison).
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Safety

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 during their teens,
rates were lower than for young men at all ages from 12-24 year s. Admi ssions were als
European > Asian young people and those in more deprived areas. Assault mortality during 2002-2006 was higher for young
men during their teens, although during the early twenties gender differences were less marked. During 2004-2008,
admissions for assault were also significantly higher than for non-MU o r i -Panifi young people, for those in each of the
Sole and Any Pacific ethnic groups, with the exception of Sole and Any Tokelauan young people, where rates were similar.

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 natifications from the police, the education and healthsect or s, families [/ w
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 New
Zealand during 2008, a total of 104,181 notifications were recorded by CYF Offices, with 47.0% of these being thought to
require further investigation. While these figures reflect a progressive increase in notifications since 2004, when 48,465
notifications were recorded, the proportion requiring further investigation declined (84.0% required further investigation in
2004). Nevertheless, in absolute terms the number of notifications requiring further investigation increased, from 40,720 in
2004 to 48,957 in 2008.

Family Violence

In New Zealand during 2008, children were present at 50.4% of the 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
(separated / divorced / past relationship) and in 16.6% of cases, the conflict was between a parent and child. Overall, 9.1% of
victims were Pacific, 35. 3% were MUor i, .B@were%dianeespectivElpa Whila
in 81.2% of cases injuries were not reported, in 698 cases (0.96%) a hospital attendance was required, and in 16 cases
(0.02%) the incident resulted in a death.

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

During 2005-2007, hyperkinetic disorders (including ADHD) and conduct / mixed conduct emotional disorders were common
diagnoses amongst Pacific children accessing mental health services. Pervasive developmental disorders (including autism),
learning problems and mental retardation also made smaller a contribution. The majority of children with these diagnoses
were seen on an outpatient / community basis, with very few being admitted to hospital for management. Note: While rates for
Pacific children with these conditions were generally lower than the New Zealand average, it must be remembered that many
children with these diagnoses access paediatric outpatient services (which are not captured by the MHINC) and thus the
referral patterns of Aucklandés 3 DHBs (where the maj othe
number of Pacific children accessing mental health services for these conditions. Thus the rates given in this section are likely
to underestimate the prevalence of these diagnoses for Pacific children in the community.
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Mental Health

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).

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.

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 2004-2 0 0 8 , self inflicted injury admissions were sig

young people and those in more deprived areas, while suicide mortality during 2002-2 006 was si gni fi can
Pacific and European > Asian young people and those in the most deprived areas.

In New Zealand during 2004-2008, hospital admissions for self inflicted injuries were significantly lower than the non-Maori
non-Pacific rate for Sole and Any Samoan, Tongan, and Cook Island Maori young people. Small numbers precluded a more
detailed analysis for Niue, Fijian and Other Pacific young people. In contrast, during 2002-2006, suicide mortality was
significantly higher than the non-Maori non-Pacific rate for Sole and Any Cook Island Maori young people. Rates for Sole and
Any Samoan and Tongan young people were similar to the non-Maori non-Pacific rate
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INTRODUCTION

Nothing matters more to Pacific people than the health, well-being and future success of our
children. Our communityds future is inextrji

....access to effective healthcare remains a significant factor for Pacific children. Our children,

along with MUori, present to hospital wi t
children [165] implying delay in presentation or difficulty with access....As important as

healthcare is however, it does not influence child health status as strongly as socioeconomic

status and ethnicity. The socio-economic status of Pacific children is well documented.... Our

children, more than any other group live in the most deprived neighbourhoods, with lower

household income, high rates of unemployment and benefit dependence...Housing is also an

i mportant determinant of Pacific childrenbo
overcrowded housing and childrenés health
infectious diseases...

....social, economic and cultural variables operate through a set of proximate determinants
directly influencing the risk of disease and its associated morbidities. This....provides us with
multiple levels of intervention with which to improve the health of Pacific children. From
| egi sl ation and government policy influengi
household income, to health service funding focused on improving efficacy of primary care
for Pacific children. Given the considerable and widespread burden of disease for Pacific
children, interventions at all levels will be needed. Most importantly however, we do need to
acknowledge that the solutions likely to have most influence may lie outside our health sector
and that these will require some considerable sustained advocacy by clinicians and the
Pacific community.

Teuila Percival 2008 [2]

As outlined above, the socioeconomic environment in which our children grow up is
intimately linked with their health and wellbeing. This report is the second in a two part series
on the health of Pacific children and young people in New Zealand. The first report, the
Health of Pacific Children and Young People in New Zealand (2008) considered a range of
health issues experienced by Pacific children and young people, including hospital
admissions for infectious and respiratory diseases, preterm birth, fetal deaths, infant mortality
and teenage pregnancy. This second report The Determinants of Health for Pacific Children
and Young People in New Zealand, considers the socioeconomic determinants which likely
underpin these outcomes.

Overall Structure of the Report
This report is divided into 6 key sections, each of which focuses on a different cluster of
determinants affecting the wellbeing of Pacific children and young people. They include:

1. The New Zeal and Chil dr e n 6Buring thepast 18 mdntha, INeéwh
Zeal andds macr oec 0n o miteciorach markedy nwitle & tonsdcuative
guarters of negative / minimal growth, followed by rising unemployment. Given that large
disparities in health status are evident for Pacific children, even during periods of
economic prosperity, it is possible that as more families become reliant on Government
benefits, 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, called the New Zeal and Chi | drMonitérs
(NZCSHM), is presented in this report. The NZCSHM is divided into two main parts: a set
of indicators to monitor prevailing economic conditions (GDP, income inequality, child
poverty, unemployment rates, and children reliant on benefit recipients), and a set of
indicators to monitor child health and wellbeing (hospital admissions and mortality for
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conditions with a social gradient, infant mortality, hospital admissions for child abuse
neglect and maltreatment in children).

2. Household Composition and Issues Impacting on Family Resources: Even at a
given level of income, the resources available to families are likely to vary. This section
considers a range of issueswhi ch potentially i mpact on a
income to immediately me et their ¢ hiincledinge raéndy campositibs,
household crowding, traditional gifting, gambling and household debt.

3. Educational Outcomes: Educational attainment is a key determinant of subsequent
health and wellbeing, and this section considers a number of issues which impact on
educational outcomes including: early childhood education; senior secondary school
retention; stand-downs, suspensions, exclusions and expulsions; and truancy.

4. Substance Use: This section considers a range of exposures including tobacco use in
women giving birth, childrenés exposure to
and alcohol related hospital admissions. There are important data quality issues
associated with some of these indicators (particularly tobacco use in women giving birth
and alcohol related hospital admissions) and the reader is urged to read the Methods
sections carefully before attempting to interpret any of the data in these sections.

N

5. Safety and Family Violence: This section reviews a range of indicators focusing on
safety and family violence, including hospital admissions for injuries arising from assault
in children and young people; notifications to Child Youth and Family; and Police
attendances at family violence incidents.

6. Mental Health Issues in Children and Young People: This section considers mental
health issues experienced by children and young people. It contains sub-sections on the
concerns raised by children accessing telephone counselling services, as well as hospital
admissions for self inflicted injuries and mortality from suicide. In addition, it is also the
first time that the Mental Health Information National Collection (MHINC) has been used
to review mental health service utilisation by children and young people in these reports.
This sub-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 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 sub-sections, and the reader is strongly
urged to read the methodology section(s) before embarking on these.

Evidence Based Approaches to Intervention

As in | asport, yearcths offe t he sections i n t thies ye:
overview of 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 health sectori n i mprovi ng young peoplebs educa

Ethnicity Classifications and Data Quality Issues

As previously, a number of data quality issues must also be taken into account when
interpreting the information in this report. A number of these relate to the ethnicity
classifications used and these are briefly summarised in the text box below. A more detailed
review of these issues is also contained in the series of Appendices at the back of this report.
The reader is urged to be aware of the contents of these Appendices when interpreting any
of the data presented in this report.

Introduction - 4




Interpreting Ethnic Specific Rates and Trends: Data Quality Issues and Limitations
This report brings together routinely collected data on the socioeconomic determinants of
health for Pacific children and young people in New Zealand. When interpreting this data, a
number of limitations need to be taken into consideration:

1. The Calculation of Ethnic Specific Rates: The majority of rates calculated in this report
have relied on the division of numerators (e.g. hospital admissions, mortality data) by Census
or Birth Registration denominators. Calculation of accurate ethic specific rates relies on the
assumption that information on ethnicity is collected in a similar manner in both the
numerator and denominator and that a single child will be identified similarly in each. In New
Zealand this has not always been the case, and even with the improvements in the collection
of ethnicity data which have occurred over the past decade, there still remains the possibility
the same individual will be identified differently in different data collections.

This is of particular concern in the context of reporting multiple ethnicities and has
implications for the interpretation of differences between the Sole and (Any) Pacific groups
highlighted in this report (e.g. if parents tend to identify children as having only a single
Pacific identity in hospital admission data, but report multiple ethnic affiliations in the Census,
this may potentially increase hospital admission rates for Sole Pacific children when
compared with (Any) Pacific children). While the extent to which this actually occurs is
difficult to quantify, the reader must nevertheless include data quality issues in the list of
possible factors contributing to the differences between Sole and (Any) Pacific children and
young people highlighted in this report. Appendix 6 provides an overview of how ethnicity
information has been collected overtimeinNewZ e al andé6és nati onal d
various ethnicity classifications used in this report (Prioritised, Any and Sole Pacific). The
reader is urged to review this Appendix before interpreting any of the ethnic specific analyses
presented.

2. Changes in Uploading Emergency Department Cases to the Hospital Admission Dataset
Over Time: Appendix 4 outlines a number of issues associated with the Hospital Admission
Dataset, and in particular how changes in the way in which emergency department cases
have been uploaded to the national minimum dataset can profoundly affect time series data
for a number of conditions commonly dealt with in the emergency department setting (e.g.
injuries, asthma, gastroenteritis). This problem is of particular importance for paediatric
admissions in the Auckland region, and with nearly 2/3 of Pacific children and young people
in New Zealand residing in Auckland, also has implications for the interpretation of Pacific
child and youth health statistics. A more detailed overview of this issue is provided in
Appendix 4, and the reader is strongly urged to read this Appendix before attempting to
interpret any of the time series information on hospital admissions in this report.

3. The Signalling of Statistical Significance: Appendix 1 outlines the rationale for the use of
statistical significance testing in this report. In brief, all of the data in this report can be
considered as belonging to one of two groups: Population Surveys (which use a sample to
make inferences about the population as a whole) and Routine Administrative Datasets
(which capture information on all events occurring in a particular category e.g. all deaths from
a particular cause). The way in which each is handled for the purposes of statistical
significance testing differs (as outlined in Appendix 1). In order to assist the reader to identify
whether tests of statistical significance have been applied in a particular section, the Data
Sources and Methods text box accompanying each indicator contains a small paragraph
entitled Statistical Significance Testing
significance have not been applied to any of the data in this section, and thus any
associations described do not imply statistical significance or non-signi f i cance o0 ;
of statistical significance (in the form of 95% confidence intervals) have been applied to some
of the data in this section. Where relevant, the significance of these associations has been
signalled in the text (with the words significant or not significant in italics being used to
denote the statistical significance of the observed association). Where the words significant
or non-significant do not appear in the text, then the associations described do not imply
statistical significanceornon-si gni f i canceo.
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Concluding Comments

This report aims to provide an overview of the socioeconomic determinants of health for
Pacific children and young people living in New Zealand, and to assist the reader to consider
some of the other agencies influencing their health and wellbeing. Such an intersectoral
focus is necessary, as while addressing the large burden of avoidable morbidity and mortality
highlighted in | ast yearés report might at
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
highlighte d i n t hi s year a6), ifimplpneented in(Nsve Zealapdavwped likely
result in significant health gains for Pacific 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 our 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 ani
Pacific children and those living in more deprived areas experiencing a disproportionate
burden of morbidity and mortality [3]. 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
rapidly, with current projections being for a significant economic downturn, followed by a slow
and fragile recovery [4]. 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 amongst
Pacific children in New Zealand (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. The Chi |l dr enods Soci al Thisl seztiort introdivtesnthe indicator 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 aWiellbeing (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).

! 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 Infant Service), the MU o 8IDS Program, the Kia Mataara Well Child Consortium, the New
Zealand Council of Christian Social Services, and academics from the Universities of Auckland and Otago
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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) [3].
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 [5]. The
relationship between low family income and adverse outcomes also varies with the duration
of family poverty, as thefanllyispsor. tnladdition,lhie presénse
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 [6].

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 [7].

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 [8] 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) [8].

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

age

of families cut back on childrenb6és cl ot hes,
extra food (e.g. pi zzas, hamburger s) . |Is&erityhaps

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 chi | drends internal
anxiety, depression) and externalising (e.g. aggressive or delinquent behaviour, substance
abuse) behaviour [9].

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 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 [7].
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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 nspeinding sndmedicines, 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
famil i es 6 fordhce-paynentsthat caused Rrfie declines 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 [10].

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
[11]. 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 [12];
or a modest deterioration (e.g. a 1.4% increase in infant mortality during Indonesi a6s
financial crisis [13].

Potential Impacts of Recessions on Children: Lessons fromsPR&gw Zeal
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 o c isaalte na asfcempyehemsiget as
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 j Pespite tlsis uhcertainty 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, <20 years of age, or on the Domestic Purposes Benefit
(DPB). Of those reliant on a benefit from birth, & % remained on a benefit after their 1% year,
& fremained at 3 years and & 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) [14].

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
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2007, when seasonally adjusted unemployment rates were at their lowest (range 3.5-3.8%)
[15], 15.1% of New Zealand children <18 years remained reliant on a DPB recipient [3]. 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

12 350
--X-- Unemployment Rate
¥--x . ; - 300
10 . X —o— Number on Unemployment Benefit — @
’l \\ -c
/ \ —O— Number on Domestic Purposes Benefit S
1 \ 2]
< ! X - 250 3
S 8 ! . S
Q X Y /X..\\ ':/
© N , X
9:_. \\ X ‘\\ B 200 ﬂ
c - c
2 6 o
S =1
= o
o Q
2 150 s
g =
g ¢ :
[}
100 &
—
o
2 @
o)
>
z
0 : — — _— 0

O oS AN M < IO © I~ 0 O O 4 N MO g 1 O I~ o

D O O O O O O O 0O 0O O O 0O O O O o o o

D O O O O O O O O 0O O O O O O O O O o

— — i i i i — — — — AN AN AN N AN N N N N

Year

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 bedrooms, have
children share a bed, postpone a chil
or internet access and | i mit t dpetsandexthaculricuars
activities [16]. 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% [17].

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 astatus and shat i anemspfoyment reaches the
levels seen during the 1990s, a similar number will spend at least 5 of their first 7 years of life
reliant on a beneficiary. Further, the Living Standards surveys suggest that New Ze a
current benefit provisions will be unable to protect these children from 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
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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 Mon

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
Childrenbés Soci al Health Monitor be devel ope

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 quarters
of negative growth (GDP) may precede upswings in Unemployment Rates, which in turn
will influence the number of Families with Children Reliant on Government Bengfits).

2. A Basket of I ndi c at o rHealthtaod Wébbaingt Ideally iG@dicatdrsd r e
would responded relatively quickly (e.g. months-s ma | | number of y e
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.

The Chi |l dr enobs S o c i adicatdf sed Was finaliséd miSeptember 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 21)

Income Inequality (Page 23)

Child Poverty (Page 26)

Unemployment Rates (Page 36)

Children Reliant on Benefit Recipients (Page 42)
Health and Wellbeing Indicators: Hospital Admissions with a Social Gradient (Page 57)

Mortality with a Social Gradient (Page 57)

Infant Mortality (Page 73)

Hospital Admissions and Mortality from Non-Accidental

Injury (Page 183)

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.
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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 7 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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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 of

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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GROsSs DoMESTIC PRoODUCT (GDP)

Introduction

Gross Domestic Product (GDP) is definedasit he t ot al mar ket valu
produced within a given period, after deducting the cost of goods utilised in the process of
productiono[18]. GDP is often used as a measure of the size of the economy, with nominal
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 [18], with a recession typically being defined as two consecutive quarters of
negative growth [19]. Recessions are often characterised by high unemployment, stagnant
wages and a fall in retail sales, and though usually not lasting longer than a year [19], 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
since that time has been relatively slow [1]).

The following section briefly reviews changesi n New Zeal andotemb&Rd5. s i

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 [20]

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 0.2% in the June and September 2009 quarters. GDP for the year
ending September 2009 contracted 2.2%, as compared to the year ending September 2008.
[1] (Figure 2).

During the September 2009 quarter, activity in the primary industries increased by 3.9%, an
increase mainly driven by fishing, forestry and mining. Activity in goods producing industries
contracted 2.5%, with the decrease being driven by manufacturing (down 1.9%) and
construction (down 4.4%). Activity in the service industries increased 0.4%, with increases in
finance, insurance and business services (up 1.2%) and transport and communication (up
1.0%) being the main contributors [1].
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Thus 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 since that time (0.2% in the June and September quarters) has been is relatively
weak [1].

Expenditure Based Measure of GDP

The expenditure based measure of GDP, released concurrently with the production based
measure, also increased by 0.2% in the September 2009 quarter. During this period,
household consumption expenditure increased by 0.8%, with expenditure on durable goods
increasing 2.0% and expenditure on non-durable goods decreasing by 0.8%. On an annual
basis, in the year ended September 2009, household consumption expenditure decreased
1.3% [1].

Figure 2. Gross Domestic Product (GDP): Percentage Change from Previous Quarter, New
Zealand September 2005-September 2009
15
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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, although growth
since that time (0.2% in the June and September quarters) has been is relatively weak [1].

Local Policy Documents and Evidence Based Reviews Relevant to
the Economic Environment for Children

Table 2 on Page 16 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.

The Childrendés So-@2 al Heal th Monitor




INCOME INEQUALITY

Introduction

There has been much debate in recent years regarding the influence of income inequalities
on population health. While it is widely acknowledged that poverty plays a crucial role in
shaping health disparities, authors such as Wilkinson and Marmot [21] argue that income
inequality itself also plays a role, via its links to psychosocial pathways associated with
relative disadvantage. They cite the Whitehall studies of British civil servants, where mortality
increased in a stepwise manner as relative socioeconomic status decreased, with social
gradients being evident even amongst those who were not poor. In addition, they note that
while health inequalities exist within societies, there is little association between average
income (GDP per capita) and life expectancy across rich countries. Rather, there appears to
be a strong correlation between income ineq
view, such associations suggest that it is not absolute material deprivation which shapes
health at the population level, but rather the effects such inequalities have on psychosocial
outcomes such as the degree of control over work, anxiety, depression and social affiliations.
In support of this argument, they cite a number of studies which demonstrate social gradients
in the lack of control over work, low variety at work and a severe lack of social support, with
animal experiments also suggesting that low social status, via its effects on neuroendocrine
pathways, leads to atherosclerosis, unfavourable lipid profiles, central obesity, insulin
resistance and raised basal cortisol [21].

Others such as Lynch [22] however, would argue that it is not the psychological effects of
income inequality which play the greatest role, but rather the lack of material resources (e.g.
differentials in access to adequate nutrition, housing and healthcare), coupled with a
systematic underinvestment in human, physical, health and social infrastructure (e.g. the
types and quality of education, health services, transportation, recreational facilities and
public housing available) . I n Lynchés vi ew, the combinat
particularly important for the health of the most disadvantaged (who have the fewest
individual resources), and that in this context, the associations between income inequality
and health are not inevitable, but rather are contingent on the level of public infrastructure
and resources available. While debate on the precise pathways continues, both sides of the
income inequality argument agree, that reducing income inequality by raising incomes for the
most disadvantaged, will reduce inequalities and improve population health [23].

The following section explores income inequalities in New Zealand since 1984 using two
different measures, the P80/P20 Ratio and the Gini Coefficient.

Definition
1. Income Inequality as Measured by the P80/P20 Ratio
2. Income Inequality as Measured by the Gini Coefficient

Data Source

StatisticsNew Zeal andds Hous e h (NZHES BE=8,000 boosetmldspuarPerry 009 [24].

Note: The P80/P20 Ratio and Gini coefficient are reported on by the Ministry of Social Development using NZHES
data [24], which was available 2-yearly from 1982-1998, and 3-yearly thereafter. Since 2007-2008, income data
has become available annually through the new HES Incomes Survey. The full NZHES (including expenditure
data) however remains 3-yearly. For more detail on methodology used see Perry 2009 [24].

Indicator Category Proxy B

Notes on Interpretation

P80/P20Ratio: When individuals are ranked by equivalised household income and then divided into 100 equal
groups, each group is called a percentile. If the ranking starts with the Iowest income, then the income at the top
of the 20" percentile is denoted P20 and the income at the top of the 80 percentile is called P80. The ratio of the
value at the top of the 8o™ percentile to the value at the top of the 20" percentile is called the P80/20 ratio and is
often used as a measure of income inequality (e.g. a P80/20 ratio of 3 0 indicates that those at the top of the 80" i
percentile have incomes 3.0x higher than those at the top of the 20" percentile). In general, the higher the ratio,
the greater is the level of inequality [24].
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Gini Coefficient: The Lorenz curve is a graph with the horizontal axis showing the cumulative % of people in a
population ranked by their income. The vertical axis shows the corresponding cumulative % of equivalised
disposable household income (i.e. the graph shows the income share of any selected cumulative proportion of
the population). The diagonal line represents a situation of perfect equality (i.e. all people having the same
income). The Gini coefficient is derived from the Lorenz curve and is the ratio of the area between the actual
Lorenz curve and the diagonal (or line of equality), compared to the total area under the diagonal. When the
Gini coefficient = 0 all people have the same level of income. When it approaches 1, one person receives all
the income (i.e. it is an overall measure of income inequality: the higher the nhumber, the greater the level of
inequality) [25]. When comparing changes in income distributions over time, the Gini coefficient is more
sensitive to changes in the more dense low-to-middle parts of the distribution, than it is to changes towards the
ends of the distribution [24].

New Zealand Trends

Income Inequality: P80/P20 Ratio

In New Zealand during 1984-2008, income inequality as measured by the P80/P20 ratio,
was higher after adjusting for housing costs than prior to this adjustment. The most rapid
rises in income inequality occurred during 1988-1992. While income inequality also rose
during 1994-2004, the rate of increase was slower. During 2004-2008, the P80/P20 ratio
fell, a decline in income inequality which Perry attributes largely to the Working for Families
package [24]. The rise in after housing costs income inequality during 2007-2008 however,
Perry attributes to the rising proportion of low-income households with high housing costs
[24] (Figure 3).

Income Inequality: Gini Coefficient

In New Zealand during 1984-2008, income inequality as measured by the Gini Coefficient,

was also higher after adjusting for housing costs than prior to this adjustment. The most
rapid rises in income inequality during this period also occurred between the late 1980s

and early 1990s. Using both the Before and After Housing Cost measures, the Gini
Coefficient declined between 2001-2007, a decline which Perry again attributes to the

i mpact of the Working for Families Package.
is required, before it is possible to determine whether the rise in income inequality seen
between 2007-2008 is real, or just a statistical blip [24] (Figure 4).

Summary

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 between the late 1980s
and 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 between 2007-2008, with Perry attributing some of this
increase to the rising proportion of low-income households with high housing costs [24].

Local Policy Documents and Evidence Based Reviews Relevant to
the Economic Environment for Children

Table 2 on Page 16 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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Figure 3. Income Inequality in New Zealand: P80/P20 Ratio for the 1984-2008 HES Years
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Figure 4. Income Inequality in New Zealand: Gini Coefficient for the 1984-2008 HES Years
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CHILD POVERTY AND LIVING STANDARDS

Introduction

High rates of child poverty are a cause for concern, as low family income has been
associated with a range of negative outcomes including low birth weight, infant mortality,
poorer mental health and cognitive development, and hospital admissions from a variety of
causes [27]. Further, the Christchurch Health and Development Study suggests that
exposure to low family income during childhood and early adolescence may increase the risk
of leaving school without qualifications, economic inactivity, early parenthood and criminal
activity. While adjusting for potentially mediating factors (e.g. parental education, maternal
age, and sole parent status) reduces the magnitude of these associations somewhat, they do
not disappear completely, suggesting that the pathways linking low family income to long
term outcomes are complex, and in part may be mediated by other socioeconomic variables
[5]. Yet while there is much debate about the precise pathways involved, there is a general
consensus that the relationship between poverty and adverse outcomes is non-linear, with
the effects increasing most rapidly across the range from partial to severe deprivation [6].

In New Zealand, the Ministry of Social Development has periodically reviewed the
socioeconomic wellbeing of families with children using information from two data sources:

1. The New Zealand Household Economic Survey (HES), which can be used to assess
the proportion of families with children who live below the income poverty line [24].

2. The New Zealand Living Standards Survey, which uses the Economic Living
Standards Index (NZELSI) to assess the proportion of families with children who live
in severe or significant hardship [17]

The following section uses information from these two data sources to assess the proportion
of New Zealand children living in poverty, or exposed to severe or significant hardship in
recent years. Because of small sample sizes (see methods below), the HES cannot be used
to provide information on child poverty rates by ethnicity. Ethnic specific data from the HES
however, is available for median household income and distribution by income quintile, and
this information has been included, in order to provide some context for considering the
likelihood of income poverty amongst Pacific families living in New Zealand.

Household Income and Children Living in Households
Below the Poverty Line

Data Source and Methods

Definition

1. Percentage of children with equivalised disposable household income < 50% or <60% current median

2. Percentage of children with equivalised disposable household income < 50% or <60% 1998 median
(adjusted for movements in consumer prices)

3. Trends in Real Equivalised Median Household Income by Ethnicity

4. Distribution of Individuals Across Income Quintiles by Ethnicity

Data Source

Statistics New Zeal anddéds Household Economic S[R4.vey
Note: Child Poverty measures are reported on by the Ministry of Social Development using NZHES data [24],
which was available 2-yearly from 1982-1998, and 3-yearly thereafter. Since 2007-2008, income data has
become available annually through the new HES Incomes Survey. The full NZHES (including expenditure data)
however remains 3-yearly. For more detail on methodology used see Perry 2009 [24].

Interpretation

Note 1: Relative poverty measures set a poverty benchmark that rises and falls with changes in national median
incomes (i.e. poverty is defined in relation to the incomes of others in society). Constant-value poverty measures
select a median at a set point in time (e.g. 1998) and then adjust forward and back in time for changes in
consumer prices (i.e. they seek to maintain a constant buying power for the poverty benchmark over time). Most
income poverty measures use equivalised disposable household income (i.e. after tax household income adjusted
for family size and composition). Both measures can be calculated before or after taking housing costs into
account. For more detail on the methodology used see Perry 2009 [24].

NZHE
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Note 2: Equivalisation standardises household incomes by household size and composition so that the relative
material wellbeing of households of different sizes and compositions can be sensibly compared. For individuals,
their househol ddéds equivalised di sposabl e inc@»me is gat

Note 3: In this data, the ethnicity of individuals 15+ years is reported by the individual and children <15 years are
attributed with the ethnicity of the survey respondent. For those reporting multiple ethnicities, ethnicity is
prioritised in the following order: M U o * Racific > Other > European.

Note 4: Sampling error relates to the variability that occurs by chance because a sample rather than an entire
population is surveyed. In the 2007 HES (n=3000), the sampling error for average household income was 5% and
for housing costs it was 7%. The sampling error is larger the greater the degree of disaggregation at which the
results are presented. Special care is therefore needed when interpreting results applying to smaller subgroups.
As a result of small sample sizes (i.e. large sampling errors), child poverty analyses by ethnicity are not reported
from the HES data. Instead, trends in median household incomes are provided, along with the distribution across
income quintiles. Median incomes are still subject to sampling error, but as they use information from the whole
sample rather than just from those at the low end, the trends are more reliable [24].

Child Poverty Trends Using Different Poverty Measures

Relative Poverty (Compared to Contemporary Median)

Before Housing Costs: In New Zealand, relative child poverty rose rapidly during 1990-1992,
a rise which Perry [24] attributes to rising unemployment and the 1991 Benefit Cuts (which
reduced incomes for beneficiaries to a greater extent than the median fell during this period).
During 1992-1998, relative child poverty rates then declined, a trend which Perry attributes to
falling unemployment, occurring in a context where median incomes did not increase. After
1998 however, as economic conditions improved, median incomes again rose, while
incomes for many low-income households with children did not, resulting in a rise in relative
child poverty up until 2004. From 2004 to 2007 relative poverty rates again declined, a
decline which Perry attributes to the roll out of the Working for Families Package. A further
rise was again seen in 2008, as the result of rapidly rising median incomes outweighing the
final stage of the Working for Families roll out [24] (Figure 5).

After Housing Costs: In New Zealand during 1982-2008, while trends in relative child poverty
after adjustment for housing costs (AHC), were broadly similar to before housing cost (BHC)
measures, one key difference was evident: that AHC child poverty rates in 2008 remained
higher than in the 1980s, while BHC measures (for those <60% threshold) were closer to
1980s levels. Perry [24] attributes these differences to the fact that housing costs in 2008
accounted for a higher proportion of household expenditure for low-income households, than
they did in the 1980s (in 1988 16% of households in the bottom income quintile spent >30%
of their income on housing; in 2008 this figure was 39%).

Perry notes however, that the income-related rental policies introduced in 2000, along with
later changes to Accommodation Supplements, helped reduce housing expenditure for some
low income households, and that these changes contributed to reductions in AHC child
poverty during 2001-2007. There were no further policy changes during 2007-2008 however,
with maximum rates of assistance remaining fixed, as housing costs continued to increase.
As a result, net housing expenditure rose, especially for low income households and this
resulted in increases in AHC child poverty rates during 2007-2008 [24] (Figure 6).

Fixed Line Poverty (Compared to 1998 Median)

Before Housing Costs: In New Zealand during the late 1980s and early 1990s, fixed line child
poverty measures increased markedly, for similar reasons to those outlined above. During
1994-1998 however, child poverty rates declined, a trend which Perry attributes to improving
economic conditions and falling unemployment. During 1998-2004, child poverty fell a little
(60% threshold), or remained static (50% threshold), suggesting that there were no real
improvements for the poorest children during this period. During 2004-2008 however, child
poverty rates fell (using both thresholds), with fixed line child poverty rates in 2008 being
lower than they were in the 1980s [24] (Figure 5).

After Housing Costs: In New Zealand during 1982-2008, while trends in fixed line child
poverty after adjustment for housing costs (AHC), were broadly similar to before housing cost
(BHC) measures, the same key difference seen with relative poverty measures was evident:
that AHC child poverty rates in 2008 remained higher than in the 1980s, while BHC
measures generally returned to / were lower than 1980s levels [24] (Figure 6).
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Figure 5. Proportion of Dependent Children Aged 0-17 Years Living Below the Income

Poverty Threshold (Before Housing Costs), New Zealand 1982-2008 HES Years

40

—O0— 60% 1998 Median
R

35 --O-- 60% Contemporary Median
7/ \ —A— 50% 1998 Median
30

/ --4a-- 50% Contemporary Median

25

20 to-P——0o_
o/ 0

15

% of Children Below Thresholds

1982
83

HES Year

2008

Source: Perry 2009[26], derived from Statistics KHES)498HWWBsehol d Econ

Figure 6. Proportion of Dependent Children Aged 0-17 Years Living Below the Income

Poverty Threshold (After Housing Costs), New Zealand 1982-2008 HES Years
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Child Poverty Trends: <60% of 1998 Median, After Housing Costs

Child Poverty by Number of Children in House
Number of Children: In New Zealand during 1986-2008, child poverty rates for households
with 3+ children were consistently higher than for households with 1-2 children (Figure 7).
(Comment: Perry notes that in 2008, children from these larger households made up 47% of
all poor children, a decline from 57% in 2004 [24])

Age of Children: In New Zealand during 1986-2001, poverty rates for younger children (0-6
years and 7-11 years) were higher than for older children (12-17 years). Differences after
2001 were less consistent [24] (Figure 7).

Figure 7. Proportion of Dependent Children Living Below the 60% Income Poverty Threshold
(1998 Median, After Housing Costs) by Age and Number of Children in Household, New
Zealand 1986-2008 HES Years
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Child Poverty Trends by Household Type and Work Status of Adults in Household

Household Type: In New Zealand, child poverty rates for children in both sole-parent and
two-parent households increased rapidly between 1988 and 1992. In absolute terms
however, poverty rose most rapidly for children in sole-parent households, with rates
reaching a peak of 77% in 1996 (two-parent: rates peaked at 29% in 1994). While rates for
both household types declined between 2001 and 2007, during 2007-2008 child poverty
rates for those in sole-parent households remained much higher than their 1980s levels,
while rates for two-parent households were similar (Figure 8). (Comment: Perry notes that
al1/3 sole parent families live in wider households with other adults, and that children living in
these i o t hheuseholds have significantly lower poverty rates than those living in sole
parent households, because of the greater household resources available to them [24]).

Work Status of Adults in Household: In New Zealand, child poverty rates for children in
workless households, or where no adults worked full time, increased rapidly during 1988-
1992. Poverty rates for children in these households remained elevated during the 1990s
(range 66-78%), before declining during 2001-2007. Even at their nadir in 2007, poverty
rates for children in these households remained much higher than 1980s levels. In contrast,
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increases in child poverty for households where an adult worked full time, or was self
employed, were much less marked, with rates in 2007-2008 being similar to those in the
1980s (Figure 8). (Comment: Perry notes that during the 1980s, children in workless
households were a2x as likely to be in poor households; during 1992-2004 this had risen to a
3-4x higher, and by 2007-2008 itwasda 7 x Wi24]g her

Figure 8. Proportion of Dependent Children Living Below the 60% Income Poverty Threshold
(1998 Median, After Housing Costs) by Household Type and Work Status of Adults in the
Household, New Zealand 1986-2008 HES Years
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Composition of Children Living in Poverty by Household Type and Work Status of
Adults in Household

Household Type: In New Zealand during 1988-2007, the proportion of children living in
poverty who were from two-parent households steadily declined, while the proportion who
were in one-parent households increased. Thus by 2008, 46% of all children living in poverty
were in one-parent households, as compared to 18% in 1988 (Figure 9).

Work Status of Adults in Household: In New Zealand during 1986, the highest proportion of
children living in poverty came from families where at least one adult worked full time. During
1988-1992 however, the proportion of children living in poverty who were from households
where at least one adult worked full time declined markedly, while the proportion of children
from workless households increased, so that by 1992 children from workless families made
the greatest contribution to those living in poverty. During the 1990s however, these trends
reversed, so that by 2004 a greater proportion of children living in poverty again came from
households where at least one adult worked. Following the introduction of the Working for
Families package, these trends reversed yet again. Thus during 2008, the highest proportion
of children living in poverty came from workless households (Figure 9).
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Figure 9. Composition of Dependent Children Who Were Living Below the 60% Income
Poverty Threshold (1998 Median, After Housing Costs) by Household Type and Work Status
of Adults in the Household, New Zealand 1986-2008 HES Years
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Median Household Income and Income Quintiles

Small sample sizes meant that ethnic specific child poverty rates were unable to be reported
from HES data, and thus the proportion of Pacific children living below various poverty
thresholds remains unclear. More robust ethnic specific data however, was available for
median household income and distribution by income quintile, and these are reported below.

Equivalised Median Household Income by Ethnicity

In New Zealand, all ethnic groups experienced rises in equivalised median household
income between 1994 and 2008. Despite this, median household incomes remained lower
for Pacific and M U o than for European peoples throughout this period (Figure 10).

Distribution by Income Quintile and Ethnicity

When the total population is ranked on their household incomes and divided into 5 equal
groups, each group is called a quintile (containing 20% of the population). In the 2008 New
Zealand HES, 27% of Pacific peoples surveyed were in the lowest (Q1) income quintile, with
a further 30% being in Quintile 2. Only 7% of Pacific peoples surveyed were in the highest
(Q5) income quintile (before housing costs) (Figure 11).

Summary: Child Poverty and Household Income

In New Zealand during 1988-1992, child poverty rates 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 they again declined,
following the roll out of Working for Families. For the majority of this period, child poverty
rates were higher for younger children (0-11 years), larger households (3+ children), sole
parent households and workless households, or where none worked full time. While ethnic
specific child poverty rates were not available, during 1988-2008 equivalised median
household incomes were lower for Pacific and MU o than for European peoples, and Pacific
peoples were over represented in the lower (Q1-Q2) income quintiles.
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Figure 10. Real Equivalised Median Household Income (Before Housing Costs $2008) by
Ethnicity, New Zealand 1988-2008 HES Years
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Figure 11. Distribution of Individuals Across Income Quintiles (Before Housing Costs), by
Ethnicity, New Zealand HES 2008
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Families with Reduced Living Standards

Data Source and Methods
Definition
Distribution of Families with Dependent Children by the NZ Economic Living Standards Index (NZELSI)

Data Source
The Ministry of Soci al Devel oprifl€Int 6s 2004 Living St

Interpretation

The Economic Living Standard Index (ELSI) uses information on 40 items, which individually have a strong
relationship with living standards (e.g. household amenities, personal possessions, access to services, and
adequacy of income to meet everyday needs). The 2004 Living Standards Survey used the ELSI to survey a
probabilistic sample of New Zealand residents aged 18+ years in March and June 2004. A total of 4,989
respondents answered on behalf of their family units, giving a response rate of 62.2%. The results in this section
relate to the living standards of families with dependent children, with the level of analysis being the economic
family unit, rather than the individual child. A more detailed discussion of the methodology used and the
limitations of this survey can be found in the New Zealand Living Standards 2004 Report [17].

Living Standards by Family Type and Income Source

In the 2004 Living Standards Survey, 30% of all economic family units contained dependent
children. While only 10% of family units without children were living in severe or significant
hardship, this figure rose to 22% for families with dependent children.

Figure 12. Living Standards Distribution of Families with Dependent Children by Family Type
and Income Source, New Zealand Living Standards Survey 2004
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The proportion living in severe or significant hardship also varied with family type and income
source, with 42% of sole-parent families being classified as living in severe or significant
hardship, as compared to only 14% of twoi parent families. Similarly, 58% of families who
relied on income tested benefits were classified as living in severe or significant hardship, as
compared to 12% of families receiving their income from market sources. Further analysis
however, suggested that the difference in living standards between sole and two-parent

families was | argely due to the formerds grea
family income [17] (Figure 12).

Living Standards by Ethnicity of Family Members

The 2004 Living Standards Survey also noted that European and Other families with
dependent children had higher average living standards (37.6 and 38.4 respectively) than
Pacific and MUori families with dependent <chil
of all Pacific families with dependent children in the 2004 Survey reported living in severe
hardship, as compared to 20% of MU o families, 8% of European families and 4% of Other

families (Figure 13).

Figure 13. Living Standards Distribution of Families with Dependent Children by Family
Ethnicity, New Zealand Living Standards Survey 2004
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Source: NZ Living Standards Survey [17]; Family Ethnicity is based on total responses to the ethnicity question
e.g. if any adult or child specified Pacific as one of their ethnicities, the family is counted as Pacific i thus these
ethnic groupings are not mutually exclusive.

Constraint s Pl aced on Childrenés Consumption by ¢t
The 2004 Li ving Standards Survey also explored t
consumption arising from their families living standards and noted that of children living in
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severe hardship, 51% had to go without suitable wet weather gear, 38% were unable to have

a friend over for a meal, and 34% were unable to have friends over for a birthday party
because of the cost. I n addition, 46 % sibdnd p a
36% had postponed a childds dentistbs visit
had to share a bed [17] (Table 3).

Table 3. Constraints on Children's Consumption by their Family's Standard of Living, New
Zealand Living Standards Survey 2004

Severe Some gggg {_I\\//ﬁ%
e | et | Stncares
(Level 6 & 7)
Items Not Obtained / Not Participated in Because of Cost (% of Respondents)

Suitable Wet Weather Clothing for Each Child 51 13 2
A Pair of Shoes in Good Condition 35 5 0
Child's Bike 45 10 1
Play Station or Xbox 37 10 1
Personal Computer 55 23 1
Internet Access' 51 23 0
Pay for Childcare 35 15 2
Have Child's Friends Over for a Meal 38 6 0
Enough Room for Child's Friends to Stay the Night 35 9 0
Have Child's Friends to a Birthday Party 34 11 1

Items of Consumption Cut Back on (a Little or a Lot) Because of Cost (% of Respondents)
Not Gone on School Outings 66 26 0
Not Brought School Books / Supplies 49 19 0
Not Brought Books for Home 61 33 1
Postponed Child's Visit to Doctor Because of Cost 46 20 1
Postponed Child's Visit to Dentist Because of Cost 36 20 1
Child Went Without Glasses 15 10 0
Child Went Without Cultural Lessons 55 40 4
Child's Involvement in Sports Limited 66 40 1
Child Wore Poorly Fitting Clothes or Shoes 65 33 1
Children Share a Bed 40 7 0
Limited Space for Child to Study or Play 72 34 1

Source: NZ Living Standards Survey [17].

Summary: 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 or significant
hardship, this figure rose to 22% for families with dependent children. In addition, a much
higher proportion of sole-parent families lived in severe or significant hardship than two
parent families, although these differences were largely attributed to sole-p ar e nt f a
greater reliance on benefits as their main source of family income. Pacific and M U o families
were also significantly more likely to live in severe hardship, than European or Other families.

Local Policy Documents and Evidence Based Reviews Relevant to
the Economic Environment for Children
Table 2 on Page 16 considers local policy documents and evidence based reviews relevant

to the social determinants of health, including policies which might reduce poverty rates in
families with children.
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UNEMPLOYMENT RATES

Introduction

In the quarter ending September 2009, the seasonally adjusted unemployment rate rose to
6.5%, the seventh consecutive quarterly rise [28]. During this period, unemployment rates
were higherforPaci f i ¢ people, ySlUdg pedple (particularly those 15-19 years) and
those without formal qualifications [29]. Such increases are of concern for New Zealand
Pacific children and young people two reasons:

Firstly, research suggests that children in families where their parents are unemployed have
higher rates of psychosomatic symptoms, chronic illnesses and low wellbeing, and that while
the magnitude of these associations is reduced once other potentially mediating factors are
taken into account (e.g. parents former occupation, sole parent status, and migrant status),
the associations do not disappear completely [30], Further, research suggests that these
negative effects may be mediated via the impact unemployment has on parents mental
health, with the mental distress associated with decreased social status, disruption of roles,
loss of self esteem and increased financial strain, all impacting negatively on parentd s
emotional state [30]. This in turn may lead to non-supportive marital interactions,
compromi sed parenting, and childrends interne
and externalising (e.g. aggressive or delinquent behaviour, substance abuse) behaviour [9].

Secondly, for young people research suggests that unemployment leads to a range of
negative psychological outcomes including depression, anxiety and low self esteem, which
are in turn associated with adverse outcomes such as heavy tobacco, alcohol and drug use;
and higher mortality from suicide and accidents [31]. While social support may reduce the
psychological distress associated with unemployment, the type of support provided is
important (e.g. while positive support from family and friends decreases psychological
distress amongst unemployed youth, parental advice may at times increase distress, as it
may be perceived as pressure to find a job [31]). On a more positive note, research also
suggests that this psychological distress decreases once young people find permanent
employment, or return to further education [31].

The following section uses information from ¢
Labour Force Surveys, to review unemployment rates during the past two decades.

Data Source and Methods

Definition

Unemployment Rate: The number of unemployed people expressed as a percentage of the labour force.
Data Source

Statistics New Zeal andés Household Labour Force Survey
and available on Statistics New Zeal a nd 6 s vwwer.btatsigbvenz

Indicator Category: Proxy B

Notes on Interpretation
Unemployed refers to all people in the working-age population who during the reference week were without a paid
job, were available for work and [32]:

(a) had actively sought work in the past four weeks ending with the reference week, or
(b) had a new job to start within four weeks

Note 1: A person whose only job search method in the previous four weeks has been to look at job
advertisements in the newspapers is not considered to be actively seeking work.

Note 2: Seasonal adjustment makes data for adjacent quarters more comparable by smoothing out the effects of
any regular seasonal events. This ensures the underlying movements in time series are more visible. Each
quarter, the seasonal adjustment process is applied to the latest and all previous quarters. This means that
seasonally adjusted estimates for previously published quarters may change slightly [32].
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New Zealand Distribution and Trends

Seasonally Adjusted Unemployment Rates

In the quarter ending September 2009, the seasonally adjusted unemployment rate rose to
6.5%, the seventh consecutive quarterly rise (Figure 14). Seasonally adjusted
unemployment numbers also increased by 12,000 (9.0%), to 150,000, the highest since
March 1994. This increase was largely driven by male unemployment, which rose by 9,000.
In contrast, employment continued to decline, with seasonally adjusted employment numbers
falling by 17,000 (0.8%). This fall was largely driven by male-full time employment, which fell
by 14,000 (1.3%). In contrast, female employment increased during the quarter [28].

Figure 14. Seasonally Adjusted Unemployment Rates, New Zealand 1986 (Quarter 1)-2009
(Quarter 3)
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Unemployment Rates by Age

In New Zealand during the third quarters of 1986-2009, unemployment rates were
consistently higher for younger people (i.e. those 15-19 years >20-24 years > 25-29 years >
35-39 years and 45-49 years). During the quarter ending September 2009, unemployment
rates were 25.1% for those aged 15-19 years, and 10.9% for those aged 20-24 years
(Figure 15).

Unemployment Rates by Age and Gender
In New Zealand during the third quarters of 1986-2009, there were no consistent gender
differences in unemployment rates amongst young people aged 15-24 years. During the
quarter ending September 2009, unemployment rates for those aged 15-19 years were
25.3% for females and 25.0% for males, while for those aged 20-24 years, rates were 8.8%
for females and 12.7% for males (Figure 16).
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Figure 15. Unemployment Rates by Age (Selected Age Groups), New Zealand Third
Quarters 1986-2009
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Figure 16. Unemployment Rates by Age and Gender in New Zealand Young People 15-24
Years, Third Quarter 1986-2009
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Unemployment Rates by Ethnicity

In New Zealand during 2007(Q4)-2009(Q3), unemployment rates were consistently higher for
Pacific and MU o » Asian > European people. While unemployment rates increased for all
ethnic groups between 2008(Q3) and 2009(Q3), in absolute terms, increases were greatest
for MU o and Pacific people. Thus by 2009(Q3), unemployment rates were 13.2% for Pacific,
13.0% for MU o, B8.4% for Asian and 5.0% for European people (Figure 17).

Unemployment Rates by Qualification

In New Zealand during the years ending September 1987-2009, unemployment rates were
higher for those with no qualifications > school qualifications, or post school but no school
gualifications > both post school and school qualifications. In the year ending September
2009, unemployment rates were 9.2% for those with no qualifications, 6.7% for those with a
school qualification, 5.6% for those with post school but no school qualifications and 3.6% for
those with both post school and school qualifications (Figure 18).

Duration of Unemployment

In New Zealand during the years ending September 1987-2009, duration of unemployment
varied markedly, and in a manner consistent with prevailing unemployment rates. Thus the
highest proportion of people unemployed for 53+ weeks occurred during the early / mid
1990s, when unemployment rates were at their peak, while the highest proportion

unemployed for only 1-4 weeks occurred in the mid-2000s, when unemployment rates were
at their lowest (Figure 19).

Figure 17. Unemployment Rates by Total Response Ethnicity, New Zealand 2007 (Quarter 4)
- 2009 (Quarter 3)
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Figure 18. Unemployment Rates by Qualification, New Zealand September 1987-2009
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Figure 19. Proportion of Those Unemployed by Duration of Unemployment, New Zealand
September 1987-2009
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Summary

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), unemployment rates were higher for Pacific and MU o p iAsian > European
people.

Local Policy Documents and Evidence Based Reviews Relevant to
the Social Policy Environment for Children

Table 2 on Page 16 considers local policy documents and evidence based reviews relevant
to the social determinants of health, including policies which might reduce the impact of
unemployment on families with children.
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CHILDREN RELIANT ON BENEFIT RECIPIENTS

Introduction

In New Zealand, children who are reliant on benefit recipients are a particularly vulnerable
group. During 2008, 63% of all households (including those with and without children) relying
on benefits as their main source of income were living below the poverty line (housing
adjusted equivalent disposable income <60% median) [24]. This proportion has fluctuated
markedly over the past two decades, rising from 24% of benefit dependent households in
1990, to a peak of 66% in 1994 and then gradually falling back again to 54% in 2007 [24],
with these fluctuations being attributed to three main factors: cuts in the level in income
support during 1991, growth in unemployment (which peaked at 11% in 1991) and escalating
housing costs, particularly for those in rental accommodation [16]. Further, benefit dependent
children account for the majority of those in poverty, with ~60% of children living below the
poverty line in 2004, relying on benefits as their main source of family income [33].

The vulnerability of benefit dependent children was further highlighted by the 2000 Living
Standards Survey, which noted 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
cost s, make do without enough bedr ooms,
visit to the doctor or dentist, go wi t hout a computer or int
involvement in school trips, sports and extracurricular activities [16]. The 2004 Living
Standards Survey suggested that the picture may have worsened between 2000 and 2004,
with the proportion of benefit dependent families living in severe or significant hardship
increasing from 39% in 2000 to 58% in 2004 [17].

The following section reviews the number of children aged 0-17 years who were reliant on
benefit recipients during April 2000-2009, using information from the Ministry of Social
Devel opment 6s SWIFTT database. As the MSD
children reliant on benefit recipients (it only records the ethnicity of the benefit recipient
themselves), it is difficult to accurately estimate the proportion of Pacific children in New
Zealand who were reliant on benefit recipients during this period. It is likely however, that
many of the trends highlighted in this section are of as much relevance to Pacific children
living in New Zealand as they are to other ethnic groups.

have
erne

6s d

Data Source and Methods

Definition

Children Reliant on a Benefit or a Benefit Recipient by Benefit Type

Data Source

Numerator: Number of Children Aged 0-17 years who were reliant on a Benefit, or Benefit Recipient as recorded
intheMi ni stry of Soci al Devel opment 6s SWIFTT database
Denominator: NZ Census

Indicator Category Ideal B-C

Notes on Interpretation

Data was provided by the MSD from their SWIFTT database which records information on recipients of financial
assistance through Work and Income for 2000-2009. All figures unless stated otherwise, refer to the number of
children who were dependent on a benefit or benefit recipient as at the end of April and provide no information on
those receiving assistance at other times of the year..

To be eligible for a benefit, clients must have insufficient income from all sources to support themselves and any
dependents and meet the eligibility criteria for benefits. These are:

Domestic Purposes Benefit i Sole Parent (DPB-SP) and Emergency Maintenance Allowance: This benefit
provides income support for sole parents living with their dependent children under 18 years, who meet an
income test and are New Zealand citizens or permanent residents. To be eligible, a parent must be 18 years or
older OR have been legally married or in a civil union. A 16 or 17 year old sole parent who has never been
married may be eligible to receive an Emergency Maintenance Allowance. This emergency benefit can also be
paid to sole parents aged 18 and over who do not meet specific criteria for DPB-SP or other benefits.
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Unemployment Benefits: Unemployment benefits are available to people who are available for and actively
seeking full time work. Clients must be aged 18+ years or 16-17 years and living with a spouse or partner and
dependent children. Those receiving unemployment benefits are subject to a full time work test, as are their
spouses or partners if they have no dependent children, or if their youngest dependent child is aged 14+ years.
Applicants must have continuously lived in New Zealand for 2 years or more. An Unemployment Benefit-Hardship
is available to those who do not meet these criteria but who are not successfully able to support themselves
through paid employment or by other means.

Sickness Benefit: To be eligible for a Sickness Benefit people need to be 18 years of age, or 16-17 years of age
and either 27+ weeks pregnant or living with a partner and children they support. They must have had to stop
working or reduce their hours because of sickness, injury, pregnancy or disability OR, if unemployed or working
part ti me, find it hard to | ook for or do full t i me
p ar t nimconte snyst be below a certain level and they must have a medical certificate, the first of which can
last for only up to 4 weeks. For pregnant women, payments may continue for up to 13 weeks after the birth of
theirchild. Atl east 2 vy e ar eduired, heughdadenefiemay be granted in cases of hardship.

Inval i dés Benkedéieligible for an Invaliddéds Benefit, |pe
15+ hours a week because of a sickness, injury or disability which is expected to last at least 2 years OR their life
expectancy is <2 years and they are unable to regularly work 15+ hours a week OR they are blind with a specified
|l evel of visual i mpair ment . A doctorb6s certifidizeher|i
permanent resident and have lived in New Zealand for 10 years or more.

Other Benefits: In this section, Other Benefits includes DPB Women Alone and Caring for Sick or Infirm, NZ
Superannuation, Veterans and Transitional Retirement Benefit, Emergency Benefits and Widows Benefit,
Independent Youth Benefit, Unemployment Benefit Training and Unemployment Benefit Training Hardship,
Unemployment Benefit Student Hardship, Orphan's Benefit and Unsupported Child's Benefit.

New Zealand Distribution and Trends

Total Number of Children Reliant on a Benefit or Benefit Recipient

In New Zealand, the number of children aged 0-17 years who were reliant on a benefit, or
benefit recipient, fell from 278,788 in 2000, to 226,195 in 2009. A large proportion of this fall
was due to declines in children relying on unemployment benefit recipients, with numbers in
this category falling from 49,214 in 2000, to 5,254 in 2008, before increasing again to 11,499
in 2009. Similarly the number of children reliant on DPB recipients fell from 187,685 in 2000,
to 157,622 in 2008, before increasing again to 166,513 in 2009 (Table 4).

Proportion of All New Zealand Children Reliant on a Benefit Recipient

In New Zealand the proportion of children aged 0-17 years who were reliant on a benefit, or
benefit recipient, fell from 27.7% in 2000
in 2009. A large proportion of the initial decline was due to a fall in the number of children
reliantonunemploy ment benefit recipients (4.9% of
1.1% in 2009). While the proportion of children reliant on DPB recipients also fell (18.7% of
children in 2000 Y 14. 7 % Fignre 20D the ratéf of deblinednks i
much slower than for unemployment benefits, meaning that in relative terms, the proportion
of benefit dependent children reliant on DPB recipients actually increased, from 67.3% of
benefit dependent children in 2000, to 73.6% in 2009 (Table 4).

Age Distribution

During 2009, the proportion of children reliant on a benefit, or benefit recipient, was highest
amongst those 0-2 years of age. Rates then tapered off rapidly, reaching a plateau in middle
childhood (6-9 years). After 9 years of age however, rates again declined, reaching their
lowest point at 17 years of age (Figure 21).
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Figure 20. Proportion of All Children Aged 0-17 Years Who Were Reliant on a Benefit
Recipient by Benefit Type, New Zealand April 2000-2009
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Source: Numerator: Ministry of Social Development; Denominator: Census; For Composition of Other Benefits,
see Methods Section; Non Benefit Assistance not included.

Figure 21. Proportion of All Children Aged 0-17 Years Who Were Reliant on a Benefit
Recipient by Age and Benefit Type, New Zealand April 2009
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Source: Numerator: Ministry of Social Development; Denominator: Census; For Composition of Other Benefits,
see Methods Section; Non Benefit Assistance not included.
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Table 4. Number of Children Aged 0-17 Years Who Were Reliant on a Benefit Recipient by Benefit Type, New Zealand April 2000-2009

Year Domestic Purposes Unemployment Invalids Sickness All Other Benefits Total
Number %* Number %* Number %* Number %* Number %* Number
2000 187,685 67.3 49,214 17.7 11,028 4.0 11,191 4.0 19,670 7.1 278,788
2001 187,334 68.6 42,965 15.7 12,029 4.4 11,160 4.1 19,728 7.2 273,216
2002 186,712 70.2 36,111 13.6 13,110 4.9 11,896 4.5 18,194 6.8 266,023
2003 185,649 71.4 29,825 115 14,089 5.4 12,009 4.6 18,418 7.1 259,990
2004 185,087 73.4 20,517 8.1 14,931 5.9 13,040 5.2 18,549 7.4 252,124
2005 179,443 74.2 15,028 6.2 15,083 6.2 13,503 5.6 18,634 7.7 241,691
2006 172,349 74.2 11,977 5.2 15,172 6.5 13,625 5.9 19,172 8.3 232,295
2007 160,010 74.3 7,757 3.6 15,081 7.0 13,368 6.2 19,188 8.9 215,404
2008 157,622 74.9 5,254 25 15,777 7.5 11,979 5.7 19,871 9.4 210,503
2009 166,513 73.6 11,499 5.1 15,622 6.9 12,342 5.5 20,219 8.9 226,195

Source: Ministry of Social Development; *Note: % refers to % of children relying on benefit recipients, rather than % of all children. For Composition of Other Benefits, see Methods
Section; Non Benefit Assistance not included.
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Summary

In New Zealand the proportion of children (0-17 years) who were reliant on a benefit, or
benefit recipient, fell from 27.7% in 2000 Y
in 2009. A large proportion of this decline was due to a fall in the number of children reliant

on unemployment benefit recipients, although this trend appears to have reversed in the past

year. While the proportion 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 during this period.

In the context of the current economic downturn, the large increase in the number of children
reliant on unemployment benefit recipients between April 2008 and April 2009 is a cause for
concern, as while the number of children reliant on benefit recipients may not correlate
precisely with the number living below the poverty line, they do reflect a particularly
vulnerable group, with higher health and support needs, and tracking changes in their
number over time may be of value in predicting future health service demand.

Local Policy Documents and Evidence Based Reviews Relevant to
the Social Policy Environment for Children

Table 2 on Page 16 considers local policy documents and evidence based reviews relevant
to the social determinants of health, including policies which might enhance the wellbeing of
families with children who are reliant on Government benefits.
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YOUNG PEOPLE RELIANT ON BENEFITS

Introduction

While adolescence is for many young people a time for investing in learning and acquiring
new skills, it is also a time of vulnerability. While the majority of young people successfully
complete their years of secondary education and continue on to further training and
employment, a significant minority are unable to support themselves financially for a variety
of reasons. For those who meet certain eligibility criteria, the Government offers a range of
benefits. Those most commonly used by people 16-24 years are:

1. Domestic Purposes Benefit i Sole Parent (DPB-SP): This benefit provides income
support for sole parents living with dependent children <18 years, who meet eligibility
criteria.

2. Unemployment Benefits: Unemployment benefits are available to those who are
available for and actively seeking full time work. Young people must be aged 18+ years
or 16-17 years and living with a spouse or partner and dependent children.

3. Sickness Benefit: Sickness Benefits are available to those 18+ years, or 16-17 years
and either 27+ weeks pregnant, or living with a partner and dependent children. They
must have had to stop working, or reduce their hours because of sickness, injury,
pregnancy or disability OR, if unemployed or working part time, find it hard to look for or
do full time work for the same reasons.

4. 1 nv al i d 6:sinvdiids Benéfiis ire available to those 16+ years who are unable to
work 15+ hours a week because of a sickness, injury or disability which is expected to
last at least 2 years OR their life expectancy is <2 years and they are unable to regularly
work 15+ hours a week OR they are legally blind.

The diversity of these criteria suggests that young people reliant on benefits form a
particularly heterogeneous group, comprising those temporarily out of work, those caring for
young children, and those unable to participate in the workforce for a variety of medical or
other reasons. Such diversity is also reflected in the diverging trends for benefit uptake in
recent years, with the proportion of yoditag
increasing, while the proportion relying on the DPB has decreased slightly [2]. In contrast, the
proportion of young people reliant on unemployment benefits has tended to move with
prevailing economic conditions, with the large declines in unemployment benefit uptake seen
during the early-mid 2000s [2], reversing during the current year.

The following section uses data from the Mi
to explore the number of Pacific young people aged 16-24 years, who were reliant on
benefits during 2000-2009.

Data Source and Methods

Definition

Young People Aged 16-24 Years Reliant on a Core Benefit by Benefit Type.

Data Source

Numerator: Number of Young People Aged 16-24 Years Receiving a Core Benefit, as recorded in the Ministry of

SocialDeve | opment 6s SWI[#TT dat abase
Denominator: NZ Census

Indicator Category Ideal B-C

Notes on Interpretation

Note 1: Data was provided by the Ministry of Social Development from their SWIFTT database, which records
information on the recipients of financial assistance through Work and Income for the period April 2000 i April
2009. All figures, unless stated otherwise, refer to the number of young people aged 16-24 years in receipt of a
core benefit at the end of April and thus provide no information on those receiving assistance from Work and
Income at other times of the year.

Note 2: For Benefit Eligibility Criteria see the Data Sources and Methods section commencing on Page 42
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Other Benefits: In this section, Other Benefits includes DPB Women Alone and Caring for Sick or Infirm, NZ
Superannuation, Veterans and Transitional Retirement Benefit, Emergency Benefits and Widows Benefit,
Independent Youth Benefit, Unemployment Benefit Training and Unemployment Benefit Training Hardship,
Unemployment Benefit Student Hardship, Orphan's Benefit and Unsupported Child's Benefit.

New Zealand Distribution and Trends

Number of New Zealand Young People on Benefits

In New Zealand during 2000-2008, there were large declines in the number of young people

aged 16-24 years receiving benefits, with overall numbers falling from 76,392 in April 2000 to
40,810 in April 2008. By April 2009 however, this had increased again to 55,745, with the
largest absolute increases being in those receiving unemployment benefits (40,732 in April

2000 Y 3,533 in April 2008 Y 13, 054 i n). IrAgontrast, the Mud&Er receiving
domestic purposes benefits declined much less rapidly, while the number receiving sickness
and invalidobs benefits increased. Thus mobkti | e
frequent form of income support received by New Zealand young people, by 2009 the
domestic purposes benefit was the predominant benefit type received (Table 5).

Table 5. Number of Young People Aged 16-24 Years Receiving a Benefit by Benefit Type,
New Zealand April 2000-2009

Unemployment | Domestic Purposes Invalid's Sickness Other Benefits Total

No. %* No. %* No. %* No. %* No. %* No.

2000 | 40,732 | 53.3 19,812 25.9 4866 | 6.4 | 3,892 | 5.1 | 7,090 9.3 76,392
2001 | 35,808 | 49.9 19,645 27.4 5,185 | 7.2 | 4,066 | 5.7 | 7,085 | 9.9 71,789
2002 | 31,310 | 47.0 19,459 29.2 5511 | 83 |4,406 | 6.6 | 5918 | 8.9 66,604
2003 | 27,071 | 43.2 19,053 30.4 5755 | 9.2 4940 | 79 | 5901 | 94 62,720
2004 | 18,135 | 33.8 18,830 35.1 6,035 | 11.2 | 5,369 | 10.0 | 5,336 9.9 53,705
2005 | 13,257 | 27.5 18,245 37.8 6,288 | 13.0 | 5,566 | 11.5 | 4,890 | 10.1 48,246
2006 | 10,650 | 23.0 18,013 38.9 6,424 | 13.9 | 6,234 | 13.5 | 4,977 | 10.7 | 46,298
2007 | 5,257 | 12.8 17,647 43.0 6,580 | 16.0 | 6,669 | 16.2 | 4,911 | 12.0 | 41,064
2008 | 3,533 8.7 18,370 45.0 7,132 | 17.5 | 6,872 | 16.8 | 4,903 | 12.0 40,810

2009 | 13,054 | 234 20,294 36.4 7,353 | 13.2 | 8,519 | 15.3 | 6,525 | 11.7 | 55,745

Source: Ministry of Social Development; *Note: % refers to % of young people reliant on a benefit, rather than %
of all young people. For Composition of Other Benefits, see Methods Section; Non Benefit Assistance not
included.

Year

Proportion of New Zealand Young People on Benefits

In New Zealand during 2000-2008, there were also large declines in the proportion of 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 absolute increases again being in those receiving
unemployment benefits (89.1 per 1,000 in April 2000 Y 6.7 per 1,000 in April 2008 Y 24 . 1
per 1,000 in April 2009). In contrast, the proportion reliant on domestic purposes benefits
declined more slowly (43.4 per 1,000 in 2000 — 34.7 per 1,000in2008Y 3 7. 5% per 1
in April 2009), while the proportion on invalids and sickness benefits increased (Table 6).
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Table 6. Rates per 1,000 for Young People Aged 16-24 Years Receiving a Benefit by Benefit
Type, New Zealand April 2000-2009

Unemployment | Domestic Purposes Invalid's Sickness Other Benefits | Total
No. Rate No. Rate No. | Rate | No. | Rate | No. Rate Rate

Year

2000 | 40,732 | 89.1 19,812 43.4 | 4,866 | 10.6 | 3,892 | 85 | 7,090 | 15.5 167.2

2001 | 35,808 | 79.4 19,645 43.6 | 5185 | 115 | 4,066 | 9.0 | 7,085 | 15.7 159.2

2002 | 31,310 | 67.8 19,459 421 | 5511 | 119 | 4,406 | 95 | 5918 | 128 1441

2003 | 27,071 | 57.2 19,053 40.3 | 5,755 | 12.2 | 4,940 | 104 | 5901 | 125 132.5

2004 | 18,135 | 37.4 18,830 389 |6,035] 125 | 5369 | 11.1 | 5,336 | 11.0 110.8

2005 | 13,257 | 26.7 18,245 36.8 | 6,288 | 12.7 | 5,566 | 11.2 | 4,890 9.9 97.3

2006 | 10,650 | 21.0 18,013 355 |6,424 | 12.7 | 6,234 | 12.3 | 4,977 9.8 91.3

2007 | 5,257 | 10.1 17,647 34.0 | 6,580 | 12.7 | 6,669 | 12.9 | 4,911 9.5 79.2

2008 | 3,533 6.7 18,370 347 | 7132 | 135 | 6,872 | 13.0 | 4,903 9.3 77.1

2009 | 13,054 | 24.1 20,294 375 | 7353 | 13.6 | 8519 | 158 | 6,525 | 12.1 103.1

Source: Numerator: Ministry of Social Development; Denominator: Census; Rate is per 1,000. For Composition of
Other Benefits, see Methods Section; Non Benefit Assistance not included.

Domestic Purposes Benefits (Including Emergency Maintenance Allowance)

During 2000-2008, the proportion of young people reliant on domestic purposes benefits
(DPB) fell, from 43.4 per 1,000 in 2000 to 34.7 per 1,000 in 2008, before rates increased
again to 37.5 per 1,000 in April 2009. During this period, ethnic differences in DPB uptake
were evident, with rates for Pacific young people being intermediate between those of MU o r i
and European young people (Table 6, Figure 23).

Unemployment Benefits

During 2000-2008, the proportion of young people reliant on unemployment benefits fell,
from 89.1 per 1,000 in April 2000, to 6.7 per 1,000 in April 2008, before rates increased again
to 24.1 per 1,000 in April 2009. During this period, ethnic differences in unemployment
benefit uptake were also evident, with rates for Pacific young people again being
intermediate between those of MU o and European young people (Table 6, Figure 24).

Sickness and Invalid Benefits

In New Zealand during 2000-2009, there was a gradual increase in the number of young
peopl e reliant on sickness and invalidoelalten
on sickness benefits increasing from 8.5 per 1,000 in 2000, to 15.8 per 1,000 in 2009.
Similarly the proportion of young people reliant on invalids benefits increased from 10.6 per
1,000 in 2000, to 13.6 per 1,000 in 2009 (Table 6).

In New Zealand, invalids benefit uptake for Pacific young people was lower than for MU o or i
European young people throughout 2000-2009, while sickness benefit uptake for Pacific
young people was lower than for MU o ori European young people from 2005 onwards
(Figure 25).

During April 2009, 52% of young people receiving a sickness benefit required financial
support for psychological / psychiatric reasons and 13% required support as the result of a
pregnancy. Accidents (8%), substance use (8%) and musculoskeletal problems (5%) also
made a significant contribution (Figure 26). In contrast, 28% o f invalidoés b
required financial support for psychological / psychiatric reasons, while 22% required support

for intellectual disabilities. An additional 21% required support as the result of congenital
conditions and 10% as the result of nervous system problems (Figure 27).
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Figure 22. Young People Aged 16-24 Years Receiving a Benefit by Benefit Type, New
Zealand April 2000-2009
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Source: Numerator: Ministry of Social Development; Denominator: Census; Rate is per 1,000. For Composition of
Other Benefits, see Methods Section; Non Benefit Assistance not included

Figure 23. Young People 16-24 Years Receiving a Domestic Purposes Benefit or Emergency
Maintenance Allowance by Ethnicity, New Zealand April 2000-2009
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Source: Numerator: Ministry of Social Development; Denominator: Census; DPB includes DPB Sole Parent and
Emergency Maintenance Allowance
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Figure 24. Young People 16-24 Years Receiving an Unemployment Benefit by Ethnicity, New
Zealand April 2000-2009
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Figure 25. Young People 16-24 Years Receiving an Invalid@ or Sickness Benefit by
Ethnicity, New Zealand April 2000-2009
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Figure 26. Young People Aged 16-24 Years Receiving a Sickness Benefit by Cause of
Incapacity, New Zealand April 2009 (n=8,519)
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Figure 27. Young People 16-24 Years Re c e i v i n g s Bamefitlby @aaske of théapacity,
New Zealand April 2009 (n=7,353)
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