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Minister’s Expectations for the Bay of Plenty Health System 2021-2022

Principles Transformational Care Business Management
Working together across the system to Priorities .
shape the future of health & wellbeing e Child wellbeing

Mental Health system
transformation

System connectedness to improve
financial sustainability

Financial breakeven in 2021-2022
Tangible outcomes from sustainability
funding

Strong business and capital investment
planning

Full implementation of CCDM

Reaching for excellence N
Investing in community services

Prioritising wellbeing and equity: giving
effect to Whakamaua

COVID: Containment, vaccinations
and embedding learnings
Improving population wellbeing through

prevention

Note: the above are condensed interpretations of the Minister’s Letter of Expectations
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Hauora a Toi | Our Priorities 2021-2022

Healthy, thriving communities — Kia Momoho Te Hapori Oranga

CARE

Manookitoungo

Enablers
Flourish at Work

Population Health Plan system compassionate care

Campus Plan Moving care into the

! Robust clinical governance
community

Digital Transf i and continuous improvement
Ll L el Partnering in localities .. .
Recognising the uniqueness

of each individual

Environmental Sustainability Health in all policies

Organising for the future

Equitable

Nursing & Midwifery health
ealthcare

workforce The Quality Safety Markers

Health Intelligence Falls

Clinical Governance

Health & Safety

Planned Care

Drivers

Te Toi Ahorangi

Strategic Health Services Plan

Minister’s Expectations

Annual Plan

Regional Equity Plan

Financial Sustainability

GRIONTY POPULA g,

Transformations
Integrated healthcare

Mental health & addictions

Child wellbeing

Connecting with our

communities

Identifying unfair and unjust
disparities

Systematic addressing of
inequities

Enacting Te Toi Ahorangi in
the design and delivery of
care

Transformations

Growing as Te Tiriti partners

Evolving the Eastern Bay
health network

Delivering improvement
against equity KPIs

Enhancing physical and
psychological safety

Addressing injustice and
discrimination

Evolving the new world of
work

Transformations
Leadership development
Restorative resolution
Union partnerships
Role clarity
Reducing bureaucracy
Sharing information

Growing a sustainable
Maori workforce

Board Agreed Transformation Priorities

1. Child immunisation

2. Child oral health outcomes

[ ] ;,e Increase the number of

3. Eastern Bay Health Network

Top 12: Executive Spotlight

Healthcare associated
infections

Hand hygiene
Surgical site infection
Safe surgery
Medication safety
Consumer engagement

Transformations

Culturally safe quality
management

Intelligent quality
monitoring & improvement

Choosing wisely

Person & whanau-centred
systems

04/11/2020

4. T1-T2 connection and commissioning

Reduce DNA rates for children

Reduce avoidable hospital admissions

Increase number of patients enrolled

@ infants that have completed O
all age-related immunisations

among children 0-4 and actively engaged in GP services between 0-17 years

"

Reduce the time to appropriate

g Reduce avoidable hospital admissions
management of acute presentations

Reduce the number patients who have
h- among adults aged for 45 - 64 year olds

ﬂ been in hospital 7 days or more that do
not require a hospital bed

Reduce LOS for Acute Admissions |=

Reduce the number of patients that
remain untreated after 4 months after
commitment to treatment

Improve inpatient Quality and Safety

Increase Maori in the workforce across
occupational groups and across Western
and Eastern BOP

G

Increase access rates to Mental Health
and Addiction services
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E hoki koe ki 6 Maunga, ki 6 Awa.
Kia pirea koe é nga Hauora 6 Tawhirimatea.

Return to your sacred mountains and rivers.
So that you can be purified by the sacred winds of Tawhirimatea

Position Statement on
Te Tiriti o Waitangi, Health Equity and Racism

This position statement confirms that the Bay of Plenty DHB is making a stand to implement Te Tiriti
o Waitangi Articles and Principles, work in partnership with stakeholders to improve Health Equity
for Maori as tangata whenua, and eliminate all forms of racism in the Bay of Plenty health system.
The DHB believes that systemic failures to honour Te Tiriti o Waitangi, persistent inequities and
racism is unfair, unjust, and in many cases, avoidable. Inaction in regard to these obvious issues is
unacceptable.

The Bay of Plenty District Health Board's positions are as follows:

¢ We recognise Te Rinanga Hauora Maori o Te Moana a Toi as our Te Tiriti governance partner
and support meaningful tangata whenua representation, kaitiakitanga and participation at all
levels of the system. This includes the use of mechanisms that promote shared decision-making,
prioritisation, commissioning/purchasing, planning, policy development, service provision,
solution implementation, cultural safety, research and evaluation.

* We respect and enable tangata whenua to articulate and lead change toward their health
aspirations.

* We will address institutional structures and biases that obstruct health equity. This includes
active support of Te Toi Ahorangi Te Rautaki a Toi 2030 and its iwi leadership; cognisance of He
Pou Oranga Tangata Whenua Determinants of Health; use of strength-based approaches that
engage and involve Maori communities; and recognition that mana motuhake (autonomy) and
rangatiratanga (authority) are critical to achieving Maori health equity.

*  We will prioritise and resource the achievement of healthy equity for Maori and work toward
ensuring all communities of Te Moana a Toi are supported to realise Toi Ora based on agreement.

* We acknowledge the impact of inequity on all people and accept that more work is required to
support other communities that suffer from avoidable, unjust and unfair equity in the spirit of
manaakitanga.

e We will protect Maori custom and the position of wairuatanga and te reo me 6na tikanga as
fundamental aspects and enablers of Toi Ora.

*  We will also respect and ensure that Maori culture and worldview in Te Moana a Toi is prioritised
as part of health system solutions. We acknowledge the right of all people to spiritual and
religious freedom is respected and protected by the Bay of Plenty District Health Board.

*  We will implement proportionate universalism as an approach to balance targeted and universal
population health perspectives through action proportionate to needs and levels of disadvantage.

Link to Actions and Evidence




Item No. Item Page

Karakia

Ténei te ara ki Ranginui

Ténei te ara ki Papatuanuku

Ténei te ara ki Ranginui raua ko Papattanuku,
Na raua nga tapuae o Tanemahuta ki raro
Haere te po ko tenei te awatea

Whano whano!

Haere mai te toki!

Haumi €, hui &, taiki e!

This is the path to Ranginui

This is the path to Papatianuku

This is the path to the union of Ranginui and Papatianuku

From them both progress the footsteps of Tanemahuta [humanity] below
Moving from birth and in time carries us to death (and from death is this, birth)
Go forth, go forth!

Forge a path with the sacred axe!

We are bound together!

1 Apologies
2 Interests Register 6
3 Minutes
3.1 Board Meeting — 29.9.21 11
Matters Arising 15

PART A: FUTURE FOCUS AND KEY STRATEGIC ISSUES

PART B: MONITORING, COMPLIANCE AND BUSINESS AS USUAL DELIVERY

4 Items for Discussion

4.1 Chief Executive’s Report 16
5 Items for Noting

5.1  Child and Youth Mortality Review Committee Report 26

5.2  Correspondence for Noting

o Letter from MOH COVID 19 Response — Oxygen Supply and Related 125
Environmental Systems Programme, dated 5 October 2021




Item No.

Item

Page

e Letter from Procurement Functional Lead, Ministry of Business,
Innovation and Employment re Carbon Neutral Government
Programme — Transitioning the government fleet, dated 14
October 2021

5.3 Board Work Plan

127

General Business

Resolution to Exclude the Public

Pursuant to clause 33(3) of the NZ Public Health & Disability Act 2000 the Chair of
the Maori Health Runanga is permitted to remain after the public have been
excluded because of their knowledge of the aspirations of Maori in the Bay of
Plenty that is relevant to all matters taken with the public excluded.

Pursuant to clause 33(5) of the NZ Public Health & Disability Act 2000 the Runanga
Chair must not disclose to anyone not present at the meeting while the public is
excluded, any information she becomes aware of only at the meeting while the
public is excluded and he is present.

Next Meeting — Wednesday 24 November 2021.
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INTEREST NATURE OF INTEREST CORE BUSINESS RISK OF CONFLICT DATE OF INTEREST
AHOMIRO, Hori
Tapuika Iwi Authority Board Director Fisheries Trust LOW 22/10//19
NZ Social Work Registration
Board Board Member Social Workers Registration LOW May 2020
Poutiri Trust Pou Tikanga Health Services Provider LOW May 2021
ARUNDEL, Mark
Pharmaceutical Society of Member Professional Body NIL 1980
New Zealand
Armey Family Trust Trustee Family Trust NIL 28/07/2005
Markand Holdings Ltd Director Property NIL 2016
TECT Trustee Community Trust LOW July 2018
EDLIN, Bev
Valeo International Limited Co-owner/director Education LOW 20/12/2007
Governance NZ Fellow Governance LOW 2011
Boardroom360 Limited Co-owner/director Education — Governance LOW 10/3/2011
Edlin Enterprises Limited Owner/director Business Consultancy LOW 17/03/1987
Alleyne Trust Trustee Family Trust LOW
Phae — non trading Director Education LOW 07/12/2005
NJ Family Trust Trustee Trustee LOW
Tauranga City Council Licensing Commissioner Local Authority LOW 16/01/2018
Park2Park Trust Trustee Community Artworks NIL 18/09/2018
Omanawa Hidden Gorge Chair Environmental / eco-tourism Venture
Charitable Trust LOW December 2018




Western Bay of Plenty District

Licensing Commissioner /

Council Chairperson Local Authority LOW February 2019
Institute of Directors Fellow Professional Body LOW June 2019
ESTERMAN, Geoff
Gate Pa Medical Centre Ltd Director, Manager & GP Health LOW — DHB does not 28/11/2013
contract directly with
General Practices and
as a Board Member
Geoffis notina
position to influence
contracts.
Gate Pa Medical Centre Ltd Practice Manager is on Health NIL December 2019
WBOP PHO Board
GM and P Esterman Family Trustee Family Trust (kiwifruit) NIL 28/11/2013
Trust
BOPDHB Wife Penny works as Health Services
Casual Vaccinator Provider LOW Sept 2021
FINCH, IAN
Visiqgue Whakatane Director Optometry LOW 1/11/19
Vic Davis trust trustee Grants for mental illness research LOW - DHB employee | 1/9/20
may be
applicant/recipient of
grants
Lakes DHB Wife Sue has position in Health Moderate March 2021
Quality and Risk re WC&F
investigations
GUY, Marion
Chadwick Healthcare Casual Employee Health NIL 06/1996
Bay of Plenty District Health Employee Health LOW 03/10/2016
Board
NZNO Honorary and Life Member | Nursing Union LOW




Nursing Council of New Member Regulatory Authority responsible for LOW March 2021
Zealand registration of Nurses
SCOTT, Ron
Stellaris Ltd and Stellaris PTE Director Business Education and Training LOW 2005
Ltd organisation
SILC Charitable Trust Chair Disabled Care Low — As a Board July 2013
Member Ron is not it
the position to
influence funding
decisions.
AA Bay of Plenty District Council Member Transport and Road Safety LOW March 2018
Council
Royal New Zealand Board Member Services to the Blind LOW May 21
Foundation of the Blind Inc
SHEA, Sharon
Shea Pita & Associates Ltd Director & Principal Consulting LOW 18/12/2019
Manawaroa Ltd Director & Principal Service Provider LOW 18/12/2019
Manawaroa Ltd Director & Principal Negotiating a service delivery contract | LOW March 21
to deliver Mental Health Services for
people who experience mild to
moderate distress
Manawaroa Ltd Director & Principal Delivery of Puawai Programme funded | LOW March 21
by Oranga Tamariki
Iwi Whakapapa LOW
A Better Start — E Tipu E Rea Board Member National Science Challenge — Auckland | LOW 6/3/2020
University
EY - Department of
Corrections Project Member Consulting - Corrections LOW April 2020
Interim Mental Health Consultant Mental Health Outcomes Framework May 2020
Commission LOW
ACC Consultant Accident Compensation Commission LOW May 2020
Counties Manukau DHB Consultant Maori Health project LOW November 2020




Health Hearts for Aotearoa

(HHANZ) Board Member Health Research LOW June 2021
Whakauae Research — Member Research Programme for Maori Health | LOW September 2021
Translation, Uptake and and Development
Impact (TUI) Advisory Group
Maori Health Authority (MHA) | Co Chair Health Board September 2021
Health New Zealand (HNZ) Board Member Health Board September 2021
Accenture Consultant Health IT LOW October 2021
Husband — Morris Pita
- Health Care Applications CEO Health IT LOW 18/12/2019

Ltd
- Shea Pita & Associates Ltd | Director Consulting LOW 18/12/2019
SIMPSON, Leonie
Te Runanga o Ngati Awa Chief Executive Iwi Entity LOW 23/12/2019
Toi Ohomai Kahui Matahanga Member | lwi representation LOW 23/12/2019
TUORO, Arihia
Whakatohea Mussels Director Mussel Farming LOW 15/12/2019
Poutama Trust Trustee Maori Economic Development LOW 15/12/2019
Oranga Marae Lotteries Committee Member Lotteries LOW 15/12/2019
Lotteries Americas Cup Committee Member Lotteries LOW 15/12/2019
Whakatohea Pre Settlement Project Manager Negotiate Whakatohea Settlement LOW 15/12/2019
Claims Trust
STEEL, Linda (Maori Health Runanga Chair)
Eastern bay Primary Health
Alliance Trustee Primary Health Services LOW 23/2/2021
Te Ao Hou Trust Chief Executive Community Provider LOW 23/02/2021
BOPDHB Maori Health Chair / Iwi Representative Strategic Relationship with BOPDHB
Runanga LOW 23/02/2021
WILLIAMS, Wayne
Alliance Health Plus Trust Chief Executive Primary Care LOW 15/4/2021
Alliance Management Services | Director Alliance Corporate Activities LOW 15/4/2021
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Ltd

Auckland Primary Care Chair Primary Care LOW 15/4/2021
Leaders Group

Auckland / Waitemata Alliance | Chair Metro Auckland Investment and LOW 15/4/2021
Leadership Team Alliancing

Third Age Health Services Independent Director Primary Care Providers to ARC MEDIUM 10/6/2021
HUDSON, Mariana (Board Observer)

The Maori Pharmacists Vice-President Pharmacy LOW 26/08/2020
Association (MPA)

VALEUAGA, Natu (Board Observer)

Pacific Island Community Trust | Board Member Community Work LOW | 31/08/2020
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Via ZOOM
Date: Wednesday 29 September 2021 at 11.00 am
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Board: Sharon Shea (Chair), Geoff Esterman, Hori Ahomiro, Mark Arundel, Bev Edlin,
Marion Guy, Ron Scott, Leonie Simpson, Arihia Tuoro, Wayne Williams, Linda
Steel (Runanga Chair), Natu Vaelagua, Mariana Hudson
Attendees: Pete Chandler (Chief Executive), Owen Wallace (GM Corporate Services),
Bronwyn Anstis (Acting Chief Operating Officer), Mike Agnew (Acting GM
Planning & Funding and Population Health), Luke Bradford, Kate Grimwade (Chief
Medical Officers), Julie Robinson (Director of Nursing), Marama Tauranga
(Manukura), Debbie Brown (Senior Advisor Governance & Quality),
Item Item Action
No.
Karakia
1 Apologies
An apology was received from lan Finch
Resolved that the apology from | Finch be accepted.
Moved: M Guy
Seconded: R Scott
2 Interests Register
Board Members were asked if there were any changes to the Register or
conflicts with the agenda. No conflicts were advised. Board Chair S Shea and
Board Member G Esterman had emailed changes to the Board Secretariat.
3 Minutes
3.1 Minutes of Board meeting — 25.8.21
Resolved that the Board receives the minutes of the meeting held on 25
August 2021 and confirms as a true and correct record.
Moved: B Edlin
Seconded: A Tuoro
3.2 Matters Arising
All Matters Arising were in progress or completed as indicated.
Part A: Future Focus and Key Strategic Issues
Part B: Monitoring, Compliance and Business as Usual Delivery
Items for Discussion
4 4.1 Chief Executive’s Report
The Chief Executive highlighted:
COVID - Over the last 6 - 8 weeks COVID matters have been all consuming.
It is not only about vaccination but also resurgence.
COVID needs to be moved from an EOC model to BAU with specific
objectives for the next weeks and months. The main vaccination drive is
expected to be completed by December.
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Item
No.

Item

Action

Vaccination equity is permeating all conversations. There has been a need
for data at a community level which has been received just over a week
ago. There are some interesting observations.

A standout area is Te Whanau Apanui where great partnerships out to the
Community are prevalent.

COVID safe workplaces - Vaccination rate of BOPDHB workforce is
estimated to be around 90%.

There is a pilot vaccinated staff only model to protect the most vulnerable
patients and the most critical workforce (ICU) which will be trialled next
week.

Query was raised regarding the recent positive wastewater test in
Tauranga and preparedness. There are more test results due tomorrow.
The initial test was a weak positive. The risk is that it is indicative of a
cluster. Itis not known that this is the case. Increased testing is
underway. DDG MOH has advised the public to be tested if they have
symptoms.

Testing demand is being monitored hourly to ascertain necessity of
standing up other testing sites. The hospitals are operating at Level 4
alert since the testing result.

Childhood Immunisation - CMO gave update which in the short term is to
address the gaps with better and shared data. The next step is to
undertake quantitative data directly with whanau and ascertain what
disengages them with the system. The Regional group is sharing ideas
and pilots. It is hoped that the longer term solutions will come out of the
qualitative data.

Royal New Zealand College of General Practitioners Community Services
Medal - Board Chair requested congratulations be extended to Dr Rachel
Shouler on her award.

CCDM - BOPDHB is a leading DHB in a couple of areas. Query was raised
on the CCDM review and its objectives and whether there is anything the
Board needs to be aware of. The Minister’s review is separate. It has 4
members from different areas of expertise. They will interview
stakeholders. Effectiveness, rather than the pillars is thought to be the
focus. For CCDM to be effective, adequate staffing numbers are required.

Lay Vaccinators - If parts of the system aren’t able to respond as quickly as
would be liked, all different options should be explored. There are 12
people from one provider currently going through training. They will be
followed by another 12. The DHB can assist providers in the community
through access to qualified personnel to support the lay vaccinators.

Board Chair considers looking outside the health system for expertise is
important. This comment is based on understanding what expertise we
have within health and what expertise we can draw upon, to support our
health workforce, external to health. For example, logistics or a lay
workforce that want to be trained and contribute to the greater good. The
Board Chair’s comment was also linked to ensuring that our health system
staff don’t get burnt out as we take them away from their BAU roles to do
COVID ones and their day-to-day roles are unable to be fulfilled.

Board
Secretariat
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Item

| Acti
No. tem ction
Query was raised regarding vaccination equity and reach into isolated
communities and the approach BOPDHB is taking. All options are being
explored.
A community based vaccination programme as opposed to hospital based
is desired. There are many considerations. The data coming through at
community level will assist where to focus. There are many positive
alliances being made. There is huge personal effort being applied.
There has been upskilling of ICU staff and also inpatient staff. Policies and
Protocols have been reviewed and updated in liaison with Lakes DHB
5 Items for Noting
5.1 Correspondence
5.2 Board Work Plan
The Board noted the information.
6 General Business
There was no general business
7 Resolution to Exclude the Public

Resolved that Pursuant to S9 of the Official Information Act 1982 and Schedule
3, Clause 33 of the New Zealand Health and Disability Act 2000 the public be
excluded from the following portions of the meeting because public release of
the contents of the reports is likely to affect the privacy of a natural person or
unreasonably prejudice the commercial position of the organisation:

Confidential Minutes of last meeting:
Board Minutes - 25.8.21
Chief Executive’s Report
Risk Tolerance Session
COVID Escalation Process
Equity Update

COVID Works

COVD Maori Engagement
End of Life Act

Mahia te Mahi Update
Correspondence

That the following persons be permitted to remain at this meeting, after the
public have been excluded, because of their knowledge as to organisational
matters or for the purpose of legal records.

This knowledge will be of assistance in relation to the matter to be discussed:
Pete Chandler
Owen Wallace
Bronwyn Anstis
Mike Agnew

Luke Bradford
Kate Grimwade
Julie Robinson
Debbie Brown
Marama Tauranga
Tess Richardson
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Item
No.

Item

Action

Resolved that the Board move into confidential.
Moved: S Shea
Seconded: G Esterman

8

Next Meeting — Wednesday 27 October 2021

The open section of the meeting closed at 11.55 pm

The minutes will be confirmed as a true and correct record at the next meeting.
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RUNNING LIST OF BOARD ACTIONS - Open

Key Completed on time Work in progress, to be completed on time
Date Task Who By Response
When
23.6.21 | Equity Paper Acting Equity paper to
A report will come back to the Board with what levers can be pulled, what levers GMPF/ 29921 Board 29.9.21
require funding and any advocacy required by the Board. Manukura and discussed at
Joint Board /
Runanga 29.9.21.
Runanga to
discuss further —
Completed
29.9.21 | Royal New Zealand College of General Practitioners Community Services Medal - Board 27.10.21
Board Chair requested congratulations be extended to Dr Rachel Shouler on her Secretariat Completed
award.

Bay of Plenty District health Board (open) Minutes
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Chief Executive’s Report

This report covers the period 30 September to 20 October 2021.

1 Chief Executive’s Overview

All available resource and focus is currently being targetted towards the various elements of our
COVID efforts across the various domains of our over-arching internal objectives:

OBJECTIVE 1: ESTABLISH ROBUST OPERATING MODEL TO JUNE 2022

OB IECTINE 2-EQTARI 1L QIIOTAINARI ECONVID WODRKEARCE
b J EU | f E s |: O T— :"_‘.i S B '_| oUo | Al 5\\' ADLE LUV E." VWURKFURLE

OBJECTIVE 4: ACHIEVE OPTIMAL COVID SAFE WORKPLACES WITHIN DHB

OBJECTIVE 5: ENSURE ROBUST BORDER CONTROLS

Objectives one to four have been the core focus over the last month with good progress being
made on the establishment of our COVID directorate a new members coming into the team and
picking up specific portfolios. The workforce challenge will remain until the end of this calendar
year albeit in different forms. as our providers grow their workforce we are aiming to restore a
public health nurses into there employed roles wherever possible And as we move through the
vaccination campaign big push we will gradually need less vaccinators as we move towards
Christmas. However in preparing for resurgence we need a much larger quantum of contact tracers
to be available. specific pressure continues on our management and coordination team who've
been working flat out with little respite since February with a constant range of new and varying
demands to navigate. All attempts are being made to allow each of the core team members to take
some time off and they are supporting each other well in working this through as a team.

Several notable shifts have occurred during the month which are taking more resource than
anticipated at this stage in the programme:

e Supersaturday which has been a tremendous success in the Bay but required immense amounts
of co-ordination and planning within a very short timeframe with seven day weeks for many of
our teams

¢ Information and data requests which have become copious from numerous media outlets,
elected officials, providers, OIA requests etc. This is understandable especially now that more
detailed vaccination data is authorised for public domain information and we want to ensure
we provide the best information we can to everyone because everyone has a part of play in the
collective effort. However the total volume of requests is beyond our capacity currently. Work
is underway to try and aggregate and streamline in this area

e The Mandatory Vaccination Bill is welcomed but amounts to a significant new stream of work
in its own right both interms of DHB employees and the wider health system

During the month, much more detailed information has become available around vaccination
uptake and we have celebrated the tremendous success at Te Kaha which is one of the highest
vaccinated communities in the country. However we do have a number of communities where the
rollout is extremely challenging, notably with antivaccination sentiments being expressed by
influential leaders.
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COVID - Outbreak planning

All efforts - within our capacity - are being applied to working with key leaders and communities
where vaccination rates are low and this will continue but it is extremely time consuming and not
a linear pathway. Alongside this we are planning for resurgence at an increasingly detailed level
across all of our services, notably informed by the learnings from the northern DHBs. In the last
month this includes:

e active planning for home based COVID care in the community with detailed methodologies
being worked up in alignment with national discourse

e purchase of 550 pulse oximeters for home and community based monitoring of COVID patients

e current exploration of The potential to create COVID care centers in areas of low vaccination
such as Kawerau and the Opotiki area if these were to be required - not least influenced by our
ongoing levels of acute care hospital occupancy

e the implementation of front door triage points in our emergency departments

e A new stream to consider the system's ability to manage an increase in death rate linking with
undertakers and the Rotorua mortuary

In addition, comprehensive service by service re-assessments of resurgence preparedness is
underway across all DHB provided services and the upgrading works for ICU and our ‘COVID ward’
are well underway and our business case for a brand new intensive care unit has now been
submitted to the Ministry of Health.

With national concerns about the number of intensive care specialist staff available to support
outbreaks we are systematically training other relevant health care professionals to be able to
bolster the expert ICU teams if required and an additional four intensive care registrars are
currently being recruited.

Modeling of the impact of a COVID outbreak is an immense challenge with many variables,
continually evolving knowledge from across the world and elements beyond our control or ability
to predict. However, the northern DHBs have done an outstanding job in producing up-to-date
modeling tools for the New Zealand context which are now being rolled out for use by all DHBs.
Bay of Plenty data from this modeling Is currently in progress and emphasizes the criticality of
achieving a 90% vaccination rate.

Emergency Response

The COVID-19 Incident Management team remains staffed 7 days a week with weekends being on
call only, depending on the current situation. The BOPDHB continues to operate within a unified
control framework with Te Pare 0 Toi, Toi Te Ora, and Lakes DHB. This supports coordination and
collaboration across the organisation.

During September a number of incidents occurred in the BOP raising concerns around a COVID

outbreak:

o A COVID positive Auckland based truck driver was infectious while making deliveries in the
Western Bay of Plenty. Locations of interest were identified and potential exposures to contacts
were tested and place in quarantine in their homes. At the time of this report 97 people are
being followed by Toi Te Ora (this includes Lakes DHB).

o The Portland Bay, a ship arriving at the Port of Tauranga was not granted pratique because of
an ill crewman. Testing and assessment was arranged for the crew. All tests were negative,
and the ship could dock.

o On Monday 27th September the COVID Incident Controller was notified of a positive
wastewater test for the Tauranga area (covers approximately 50,000 people). Over subsequent
days testing returned negative results.

o The Katikati positive test result this month related to a person moving between Auckland and
Katikati and the response from our health workforce was an excellent test of readiness to
respond, with outstanding teamwork. Two key developments have arisen from this situation:
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(1) Limited WIFI network access was hugely problematic however a special arial solution has
been found for future use

(2) We had a significant problem with the reporting back of negative swab test results which is
required a new system to be implemented to address this gap in the current model.

Ethical considerations

In the event of a COVID outbreak — and particularly with vaccination rates significantly below 90%
- we would anticipate the potential for some ethical decision-making requirements in relation to
access to intensive care and ventilator support as has been seen overseas.

Therefore the Executive Leadership Team is currently exploring an appropriate ethics framework
so that we have this in place in case required and this small piece of work is linking in to Te Manawa
Taki to ensure consistency and connectedness.

Collective momuntum

Our messaging to our communities over the last month has been strongly based around the
premise of ‘we're all in it together’ and ‘we all have a part to play in this’. It has been wonderful to
see the rise in offers of help, support, voices of leaders and numerous reach outs we've had from
individuals groups and organizations across the Bay.

Coordinating this rising momentum is a challenge to us but another key phase in our COVID
development journey that we're organizing to flow with. Conversations with Priority One and the
Chamber of Commerce have been extremely positive in bringing the business community on board
and understanding their concerns about the business impact of a COVID outbreak in the Bay.

Our new elected officials forum allows us to share information with mayors and MPs in a form that
is relevant to their roles and grow a shared understanding of how we navigate this journey
together.

The efforts from our providers, primary care and DHB teams have been outstanding, increasingly
well connected and rising to the challenges that we face together.

Plenty'of 'Réaéc.ns' .-L
_to Grab a Jab |

bl 7 T
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2. Our People

2.1 Key Staff Appointments
Dr Jonathan Wallace commenced as Executive Director Health Quality and Safety on 14
October 2021.

A Fellow of the Royal College of Medical Administrators, Jonathan has most recently worked
at Waitemata DHB as an Anaesthetic Medical Officer, Associate Director Institute for
Innovation and Improvement and COVID-19 Incident Controller.

Jonathan has a passion for clinical governance and extensive experience in sustainable
quality improvements, risk management and innovation. He is committed to leading the
Quality team with personal and professional values and skills to strengthen partnerships and

eliminate inequity throughout the population.

2.2 Education and Training

Promoting COVID vaccination in Workplaces

Toi Te Ora led a vaccination “myth busting” session delivered at Accessible Properties, a
Silver accredited WorkWell workplace as a trial. Following the success of this session, a
webinar is being developed and will be made available to all WorkWell workplaces and
stakeholders from 20 October.

2.3 CCDM

The increasing challenges with recruitment of nurses and health care assistants is the key
risk to the success of the CCDM programme. The inability to fill vacancies quickly contributes
to unfilled shifts on rosters and a consequent inability for the nursing resource team to
respond to short notice leave.

Vacancies are continuing to increase with 20 FTE added in the last month, from 79 to 97.8
FTE. Engagement with recruitment agencies is being actively pursued as is extending
advertising campaigns.

3. Financial Performance
September saw a surplus for the month of $1.5m including $0.9m of COVID costs and favourable
compared to the budgeted $0.5m deficit.

4. Bay of Plenty Health System

4.1 Integrated Operations Centre
Management of People between ARC and Hospital
A process and flowchart have been developed to prevent acute admissions from ARC
facilities to Tauranga/Whakatane Emergency Departments (infout of ARC hours) due to high
hospital occupancy levels, and to manage the potential need for ARC residents to return a
negative Covid test result, prior to their return to ARC facilities.

This included those ARC residents who attend ED, Assessment Planning Unit, Outpatient, or
other health appointments that are less than 24 hours in duration.

E3 Flow (Eastbay, Everyone, Excellent) Whakatane

The three strands of work in the Acute Flow Programme: Integrated Care, Safe Care and
Sustainable Workforce continue. Each of these strands use the lens of Nga Pou Mana 0 lo.
Nga Pou Mana 0 lo is an integral part of the BOPDHB He Pou Oranga Tangata Whenua
framework within the Toi Ora System of Care.
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o Cellulitis Pathway

Cellulitis admissions to Whakatane Hospital were identified in 2020 as an area of focus,
to address the higher rate of cellulitis in Maori and reduce acute demand hospital
admissions. This led to the development of a business case for an Eastern Bay specific
funded pathway for treatment of cellulitis. The pathway includes two free visits, initial
and follow up, and a one stop shop medication pack given at the first visit. The pilot is a
collaborative across Whakatane Hospital and EBPHA and further data will be shared as
this emerges.

e Rural Hospital Generalist programme
The BOPDHB has taken the first steps in implementing the Rural Hospital Medicine
training programme at Whakatane Hospital with the establishment of runs for Medicine,
Anaesthetic and Emergency trainee positions. Aiming to strengthen the medical
workforce in the Eastern Bay, for the beginning stage has commenced of what is hoped
to be a 4-year rotational Rural Hospital Medicine.

5. Bay of Plenty Health System Transformation

5.1 DHB Operating Systems: How we work

Digital transformation

e The programme has slowed because of the need to divert available resources to
supporting the COVID activity and at the request of the Ministry of Health Data and Digital
to delay stakeholder meetings until late 2021. In early October the Deputy Director-
General Data and Digital of Ministry of Heath Shayne Hunter held a webinar with the five
Te Manawa Taki DHBs ClOs and their teams to discuss the Data & Digital Transition
Programme. As with a number of the transition programme, the focus is on ensuring a
minimum viable capability exists at Day 1 and building necessary capability from there for
the ongoing health reforms.

e Capital expenditure to enable a variety of digital projects has been confirmed as part of
the DHB 2021/22 Capex budget approved at the August Board meeting. In
September/October the Digital and Data Steering Group (DDSG) will prioritize all the
potential digital projects against the available budget.

5.2 Integrated Healthcare

Palliative Care Services Review

The Programme Charter and stage report are being finalised which highlights the work that
has been done, the work in progress, and the work still to be done. Priority has been given
over the past few months to Coordination of Palliative Care Services across Primary services
and testing a single point of request for assistance, particularly for clients/whanau who are
not receiving support from Hospice.

Two palliative care clinical networks (PCCN) have been set up (WBOP and EBOP) however:

Challenges in WBOP: no Maori representation, no representation from NMO, limited hospice
participation.

Challenges in EBOP: main hospice participator (NP) is leaving post with no replacement,
different GP representation at each meeting because main GP liaison has been seconded to
COVID work. Governance structures for consumers and managers are yet to be set up.

Initial work has started on quality measures, out-of-hours arrangements and the feasibility
of night nursing in EBOP. A Researcher has been appointed to carry out research into the
needs of Maori whanau.
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Two Palliative Care Coordinators work alongside Community Care Co-ordination (CCC) to
explore and collate the palliative care needs of our population and to help facilitate equitable
and timely access to services that are whanau- centred. This fits with requests from primary
practice and the palliative care network meetings, for involvement from the CCC to assist
with coordination of palliative care in the community.

These coordination roles will link in with the current work being facilitated by Te Pare 0 Toi
to explore and co-design a kaupapa Maori approach/model to palliative care.

Lifecurve

LifeCurve uptake has increased to approximately 730 registered users on the app and
website. Of these registrations, approximately 7.1% identify as Maori, 81% identify as NZ
Euro and 12% identify as other or did not answer. As the number of people over 60 years old
in the Bay of Plenty that identify as Maori is approximately 12% of the population, the target
for LifeCurve™ registrations is to achieve a reach that includes, at least, that proportion % of
participants identifying as Maori.

The LifeCurve™ app will be updated with a new version in New Zealand in 2022. The main
focus over the next 12 months is to work in partnership with Te Pare 6 Toi and ADL Smartcare
to ensure that Maori aspirations for health and ageing are a priority within the new app.
Feedback will be received in December from the stand-alone research process being led by
Manawaora / The Centre for Health (see research update below) to guide adaptations to the
app in line with a Maori world view.

CHIRP - Child Health Integrated Response Pathways — the DHB’s answer to children
bouncing between services and falling between gaps.

The CHIRP vision is to move from criteria and service defined model to create a child at the
centre and bring about efficient, coordinated, and collaborative care.

The aim is for all Tamariki and their whanau, who are experiencing behavioural, neuro-
development or mental health concerns to experience timely, responsive and integrated
care that matters to them. The figure below outlines the pathway approach.

Child Health Integrated Response Pathway C[TIPP
BOP DHB Child Health Services that are Delivered in the Community ‘ ———---..

feguest for MART access for requests for assistance across BOPDHB services

Tamariki (0 — 13yrs) presenting with developmental, behavioural and mentalHeakh concerns
Administrator
e

Western Bay Trlage Team Eastern Bay Triage Team
* Informationgathering * Initial assesament isstion *Navigation
*Advice and support *Administration
Oranga
F‘:;E;f;:::‘ Does needs of Tamariki/Whanau indicate a
o z e o = e
w [ — multi-disdplinary/ mult agency approach *?
Community Yes
JNGO
“ Multi-Agency Response Team (MART) — resuiarty meets
riage Team + PHN/Education/Paedigrics/Psychiatrist ( other relevant
linicians and servicesinvited as required)
MART approach to asesment MART approach to intervention

* Comprehensive needs asesment * Treatmert

* Diagnostic recommendations * Care and Support Plan
* Follow up/Consult
* Review
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A project working party has now been formed with representation from Mental Health, Child
development Services and Paediatrics. All clinical disciplines are represented and an equal
representation from the East and West BOP. This group design, test and then implement the
model over the course of the next six months, guided in their actions by a Steering Group
with strong consumer and equity representation and assurance.

The timeline for the project is below:

Implementation of CHIRP-Road Map

| TIMELINE
sep-21 | oct21 | mov-21 | Deca1 | Jan-21 | Feb-21 | Mar-21 | Apr-22 | May-22 | June22 | July-22 | Aug2z
Target Operating Model — Future Way of operating on completion of Project
Planning and consultation with stakeholders to dewelop moded I Impbem ent and Test moded I GO U
Complete Project Charter E
Communication Plan ]
] |
s‘;‘:m [ Warkshapy/rasdshow/Drop I3/ & A l Communication updates/fiach repartsirop insi & A H Ongaing BAL cammunkETianG i
Data/Meonitoring
Canfirm mezsures - What will sucess kaok like Shared reporting Dashbozrd
Establish bascline Data set ‘Capture qualitative feedback fram consumers/providers/Warkfarce
Workforce Planning
Commence Union
¥ consultation
Embedding the Cuiture of Collaboration i
J
Cultural Assurance ]
Conzuitation and Planning with Maarl
arnidis/partners
Equity kens appled appled 10 20 data meacares ]
Co-location Child Team/Micams/CDS ]
[' Conguitation and Planning Child Senvioes/Child ‘Western Bay }' MOVE to new colocation

Conpuitation and Planning - Child Dewelopment Sendices/Voyagers Eastemn By :[’ MIOVE to new oo bocatkan
H

Mental Health and Addictions Services

Integrated Primary Mental Health & Addiction (IPMHA) services

Progress is being made in the development of a blended mode of community mental
healthcare involving GPs and PHO led arrangements. Tranche one rollout will involve GP
employment of IPMHA staff with negotiations being finalized.

PHOs have concluded interviews for Health Improvement Practitioners and Health Coaches
with all PHOs making appointments. Health Improvement Practitioners - four out of six full-
time equivalent positions have been appointed along with five out of seven-and-a half full-
time equivalent Health Coaches. A recruitment plan is being developed which will focus on
the recruitment of the remaining vacancies.

Breastfeeding

In order to improve exclusive breastfeeding of 3 month old infants, earlier inequities need
to be addressed. Two community kaupapa Maori breastfeeding support services have seen
a steady increase in volumes over the past year, which will positively impact future
breastfeeding prevalence.

Western Bay is provided by Poutiri Trust and the Eastern Bay service is provided by the East
Bay iwi alliance (Ngati Awa led) and Plunket as partners.

In the past 12 months the combined two services have supported 693 mama and pepi and
their whanau - 356 in the Eastern Bay and 337 in the Western Bay (last year the service
supported 556 mama and their pepi).

Breastfeeding key performance areas currently sit at:
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e 80% of non-Maori and 79% of Maori infants are exclusively breastfed at 2 weeks of age
(inequity of 1%) This result has seen a 5% improvement in the equity gap from last year.

o 74% of non-Maori and 67% Maori infants are still exclusively breastfed at discharge from
LMC at 4-6 weeks post-natal (inequity of 7%) This result has seen a 4% improvement in
the equity gap from last year.

e 66% of non-Maori and 52% of Maori infants continue to be exclusively breastfed at 3
months old (inequity of 14%). This result has seen a 5% improvement in the equity gap
from last year.

Whilst we have a way to go to achieve equity in breastfeeding rates these steps forward are
encouraging and reflective of excellent work across the BOP system.

Social and Cultural Support for Homeless People
Takitimu House is a transitional housing facility situated in Elizabeth Street, Tauranga.

BOPDHB fund Takitimu house to provide social and cultural support through a Kaiwhakatere
role for Western Bay homeless male population who access Takitimu house shelter and
support. Between 1 July 2020 and 30 June 2021 there were 83 presentations were made to
the kaiwhakatere. 100% of guests completed a goal / housing assessment and consent
forms.

“Maori are overrepresented within the homeless and displaced community therefore a culturally
specific service is required to walk alongside Maori men to re-connect with whanau Iwi and Hapu.
We envisage that by walking alongside Maori men who access our service and through the
process of manaakitanga and whanaungatanga, we can establish respectful relationships with
the client, their whanau support (as identified by them) and the community to ensure positive
experiences and outcomes towards a space of Mauri Ora, Waiora and Whanau Ora.” — Jewel
Tipene, Kaiwhakatere at Takitimu House.

The ‘live in’ environment provides the greatest opportunity to assess many aspects of the
client’s wellbeing, health, addiction, motivation, behavioural concerns, ability, or willingness
to progress their stated goals.

Often Takitimu House clients are unable to access their own registered GP due to debt, this
is addressed whilst the clients are residing there.

Clients are required to undergo a full housing and goal assessment. Each individual is
expected to proactively seek tenancy in private, community and social sectors with support,
depending on the individual needs.

Opening in 2014, the Takitimu Trust focuses on ending the cycle of homelessness for hard-
to-reach men living on the streets, subject to police stand-down orders, evicted from
tenancies, exiting prisons and hospital wards. In the eight years since opening 1290 men
with high and complex needs have registered and received assistance through Takitimu
House, twenty men live on site at any given time.

Respiratory Care

Work on respiratory conditions is a component of our equity plan to reduce secondary level
care being required for avoidable hospital admissions. Initial work has commenced alongside
the Asthma Society to ensure that there is a clear pathway for patients requiring ongoing
education and support within the community. The aim of this is to ensure that services are
delivered safely, there is improved equity of access and that all participants in patient care
(GP, Asthma Society and respiratory specialist services) are linked to avoid duplication and
confusion for patients.

An example of this is access to spirometry which can be via Asthma Society or
Respiratory Physiology service. This can result in duplication of testing and confusion
around where to refer patients. Two training days have been set up for Asthma Society
staff to ensure that they are fully trained in spirometry to increase the quality of service
and diagnostic value (and reduce the requirement for patients to be repeat tested for
specialist appointments). Ongoing work on goals and improvement measures for this work
will be developed and form the basis of future monthly reporting.




PERFORMANCE PACK
As soon as the data is available, it will be circulated

Services Update Supplementary to CEO Report.
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CHILD AND YOUTH MORTALITY REVIEW COMMITTEE
15™ DATA REPORT

From: Child & Youth Mortality Review Committee <CYMRC@hgsc.govt.nz>
Sent: Wednesday, 29 September 2021 10:51 am

Subject: Publication of the Child and Youth Mortality Review Committee’s 15th Data Report

Téena koutou katoa,

We would like to draw your attention to the 15th Data Report that has been published recently by the
Child and Youth Mortality Review Committee (CYMRC), which as you know analyses the deaths
of children and young people aged between 28 days and 24 years from 2015 and 2019.

Mortality rates of New Zealand children and young people remain inequitably distributed and the lack
in reduction of these rates is unacceptable.

Over this five-year reporting period, 2,666 pépi (babies), tamariki (children) and rangatahi (young
people) died.

Approximately 60 percent of these deaths were preventable. The most common individual causes
of these deaths were suicide, transport incidents, cancers and sudden unexpected death in infancy
(subl).

We believe the current health and disability reforms and the establishment of the new Maori Health
Authority present real opportunities to address the structural changes that are needed, not only
within the health system but in our society more generally.

This Data Report drives home the importance and urgency of doing more to reduce mortality and
address equity for children and youth. Now is the time toreduce these shocking statistics in
aredesigned health system and build a greater understanding of the inequitable outcomes
experienced by pépi, tamariki and rangatahi in Aotearoa New Zealand and the urgent need to
address them.

I’'m sure you will agree that it is unacceptable that in 2021 Maori pépi are six times more likely
to die from SUDI compared to non-Maori, non-Pacific pépi. Even more shocking is that Pacific pepi are
eight times more likely to die.

While progress was made in reducing mortality rates of pépi, tamariki and rangatahi in the past, that
momentum has been lost and mortality rates have remained stagnant over the past five years. We find
this unacceptable.

We know there are pockets of excellence across DHBs in Aotearoa New Zealand where particularly
Maori and Pacific-led health services are making a real difference however there is a need for action
on the determinants of health and cross-agency child and youth initiatives such as Local Child and
Youth Mortality Review Group’s (LCYMRG's).


mailto:CYMRC@hqsc.govt.nz
https://www.hqsc.govt.nz/our-programmes/mrc/cymrc/publications-and-resources/publication/4360/
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You will be aware of LCYMRGs as they are a valuable resource for DHBs and complement existing
health sector quality improvement activities.

The local mortality reviews provide opportunities to learn about what needs to be improved within
and across agencies to reduce these deaths and allow for community-based solutions to keep children
safe, healthy, and alive.

The LCYMRG's need to be funded to continue to identify and improve practice and systemic issues to
address the inequity and reduce the preventable rates of Maori and Pacific pépi, tamariki and
rangatahi mortality.

This Data Report represents the lives of 2,666 pépi, tamariki and rangatahi that have died far too
young. We are calling on you to examine the structural differences that interrupt access to care in
your DHB regions.

Higher priority must be placed on reducing these shameful statistics. We urge you to consider the

findings of this report to address the equity gap and ensure ongoing funding is committed to
continuing local mortality review committees.

Nga mihi
s

Dr Alayne Mikahere-Hall raua ko Dr Matthew Reid

%7/20 %%fq’q —fé.é'(~
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Insights from the Child and Youth Mortality Review Committee 15th data report

Reduce inequity to avoid preventable deaths
Ma te whakaiti rerekétanga nga mate e karo

We lost We can changethis  We €aN make a difference

[
2 6 6 6 [ ) () Many Of these deaths ‘Take care of our children. Take care of what they hear,
' ( ) are preve ntable take care of what they see, take care of what they feel.
young people x
aged 28 days to 24 years
between 2015 to 2019 28 days ———— 24 years

For how the children grow, so will be the shape of Aotearoa.’
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poverty B™=W mortality No one factor causes a death.

Causes of death
Together we can:

Suicide 655 (24.6%)
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Female to male ratio is 1:2.4
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Change life trajectories -
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environments for tamariki to thrive, invest in
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SUDI 198 (7.4%) keep tamariki and rangatahi engaged in learning.

(sudden unexpected death in infancy)
Investin pro-equitable solutions that work for
Maori, Pacific peoples and their communities.

Maori and Pacific children
Disproportionate death rate more likely to be living in deprivation
and poverty - serious risk factors
contributing to unequal preventable
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www.hgsc.govt.nz/our-programmes/mrc/cymrc/publications-and-resources/publication/4360.

®n away o

¢ @ ' Te Kawanata

gepy TeKawanatanga Child and Youth
o Aotearoa Mortality Review

New Zealand Government Committee

0921



( HEALTH QUALITY & SAFETY
COMMISSION NEW ZEALAND

ay

Child and Youth

Mortality Review
Committee

15th data report
Te purongo raraunga 15

2015-19

\
) VA N\




30

Haere ra e hika, koutou ko 6 matua L8 vito O te 4 -

Unubhia i te rito o te harakeke
Ka td i te aroakapa Qc /
Aku nui, aku rahi e

Aku whakatamarabhi ki te rangi
Waiho te iwi e

Mana e mae noa ...

Farewell, oh child, to the land of your ancestors
Plucked like the simple shoot of the flax frond

| can still see you in the haka oy,
My beautiful, loved child of whom | boasted to the skies
You leave behind your people wailing, bereft.
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Te kupu whakataki a te manukura | Chairs’
Introduction

He puawaitanga harakeke, he rito whakakinga wharuarua
Kei aku rangatira, e ngéd hau e wha e mihi ana ki a koutou katoa.
Welcome to the 15th data report of the Child and Youth Mortality Review Committee (the CYMRC).

For the first time the CYMRC delivers its data report with the guidance of two co-chairs as we
embrace shared leadership and our Te Tiriti 0 Waitangi partnership.

This report is timely and will inform the health reforms as well as build a greater understanding of
the inequitable outcomes experienced in Aotearoa/New Zealand by pépi, tamariki and rangatabhi,
and the need to urgently address them.

Although this is a data report, it represents the lives of the many pépi, tamariki and rangatahi who
have died far too young. Our heart goes out to everyone who has experienced this heartbreak and
bears the grief of loving and losing a young one. Life changing forever.

In Aotearoa/New Zealand in the period 2015-19, 2,666 pépi, tamariki and rangatahi aged from 28
days to 24 years died. The most common causes of these deaths were suicide, transport incidents,
cancers and sudden unexpected death in infancy (SUDI).

Knowing that many of these deaths could be prevented drives home the importance and urgency of
doing more to reduce child and youth mortality.

This data report shows that while strong progress was made in reducing mortality rates among pépi,
tamariki and rangatahi in the past, momentum has been lost and mortality rates have been stagnant
over the past five years. We find this unacceptable.

Furthermore, mortality is not evenly distributed in the population, with higher rates among Maori and
Pacific pépi, tamariki and rangatahi compared with babies, children and young people in other
ethnic groups. These differences in life outcomes, which unfairly privilege some populations over
others, are unacceptable, fully avoidable and unjust. We must challenge the persistent and systemic
bias within our society that produces and tolerates unfair health outcomes.

These inequitable outcomes are why we urgently call for more action to protect our pépi, tamariki
and rangatahi from the things that can endanger their lives and to eliminate the poverty and
deprivation that impact disproportionately on the health of Maori and Pacific pépi, tamariki and
rangatahi. We call on the decision-makers and the people of Aotearoa/New Zealand to end
tolerance for the suffering represented in the pages of this report.

Persistent inequity and entrenched deprivation and poverty strongly influence mortality rates, and
these effects represent a call to action. Action that will involve greater attention, commitment and
investment to make every young life matter. Removing structural bias and systemic racism to
disrupt adverse outcomes for pépi, tamariki and rangatahi is a change for good. Both government
and society must address inequity in health, education and employment and in providing access to
adequate housing. This is essential to keep our pépi, tamariki and rangatahi safe, healthy, alive and
thriving.

The implementation of the health reforms brings the CYMRC renewed optimism. We can look
forward to doing things differently: putting whanau wellbeing at the centre of our response to
inequities; addressing the needs of whanau; and giving whanau the security they need to raise their

Te Ropl Arotake Auau Mate o te Hunga Tamariki, Taiohi | Te pdrongo raraunga 15 2015-19 4
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pépi, tamariki and rangatahi to flourish in Aotearoa/New Zealand. Together, we can improve the
system to reduce the inequitable outcomes for those who carry the greatest burden of mortality.

The CYMRC looks forward to discussing the data in this report with those with the power to act and
to make and influence policy, including those involved with the health reforms, to help regain the
previous momentum towards reducing child and youth mortality.

We are grateful to our CYMRC colleagues — those who contribute expertise on the national
committee, the district health boards and agencies patrticipating in the local review groups that
enrich practice and system-wide quality improvement for pépi, tamariki and rangatahi within local
communities. We also thank and acknowledge the hard-working Dr Gabrielle McDonald and her
team in the New Zealand Mortality Review Data Group at the University of Otago for analysing the
data and writing this report. We thank Shanthi Ameratunga for her insightful peer review. Lastly, we
thank the mortality review committee secretariat at the Health Quality & Safety Commission for
support and coordinating other aspects of report production.

Nga mihi nui,
Czca o 2o -;éc(. e
/ L
Dr Alayne Mikahere-Hall Dr Matthew Reid

Child and Youth Mortality Review Committee co-chairs
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Whakarapopototanga matua | Executive summary

This report fulfils part of the requirement, as defined in the terms of reference of the Child and Youth
Mortality Review Committee (the CYMRC), to report on deaths in the Committee’s scope — children
and young people aged 28 days to 24 years.

Mortality is multi-causal. Usually, no one single factor causes a death. The data in this report and in
previous reports of the CYMRC shows the persistence of inequitable disparities for children who
experience high levels of deprivation and economic hardship. Maori and Pacific children are more
likely to be living with the harsh realities of deprivation and poverty and these are serious risk
factors that contribute to higher rates of preventable deaths in tamariki Maori and Pacific children.
The 15th data report considers equity as a key priority to protect tamariki Maori and Pacific children
from preventable mortality. A system-wide quality improvement strategy is required to reduce
inequities and prevent avoidable deaths.

This report series has been reporting on data collected from 2002. Over this time, some
improvements have occurred. These are to be celebrated. The more detailed recommendations
relating to specific topics are presented in other publications, though over recent years these have
not gained much traction. However, there remain people in our society who are not given an equal
chance to life and health. It is a common finding from our local review groups that many children
and young people do not have the same opportunities, protections and safeguards as other children
and young people. Tamariki and rangatahi Maori, children and young people from ethnic minorities
(that is, those who are not of European descent) and those who live in areas of high deprivation
usually have higher mortality rates. These children and young people live with, or die from, the
burdens of living in an unequal society, and receive few of the benefits.

Te Tiriti o Waitangi underlies the health sector’s obligations to Maori, and Maori rights to monitor the
Crown to ensure that it meets these responsibilities and that equitable outcomes are achieved for
Maori in the health sector. Treaty-based Maori rights are augmented by the broader rights of
children and young people to equitable outcomes regardless of their ethnicity. A human rights-
based approach to premature mortality reduction requires all those involved to reduce mortality in
marginalised children and young people, and to ‘take all appropriate measures to ensure equality
and protect children against discrimination’ (Office of the United Nations High Commissioner for
Human Rights 2014).

This report describes mortality in children and young people, mostly for the years 2015-19. In total,
573 children and young people died in 2019. Medical conditions were the leading broad category of
death, followed by injury (mainly transport related). The next most common category was suicide.

By individual cause of death over the five years from 2015-19, most deaths were from suicide
(n=655), followed by transport incidents (n=498), cancers (n=218) and sudden unexpected death in
infancy (SUDI) (n=198).

Mortality is not evenly distributed in the population: rates are higher in Maori and Pacific children
and young people than in other ethnic groups. Mortality rates are also highest in areas of high
socioeconomic deprivation, with those in the New Zealand Deprivation Index decile 10 (the group
with the highest deprivation) three times more likely to die than those in decile 1 (the group with the
lowest deprivation). The combined effect of these findings is that Maori and Pacific communities
have a large burden of mortality. The main reasons for this are that, compared with the general
population, their overall mortality rates are higher and a higher proportion of Maori and Pacific
children and young people live in areas of high deprivation due to the inequitable distribution of
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resources in Aotearoa/New Zealand, including access to appropriate education, employment,
income, housing and health care.

Mortality in tamariki and rangatahi Maori

The five years from 2015-19 saw 1,012 deaths in tamariki and rangatahi Maori. The leading
categories of death were medical conditions (31.4 percent of deaths) followed by injury (29.2
percent). The most common medical condition causing death was cancer.

Large inequities remain in mortality rates for tamariki and rangatahi Maori, compared with non-Maori
non-Pacific children and young people. This inequity was most notable in the rate ratios comparing
Maori with non-Maori non-Pacific for SUDI at 6.18 (95 percent confidence interval [CI] 4.29-8.88)
and suicide at 2.48 (95 percent Cl 2.12-2.91). The impact of deprivation on Maori mortality is
disproportionate: in the most deprived areas of Aotearoa/New Zealand, Maori are nearly twice as
likely to die as non-Maori non-Pacific living in similar areas (rate ratio 1.80, 95 percent Cl 1.46—
2.23). Significant progress is yet to be made in reducing both poverty and other structural influences
on these inequities in mortality that are largely modifiable and preventable.

Mortality in Pacific children and young people

During 2015-19, 390 Pacific children and young people died. Nearly half of these deaths

(44.9 percent) were due to medical conditions. The number of deaths in Pacific children and young
people has fluctuated from year to year, indicating no clear overall trend of either an increase or a
decrease. Marked inequities between Pacific and non-Pacific non-Maori children exist, in that
overall Pacific infants are much more likely to die overall (rate ratio 3.82, 95 percent Cl 2.98—-4.89)
and much more likely to die from SUDI (rate ratio 8.57, 95 percent Cl 5.74-12.79). For every age
group, excluding those aged five to nine years, Pacific children and young people were more likely
to die overall compared with non-Pacific non-Ma&ori children and young people, and were more likely
to die from medical conditions.

SUDI

During the 18 years from 2002-19, 841 deaths from SUDI (sudden unexpected death in infants
aged less than 12 months) occurred. Of these deaths, 45 occurred in 2019. An analysis by broad
ethnic categories shows clear inequities: pépi Maori have a higher SUDI rate than babies in non-
Maori non-Pacific ethnic categories. Further, after a period when some gains were being made, the
SUDI rate for Maori infants appears to have reached a plateau. The SUDI mortality rate for Pacific
infants fluctuates somewhat, but over the period 2002-19 it did not have a statistically significant
increase.

Suicide

During the 2002-19 period, 2,177 deaths were due to suicide. In 2019, suicide was the cause of
death for 144 children and young people aged 10-24 years. While at younger ages (less than 14
years) the number of suicide deaths did not differ between males and females, male deaths
predominate overall, with a male to female ratio of 2.4. Overall, deaths peak at the age of 20 years
and reduce after that. By broad ethnic group, deaths in Maori have an earlier (younger) onset. As
with deaths from all causes overall, deaths due to suicide were more frequent in those living in high-
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deprivation areas, as measured by New Zealand Deprivation Index deciles. This finding reflects how
poverty and lack of access to a wide range of resources interact with mortality.

Transport

From 2002-19, transport was the cause of 2,330 deaths in children and young people aged 28 days
to 24 years. Of these, 498 deaths occurred in the most recent five-year period, from 2015-19. While
the number of deaths has been consistent over the past five-year period, numbers have fallen
substantially since 2002 among the groups aged 15-19 years and 20-24 years.

Of all transport deaths, most (64.5 percent) were car occupants, 12.2 percent were pedestrians and
7.4 percent were motorcyclists. Pedestrian deaths occurred in all ages, with peaks in those aged
one to four and 15-24 years. The number of car occupant deaths peaked in those aged 18 years for
both males and females. The highest mortality rates for cyclists were in those aged 10-14 years.
Across all road user types, deaths in males outnumbered those in females by nearly three times.
Marked disparities were evident by prioritised ethnic category, particularly in car occupant and
pedestrian deaths, where Maori had significantly higher rates than non-Maori non-Pacific children
and young people.
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Nga whakapotonga | Abbreviations

BDM

Cl
CYMRC
DHB
LCYMRG
MELAA
NZMRDG
SuUD
SUDI
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sudden unexpected death

sudden unexpected death in infancy
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Te tukanga | Method

Purpose of this report

The Child and Youth Mortality Review Committee (the CYMRC) is a mortality review committee,
appointed under section 59E of the New Zealand Public Health and Disability Act 2000 (the Act) by
the Health Quality & Safety Commission (the Commission). The CYMRC'’s terms of reference
include to: ‘review and report to the Commission on deaths that are within the Committee’s scope,
with a view to reducing deaths and to supporting continuous quality improvement’. This report fulfils
part of the requirement to report on deaths in the CYMRC'’s scope — children and young people
aged 28 days to 24 years.

The purpose of undertaking mortality reviews is to understand how and why children and young
people have died in order to identify systems issues that could be modified to prevent future deaths
and serious illness or injury.

Overview

The CYMRC was established in 2002. The review process has evolved since then, with local child
and youth mortality review groups established over a number of years. Each district health board
(DHB) region now has a local group.

Many people and organisations are involved in the review process, who provide information, review
deaths, collate information, and analyse and review collated data. Two processes central to
mortality review are: information-gathering and multidisciplinary review of individual deaths in the
DHB region where the person lived; and national data collection and collation.

Case review and data collation involve the following steps.

1. Organisations provide information directly to the New Zealand Mortality Review Data Group
(NZMRDG).

2. The information held centrally is available for use at local review meetings through DHB-appointed
CYMRC local review group coordinators.

3. Following the review of each death, CYMRC coordinators add further information to the national
database.

4. The NZMRDG collates and analyses information held in the national database for the CYMRC.

5. The CYMRC reviews the collated case information as well as locally identified issues,
recommendations and actions. This information provides a detailed overview of local and national
trends, which inform prevention strategies and support recommendations at both local and national
levels.
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Data collection

The NZMRDG collects, securely stores and links case information about all child and youth deaths
from 1 January 2002 for the CYMRC. Information comes from a variety of sources, including the
following.

Births, Deaths and Marriages (Department of Internal Affairs)
Ministry of Health

Oranga Tamarikit

Coroners

Coronial Services (Ministry of Justice)

Ministry of Education

Water Safety New Zealand

Ministry of Transport

© 0o N o g bk w D B

Local child and youth mortality review groups

Information is provided in varying formats and sent at times and intervals that suit the data provider.
A weekly extract from Birth, Deaths and Marriages is the primary source of notification of deaths.
Organisations such as Water Safety New Zealand and the Ministries of Health and Transport
routinely provide selected information on all relevant deaths. Starting in 2018, the Ministry of
Education has also been contributing data. The CYMRC continues to consider other suitable data
sources in addition to these and to liaise with other organisations.

Some source providers have changed data format or began providing information later than 2002.
For example, Oranga Tamariki provides information for cases that it has had contact with from June
2006 onwards. However, in 2009 the age range of cases supplied to CYMRC expanded from infant
and preschool to include deaths in children and young people up to 24 years of age. Most coroners
have provided information on coronial cases since January 2003. The NZMRDG enters and codes
all information from the disparate and sometimes conflicting data sources, in order to facilitate local
review as well as national reporting.

Figure M1 outlines the sources of information and some of the processing of this information. The
CYMRC local review group coordinator adds further details both before and after local review via
the secure NZMRDG website. As well as directly entered data and coded data, the information
system includes documents securely emailed by coronial offices, electronic format coronial case
information (post 2010), uploaded documents and denominators (provided by Stats NZ Tatauranga
Aotearoa (Stats NZ) and the Ministry of Health).

1 Before 31 March 2017, this was Child, Youth and Family.
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Figure M1: Flow of case information from sources to the Mortality Review Database
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The NZMRDG identifies the National Health Index number, or other relevant identifying information,
of the person for whom each item of information is received. It imports data into the Mortality Review
Database and links the various sources of information that relate to each individual. Data is
regularly cleaned to eliminate duplicate or incorrect records and to follow up on missing details, so
records are complete and internally consistent.

When interpreting CYMRC data, note that it comes from a database that is constantly being
updated. As well as details of new cases, new information and, at times, changing information for
existing cases can be added. As a result, details can change from year to year, even for cases
where the death occurred some years previously. This is particularly true of cases that require an
inquest, because this process may sometimes not be completed until years after the death.

While this report includes deaths that occurred up until 31 December 2019, the 2019 data is the
least complete of any year, for the above reasons. The incompleteness of the data is not randomly
spread across all causes. Deaths referred to the coroner, such as unexpected deaths and some
injury deaths, are less likely to have final information on cause of death available quickly. Therefore,
information relating to deaths in 2019, in particular, needs to be interpreted with caution. This also
means consecutive annual reports may have slightly different numbers in any one category. The
most recent reports will be the most accurate.

Local review process

Deaths of children and young people are reviewed by the local child and youth mortality review
group (LCYMRG) in the DHB in which the individual lived. The purpose of local review is to identify
systems issues that can be modified to reduce the likelihood of future deaths.

Each LCYMRG has an appointed chair and coordinator, and members from different agencies
including health, education, welfare, child protection, corrections, victim support and others. When
the death of a child or young person aged between 28 days and 24 years occurs within a
coordinator’s region, the coordinator will access the secure database to gather initial information on
the deceased. The coordinators also collect information from local organisations involved over the
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life course of the child or young person, to create a shared understanding of the circumstances
leading to their death. The coordinator will then initiate information requests to the various members
of the LCYMRG, who each act as a representative of their particular organisation. Strict
confidentiality requirements apply. Some of the new information gathered as part of the local review
process is entered into the Mortality Review Database.

As official agents of the CYMRC, the LCYMRG members can access their organisation’s records to
identify and collect information that may be relevant to the review process. The members bring this
information to the review meeting and provide relevant details, as needed, for the review. Reviews
are focused on agency system responses over the life course of the individual. The local chair
facilitates each review by bringing together all the relevant factors relating to a death.

Information shared in review meetings must remain confidential to that process. Issues identified in
a meeting that require urgent action from participating agencies, such as aspects of professional
competence or the safety of others, must be dealt with outside the review process using the normal
interagency protocols and procedures. This means participants do not compromise the no-blame
focus of the review process or the confidentiality agreement signed by all those involved in mortality
review. The process is exempt from Official Information Act 1982 requirements, but complaints
about procedures can be reported to and investigated by the Ombudsman.

A review group might meet several times before all the information has been gathered on a case.
Once they have all the information, local members will consider relevant issues and where systems
or service responses could be improved. They may make both local- and national-level
recommendations. Local recommendations are delegated to the relevant member who can
champion their organisation’s practice or policy change, which may include community-based
solutions. It is important for review groups to present the issues and recommendations in a way that
does not assign blame but instead focuses on system changes that could prevent future deaths.

Once a local group has reviewed a death, the coordinator enters all the relevant data into the
secure national database. In this way, issues, recommendations and follow-up actions are
forwarded to the CYMRC.

The LCYMRG process allows high levels of detail about the context of a death. The process itself
supports learning from cases to be acted on locally. Although only a proportion of deaths before
2009 have been reviewed, the increased coverage of the LCYMRGs allows for many more system
improvements to address equity for children and young people.

Analysis and coding

Mortality data

The data used for this report is from the Mortality Review Database and was extracted on 5
November 2020. For the purposes of mortality review in Aotearoa/New Zealand, children and young
people are defined as those aged from 28 days up to and including 24 years. In all tables, the year
of death relates to the calendar year in which the individual died, rather than the year the death was
registered. This is different from some official collections, which use the year the death is registered.
Where neonatal deaths are included, these do not include stillbirths or terminations.

Male and female sex is used in this report, as these are the fields we receive from the Ministry of
Health, and what is provided in the denominator set; we are not currently able to report on gender.
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Cause of death

Previous reports used the broad categories of medical conditions, unintentional injury, intentional
injury, SUDI/SUD and missing data. The intentional injury category included only deaths due to
suicide and assault. Overall, and from the age of 10 years upwards, the vast majority of ‘intentional’
deaths were due to suicide. In response to feedback around the lack of similarity of these deaths
and the potential to cause confusion, this category has been altered for this report. Assault deaths
are now included in the ‘injury’ category and suicide is reported separately. Sudden unexpected
death (SUD) is a category used to describe deaths that are similar to sudden unexpected death in
infancy (SUDI) (see below), but that occur in children aged 12 to 23 months. Some international
researchers use SUD as a category in the belief that these deaths are an extension of SUDI.
However, given the low number of deaths (around 2 deaths per year over the past five years), we
report these deaths using the International Classification of Diseases-10-Australian Modification
(ICD-10-AM)? code groupings as we do for the older age groups, with the result that they are often
categorised either as suffocation or as ‘unexplained’. This report therefore uses the following
categories to report deaths: medical conditions, injury, suicide, SUDI and missing data.

In response to requests for more detailed ICD-10-AM coding, the data received from the Ministry of
Health was changed in 2008 to include its mortality coding. Cause of death is now assigned using
the underlying cause of death from the Ministry of Health’s Mortality Collection. This was backdated
to include all cases in the database, not just those from 2008 onwards.

For deaths in infants less than one year of age, SUDI is assigned as the cause of death where any
one of the following ICD-10-AM codes was listed as the underlying cause of death in the Mortality
Collection:

e RO95 Sudden infant death syndrome

¢ R96 Other sudden death, cause unknown

e RO98 Unattended death

o R99 Other ill-defined and unspecified causes of mortality

o W75 Accidental suffocation and strangulation in bed

¢ W78 Inhalation of gastric contents

¢ W79 Inhalation and ingestion of food causing obstruction of respiratory tract.

The external causes of death, as presented in the cause of death tables, are arranged according to
the International Collaborative Effort on Injury Statistics classification. This assigns ICD-10
groupings to various headings. The classification system in this report has been used since 2011
and is slightly different from the years before 2011; for this reason, data from some previous reports
may not match exactly.

Ethnicity

Multiple sources of ethnicity data are available in the database. These are: Births, Deaths and
Marriages (BDM); the Ministry of Health; coronial records; and the information entered by LCYMRG
coordinators when reviewing a death. The ethnic group that is allocated comes from the most
reliable source available for each case. The ‘most reliable’ source is determined by evidence of the
guality and completeness of the above collections at a national level in Aotearoa/New Zealand. The
ideal standards for collecting ethnicity data include the respondent identifying their own ethnicity and

2 The ICD-10 classification is a global classification system used for classifying mortality and morbidity. This is the primary
classification system used internationally. In official collections, Australia and New Zealand currently use an ‘Australian
Modification’ of ICD-10, the ICD-10-AM.
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allowing for ethnicity to change over time. Given these ideals, for infants, the order of preference is
as follows: BDM birth certificate, BDM death certificate, Ministry of Health collections, coroner’s file,
and information entered by LCYMRG coordinators. For children and adolescents aged one year and
older, the order of preference is: BDM death certificate, BDM birth certificate, Ministry of Health
collections, coroner’s file, and information entered by LCYMRG coordinators.

The main body of the report uses prioritised ethnic categories. Where an individual had multiple
ethnic groups identified, we prioritised these following Ministry of Health protocols (Ministry of Health
2017). This gives priority to Maori, then Pacific, Asian, the Middle Eastern, Latin American and
African group (MELAA), Other and finally European, and allocates a single prioritised ethnic group
to each person for the purposes of analysis. Therefore, ‘prioritised Maori’ is the same as ‘total
Maori’. Using prioritised ethnic groupings is in keeping with standard health practice and enables
the calculation of rates from population data. However, we recognise that the ethnic groups used
are heterogeneous and much diversity exists within each group. Prioritising Maori ethnicity above
others means some may not have their preferred ethnicity option.

The one exception to the above approach is the Pacific chapter, which uses a total response
ethnicity classification. This means if an individual has a Pacific ethnic group as any one of their
ethnicities, they will be included there. Under a prioritised system, if an individual is identified as
being both Pacific and Maori, they would be counted as Maori. However, in the Pacific chapter,
using a total response system, they will be included as Pacific.

DHB of residence

The DHB of residence is derived from the person’s address as supplied from the coroner, police or
Births, Deaths and Marriages. This is based on the individual’s self-identified ‘usual’ place of
residence and does not necessarily reflect their legal residential status.

Deprivation

This report uses the New Zealand Index of Deprivation to report on socioeconomic deprivation at
the area level. For children and young people aged 1-24 years, we used NZDep2018. For infants, a
large amount of NZDep2018 data was missing for 2015-18, so we used NZDep2013 for these
years.

Statistics

The NZMRDG computed the data presented in this report from the Mortality Review Database.
Percentages are expressed to one decimal point. In some cases, due to rounding, percentages do
not sum to 100 exactly.

Rates in this report are presented as per 100,000 age-specific population for most age groups,
except for infants less than one year of age, where rates are expressed as per 1,000 live births.
Rates and confidence intervals (Cl) are expressed to two decimal places. Rates were not calculated
for when the numerator was less than three. Due to the differences in the way rates are calculated,
and the different denominators used, variations may occur between the rates presented in this
report and other published rates.

The denominators used in the main analyses are from two sources. The first is the number of live
births in Aotearoa/New Zealand, as supplied by the Ministry of Health. Year is determined using the
year of registration of birth, rather than the year of birth itself. The other denominator used is a
derived estimated resident population. This is calculated for each year and is based on the Stats NZ
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estimated resident population from census years 2006, 2013 and 2018. Linear extrapolation was
undertaken to calculate the estimated resident population between census years. The denominator
for the age group of one to four years was calculated using the above linear extrapolation methods
to derive the population aged under four years. The number of live births from each year was
subtracted from this total to compute the denominator for the age group of one to four years. While
censuses in Aotearoa/New Zealand do not achieve complete population coverage, the 2018 census
had lower response rates than previous years. In particular, response rates were low for Maori (68
percent), Pacific (65 percent) and Asian (82 percent) populations (all ages); the overall response
rate for young people aged 15-29 years was also low (81 percent).® While every effort is made to
present data as accurately as possible in this report, note that due to limitations of the denominator
set, rates are estimates only.

Some figures in this document contain historical data dating back to 1980. The numerator for these
deaths is as follows: we used CYMRC data for deaths aged 28 days to 24 years from 2002 onwards
and Stats NZ data before 2002. For neonatal deaths (0—27 days), we used Perinatal and Maternal
Mortality Review Committee data from 2007 onwards and Stats NZ data before 2007. The
denominator used to calculate infant mortality rates was live births from Stats NZ (1980-2016). The
denominators used to calculate mortality rates for children and young people aged 1-24 years were
population estimates from Stats NZ (1980-2016). Stats NZ uses a historical de facto population for
years before 1991 and, from 1991, the estimated resident population. The historical de facto
population estimates are based on counts of all people present at a given time and do not account
for those who are not usually resident, or who are usually resident but temporarily out of the
country.* The estimated resident population takes into account residents who are temporarily
overseas and makes an adjustment for net census undercount, as well as excluding visitors from
overseas.®

To examine trends over time, we used simple linear regression, once testing for autocorrelation had
confirmed this would be appropriate.

Numbers are suppressed in cells that have only one or two cases. In these instances, instead of a
value, ‘<3’ is entered in the cell.

The deaths of non-New Zealand residents are excluded from the main sections of the report
because the denominator in the rate calculations (as above) excludes visitors from overseas. Data
on this population is provided as a supplement, with rates not calculated (see Appendix 14:
Overseas residents).

Notes on interpretation

The term ‘statistical significance’ in this report indicates a statistical test has provided sufficient
evidence that the groups being compared are different (with a statistical significance level of 0.05,
that is, the probability that the groups are the same is less than 5 percent).

3 Jack M, Graziadei C. 2019. Report of the Independent Review of New Zealand’s 2018 Census. Wellington: New Zealand
Government. URL: https://www.stats.govt.nz/assets/Uploads/Report-of-the-Independent-Review-of-New-Zealands-2018-
Census/independent-review-report.pdf (accessed 16 August 2021).

4 Stats NZ Tatauranga Aotearoa. Historical de facto population estimates. URL:
http://datainfoplus.stats.govt.nz/item/nz.govt.stats/bec27cc6-c9e2-4b7a-b1f4-cb5e096f91ad (accessed 30 November
2015).

5 Stats NZ Tatauranga Aotearoa. Population concepts. URL: http://datainfoplus.stats.govt.nz/Item/nz.govt.stats/7751f101-
7b2d-4e97-a487-3ac4126d22d4 (accessed 30 November 2015).
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For figures, bars that have non-overlapping 95 percent confidence intervals can reasonably be
considered to be statistically different. However, the converse is not necessarily true. Where
confidence intervals do overlap, a statistical test of the rate ratio between the two factors in question
has been undertaken. Where this indicates a statistically significant difference, a footnote reports

on this.

Te Ropa Arotake Auau Mate o te Hunga Tamariki, Taiohi | Te pdrongo raraunga 15 2015-19 24



53

1. Te tirohanga whanui ki nga raraunga a-motu mo
Aotearoa | Aotearoa/New Zealand national data
overview

This chapter provides an overview of mortality in children and young people by age, year and cause
of death.

Key findings

e In 2019, there were 573 deaths in children and young people.

¢ Medical conditions were the leading broad category of death, followed by injury (mostly
transport related).

e By individual cause of death during 2015-19, the most deaths were from suicide (n=655),
followed by transport incidents (n=498), cancers (n=218) and sudden unexpected death in
infancy (SUDI) (n=198).

¢ Mortality is not evenly distributed in the population, with rates higher in Maori and Pacific
children and young people, compared with those in European and Other and Asian ethnic
groups.

¢ Mortality rates were highest in areas of high deprivation: children and young people in the
New Zealand Deprivation Index decile 10 were three times more likely to die than those in
decile 1.

In Aotearoa/New Zealand, during the period 2015-19, 2,666 children and young people aged
28 days to 24 years died. Overall, the leading category of death was medical conditions
(36.8 percent). This was followed by injury (30.6 percent) and suicide (24.6 percent) deaths.
Sudden unexpected death in infancy (SUDI) accounted for 7.4 percent of deaths (Table 1.1).

The leading category of death changes with age. Medical conditions were the most common cause
of death in children aged younger than 15 years, suicide was the most common category in those
aged 15-19 years, and injury was the main cause in those aged 20-24 years (Table 1.1).

Table 1.1: Mortality (number of deaths) in children and young people aged 28 days to 24 years by
cause of death and age group, Aotearoa/New Zealand 2015-19 combined (n=2,666 deaths)

<1 1-4 5-9 10-14 15-19 20-24 Percentage

Category . Total

year years years years years years (%)
Medical 215 166 105 94 161 240 981 36.8
Injury 26 86 49 60 233 363 817 30.6
Suicide - - - 43 263 349 655 24.6
SuUDI 198 - - - - - 198 7.4
Missing data 3] - <3 - 5 6 15 0.6
Total 442 252 155 197 662 958 2,666 100.0

* This category represents infants 28 days and older, and less than one calendar year in age.
Source: Mortality Review Database.

The leading medical causes of death also change with age. Congenital anomalies and perinatal
conditions are the main medical causes in the first year of life. In those aged one to four years,
diseases of the nervous system and cancers are the leading causes. From five years of age
onwards, cancers are the primary medical cause of death. In adolescents, diseases of the nervous
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system are also prevalent. These include deaths due to epilepsy (50 percent of adolescent
neurological deaths), cerebral palsy (21 percent) and muscular dystrophy (17 percent).

Injury deaths in children and young people occurred in two peaks: the first in children aged under
five years, where the percentage of deaths due to drowning was high compared with other age
groups; and the second in adolescence. Transport incidents are the leading cause of injury deaths
overall.

From 10 years of age onwards, suicide deaths are the single most common cause of death. Deaths
due to assault also occur in two peaks: the first in children under the age of five years and the
second in adolescence (Table 1.2).

Table 1.2: Mortality (number of deaths and rate per 100,000 population) by cause of death and age
group, Aotearoa/New Zealand 2015-19 combined (n=2,666 deaths)

Cause of death <1 X 1-4 5-9 10-14 15-19 20-24 Total % Rate

year years years years years years 2015-19
Medical

Infectious and parasitic disease 16 11 3 3 4 4 41 15 0.52

Neoplasms 11 30 35 28 54 60 218 8.2 2.74

Diseases of the blood and blood- 4 <3 = <3 3 <3 11 0.4 0.14

forming organs and immune system

Endocrine, nutritional and metabolic 4 6 6 4 10 16 46 1.7 0.58

diseases

Mental and behavioural disorders - — - <3 <3 6 9 0.3 0.11

Diseases of the nervous system 14 31 16 16 30 40 147 55 1.85

Diseases of the eye and adnexa - — - — <3 <3 <3 X (S

Diseases of the ear and mastoid = = = = = = = = =

process

Diseases of the circulatory system 10 9 4 10 16 32 81 3.0 1.02

Diseases of the respiratory system 15 23 15 13 4 15 85 3.2 1.07

Diseases of the digestive system 3 <3 <3 <3 <3 <3 12 0.5 0.15

Diseases of the skin and = = = — — - — — —_
subcutaneous tissue

Diseases of the musculoskeletal - <3 - <3 <3 5 9 0.3 0.11
system and connective tissue

Diseases of the genitourinary - - - - - 6 6 0.2 0.08
system

Pregnancy, childbirth and the - - - - - 4 4 0.2 0.05
puerperium

Certain conditions originating in the 56 <3 <3 = <3 = 60 2.3 0.75
perinatal period

Congenital anomalies 82 28 20 10 22 16 178 6.7 2.24
Symptoms and abnormal findings = 23 3 4 10 32 72 2.7 0.91
not elsewhere classified

Total medical 215 166 105 94 161 240 981 36.8 12.34
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CEmsE @ et y;;-r* y%e::s y5e;?s 1/?:-;: ])-lse;:rlg %/?;5: el % 20?21_919
Injury
Cut/pierce = = = = <3 <3 3 0.1 0.04
Drowning <3 21 6 7 15 38 89 3.3 1.12
Fall <3 3 3 <3 6 6 21 0.8 0.26
Fire/hot object or substance <3 = 3 = 3 <3 9 0.3 0.11
Firearm = = = <3 <3 4 6 0.2 0.08
Machinery - - - - 3 4 7 0.3 0.09
Transport 6 21 31 37 167 236 498 18.7 6.26
Natural/environmental <3 3 = = <3 <3 8 0.3 0.10
Poisoning <3 3 <3 3 11 25 45 17 0.57
Struck by, against = 7 = = <3 <3 10 0.4 0.13
Suffocation - 8 3 4 3 5 23 0.9 0.29
Other specified, classifiable <3 = = <3 3 3 8 0.3 0.10
Other specified, not elsewhere = = = <3 3 <3 5 0.2 0.06
classified
Unspecified <3 <3 = <3 <3 = 5 0.2 0.06
Assault 11 19 <3 3 11 34 80 3.0 1.01
Total injury 26 86 49 60 233 363 817 30.6 10.27
Suicide # = = = 43 263 349 655 24.6 13.62
SUDI (28 days to <1 year)t 198 = = = = = 198 7.4 0.66
Missing data 3 = <3 = 5 6 15 0.6 0.19
Total 442 252 155 197 662 958 2,666 100.0 33.53

‘X’ indicates percentage not calculated due to small numbers.

‘s’ indicates rate not calculated due to small numbers.

* This category represents infants 28 days and older, and less than one calendar year in age.

* Suicide rate is per 100,000 children and young people aged 10-24 years.

T SUDI rate is per 1,000 live births. See Table 7.1 for SUDI deaths by ICD-10-AM code.

Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
0-24 years.

Table 1.3: Mortality (number of deaths) in children and young people aged 28 days to 24 years by
age group and year of death, Aotearoa/New Zealand 2015-19 (n=2,666 deaths)

Age group 2015 2016 2017 2018 2019 Total %
28 days—<1 year 93 82 88 78 101 442 16.6
1-4 years 54 45 47 54 52 252 9.5
5-9 years 31 35 31 28 30 155 5.8
10-14 years 36 33 31 44 53 197 7.4
15-19 years 138 123 127 142 132 662 24.8
20-24 years 183 167 218 185 205 958 35.9
Total 535 485 542 531 573 2,666 100.0

Source: Mortality Review Database

The overall mortality rate did not increase or decrease to a statistically significant degree over the
period 2015-19. In terms of absolute numbers, in 2019 a higher number of deaths occurred in post-
neonatal infants. Driving this was a higher number of deaths from congenital anomalies and SUDI.
Those aged 10-14 years had the highest absolute number of deaths since 2009, mainly because of
a higher number of transport deaths. The number of deaths in young people aged 20-24 years was
also higher (Table 1.3 and Figure 1.1).
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Figure 1.1: Mortality (number of deaths) in children and young people aged 28 days to 24 years
by age group and year of death, Aotearoa/New Zealand 2002—-19 (n=10,941 deaths)
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Source: Mortality Review Database.

Table 1.4: Mortality (number of deaths) in children and young people aged 28 days to 24 years
by cause and year of death, Aotearoa/New Zealand 2015-19 (n=2,666 deaths)

Category 2015 2016 2017 2018 2019 Total %
Medical 201 176 188 200 216 981 36.8
Injury 175 152 171 158 161 817 30.6
Suicide 119 119 137 136 144 655 24.6
SUDI 39 37 42 35 45 198 7.4
Missing data <3 <3 4 <3 7 15 0.6
Total 535 485 542 531 573 2,666 100.0

Source: Mortality Review Database.

The absolute number of deaths for all causes of death increased in 2019, compared with the
previous five years. However, while deaths due to injuries are gradually reducing over time, those
due to suicide and SUDI are not, no matter whether the period we examine is 2015-19 (Table 1.4)

or 2002-19 (Figure 1.2).
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Figure 1.2: Mortality (number of deaths) in children and young people aged 28 days to 24 years
by cause and year of death, Aotearoa/New Zealand 2002-19 (n=10,941 deaths)
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Source: Mortality Review Database.

Among prioritised ethnic groups, tamariki and rangatahi Maori and Pacific children and young
people had the highest mortality rates and these were statistically significantly higher than mortality
rates for European and Other children and young people. Asian children and young people had the
lowest mortality rate overall (Figure 1.3).

Figure 1.3: Mortality (rates per 100,000 population and 95 percent confidence intervals) in children
and young people aged 28 days to 24 years by prioritised ethnic group, Aotearoa/New Zealand
2015-19 combined (n=2,663 deaths*)
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* Excludes three cases with no available ethnicity data.

MELAA = Middle Eastern, Latin American and African.

Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
0-24 years.
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Mortality rates vary by deprivation, as measured by the New Zealand Deprivation Index. For
children and young people overall, a consistent pattern was that mortality rates were higher with
increasing deprivation. Of note, those in decile 10 (most deprived) had a mortality rate three times
higher than those in decile 1 (least deprived) (rate ratio 2.99, 95% CI 2.49-3.59) (Figure 1.4).

Figure 1.4: Mortality (rates per 100,000 population and 95 percent confidence intervals) in children
and young people aged 28 days to 24 years by NZ Deprivation Index decile, Aotearoa/New Zealand
2015-19 combined (n=2,659 deaths*)
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* Excludes seven cases with no available deprivation data.
Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
0-24 years.
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2.Nga mate o ngai Maori | Maori mortality

This chapter examines mortality in tamariki and rangatahi Maori. Throughout this chapter, we
compare outcomes for tamariki and rangatahi Maori with outcomes for non-Maori non-Pacific
children and young people. Te Tiriti 0 Waitangi underlies the health sector’s obligations to Maori, as
well as Maori rights to monitor the Crown to ensure that it meets these responsibilities and that
equitable outcomes are achieved for Maori in the health sector. Reinforcement for Treaty-based
Maori rights comes from the broader rights of children and young people to equitable outcomes
regardless of their ethnicity. Here we present comparisons between different ethnic groups not to
provide commentary on the deficits of any particular ethnic group, but rather to highlight the deficits
of a society that creates, maintains and tolerates these differences.

The analyses in this chapter exclude Pacific children and young people (n=297) and those whose
ethnicity is unknown or not recorded (n=3). This chapter reports on deaths that occurred in
Aotearoa/New Zealand during the years 2015-19.

Key findings

o During the five-year period 2015-19, there were 1,012 deaths in tamariki and rangatahi
Maori.

e The leading categories of death were medical conditions (31.4 percent of deaths), followed
by injury (29.2 percent). The most common medical conditions causing death were cancers,
followed by congenital anomalies.

e Large inequities remain in mortality rates for tamariki and rangatahi Maori, compared with
non-Maori non-Pacific children and young people. These inequities were most notable for
SUDI, where the rate ratio comparing Maori with non-Maori non-Pacific is 6.18 (95 percent ClI
4.29-8.88), and suicide, where the rate ratio is 2.48 (95 percent Cl 2.12-2.91).

e Deprivation has a disproportionate impact on Maori mortality. Maori children are more likely
to be born into areas of high deprivation, which are associated with higher mortality rates. In
addition, in the most deprived areas of Aotearoa/New Zealand, Maori are nearly twice as
likely to die as hon-Maori non-Pacific living in similar areas (rate ratio 1.80, 95 percent ClI
1.46-2.23). Significant progress remains to be made in reducing both poverty and structural
influences that produce these inequities in mortality.

During 2015-19, there were 1,012 deaths in tamariki and rangatahi Maori. The overall leading
category of death for all ages was medical conditions (31.4 percent). The four leading causes of
medical death were: cancers (n=68); congenital anomalies (n=57); diseases of the nervous system
(n=36); and diseases of the respiratory system (n=31). The next most common category of death
was injury (29.2 percent). For the same period, there were 281 deaths due to suicide (27.8 percent)
and 114 deaths due to SUDI (11.3 percent). Overall, tamariki and rangatahi Maori had higher
mortality rates compared with non-Maori non-Pacific. This was most notable for SUDI (rate ratio
6.18 (95 percent Cl 4.29-8.88) and suicide deaths (rate ratio 2.48, 95 percent Cl 2.12-2.91) (Table
2.1). The total number of deaths fluctuates from year to year, but was greater in 2019 than in the
previous four years (Table 2.2).
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Table 2.1: Mortality (number of deaths and rates per 100,000 population) in tamariki and rangatahi
Maori aged 28 days to 24 years by cause of death and age group, compared with non-Maori non-
Pacific children and young people, Aotearoa/New Zealand 2015-19 combined (n=2,366 deaths)

Category <1
year*
Medical 88
Injury 12
Suicide # -
SuDI t 114
Missing data <3
Total 215

1-4
years

53
33

86

Maori
10-
58 14
years
years

30 34
19 30
- 27
49 91

15—

19

years

43
94
119
<3
257

20—

24

years

70
107
135
<3
314

Total
Non-
_ . Maori
Maori non-
Pacific
318 523
295 454
281 332
114 39
4 6
1,012 1,354

Rate
Non-
_ . Maori
Maori non-
Pacific
16.21 10.00
15.04 8.68
25.37 10.23
1.31 0.21
0.20 0.11
51.60 25.89

* This category represents infants 28 days and older, and less than one calendar year in age.
F Suicide rate is per 100,000 ethnic specific resident population aged 10-24 years.
t SUDI rate is per 1,000 live births.
Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,

0-24 years.

Rate ratio
(95% CI)

1.62 (1.41-1.86)
1.73 (1.50-2.01)
2.48 (2.12-2.91)
6.18 (4.29-8.88)
1.78 (0.50-6.30)
1.99 (1.84-2.16)

Table 2.2: Mortality (number of deaths and rates per 100,000 population) in tamariki and rangatahi
Maori aged 28 days to 24 years by cause and year of death, compared with non-Maori non-Pacific
children and young people, Aotearoa/New Zealand 2015-19 (n=2,366 deaths)

Maori Total Rate

Category . h?llggri o I\'>Ilgcr:ri Rate ratio

2015 2016 2017 2018 2019  Maori non- Maori non- (95% CI)

Pacific Pacific

Medical 55 64 61 71 67 318 523 16.21  10.00 1.62 (1.41-1.86)
Injury 49 49 65 61 71 295 454 15.04 8.68 1.73 (1.50-2.01)
Suicide # 51 47 60 60 63 281 332 2537  10.23 2.48 (2.12-2.91)
SUDI t 18 22 25 19 30 114 39 1.31 0.21 6.18 (4.29-8.88)
Missing data <3 - - <3 <3 4 6 0.20 0.11 1.78 (0.50-6.30)
Total 174 182 211 212 233 1,012 1,354 5160  25.89 1.99 (1.84-2.16)

F Suicide rate is per 100,000 ethnic specific resident population aged 10-24 years.

t SUDI rate is per 1,000 live births.

Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
0-24 years.

Mortality rates varied considerably by age group: the rate in those aged five to nine years was the
lowest (11.31 per 100,000), and the rate in those aged 28 days to one year was the highest

(2.47 per 1,000; equivalent to 247 per 100,000). Similarly, inequities between Maori and non-Maori
non-Pacific varied considerably by age group. Tamariki Maori aged five to nine years have a similar
mortality rate to non-Maori non-Pacific, but pépi Maori (28 days to one year) have an all-cause
mortality rate three times higher than non-Maori non-Pacific (rate ratio 3.01, 95 percent Cl 2.44—
3.70) (Table 2.3). Other than for those aged five to nine years, mortality rates for tamariki and
rangatahi Maori were statistically significantly higher than those for non-Maori non-Pacific children
and young people at every age group.
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Table 2.3: Mortality (number of deaths and rates per 100,000 population) in tamariki and rangatahi
Maori aged 28 days to 24 years by age group and year of death, compared with non-Maori non-
Pacific children and young people, Aotearoa/New Zealand 2015-19 (n=2,366 deaths)

Age group

28 days—<1
year*

1-4 years
5-9 years
10-14 years
15-19 years
20-24 years
Total

* Rate is per 1,000 live births.

Total

Non-Maori
non-Pacific
151

131
91
86

347

548

1,354

Rate

Non-Maori
non-Pacific
0.82

16.83
8.91
8.61

32.86

46.02

25.89

Rate ratio
(95% CI)

3.01 (2.44-3.70)

1.53 (1.17-2.01)
1.27 (0.90-1.80)
2.63 (1.96-3.53)
2.10 (1.79-2.47)
2.04 (1.78-2.35)
1.99 (1.84-2.16)

Sources: Numerator: Mortality Review Database; Denominator: NZMRDG age-specific Estimated Resident Population

2015-19, 0-24 years.

Mortality varied significantly by deprivation, as measured by New Zealand Deprivation Index decile.
Those living in high-decile areas (most deprived) had significantly higher mortality rates than those
in lower-decile areas (least deprived), regardless of ethnic group. However, tamariki and rangatahi
Maori had statistically significantly higher mortality rates than non-Maori non-Pacific at most levels
of deprivation. Mortality rates were statistically significantly higher in Maori from decile 4 onwards,
except for decile 5° (Figure 2.1). In the most deprived areas of Aotearoa/New Zealand, Maori are
nearly twice as likely to die as non-Maori non-Pacific living in similar areas (rate ratio 1.80, 95
percent Cl 1.46-2.23). Given the high proportion of tamariki and rangatahi Maori living in high-decile
areas, conditions that are influenced by deprivation will have a disproportionate impact on Maori

(see Appendix 17: New Zealand Deprivation Index).

6 The Maori:non-Maori non-Pacific rate ratio for decile 4 is 1.56, 95 percent Cl 1.12-2.19; and for decile 7 is 1.48, 95

percent Cl 1.13-1.92.
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Figure 2.1: Mortality (rates per 100,000 population and 95 percent confidence intervals) in tamariki
and rangatahi Maori aged 28 days to 24 years by NZ Deprivation Index decile, compared with non-
Maori non-Pacific children and young people, Aotearoa/New Zealand 2015-19 combined

(n=2,361 deaths*)
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* Excludes five cases with no available deprivation data.
Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
0-24 years.

Post-neonatal pépi Maori

During the five-year period 2015-19, there were 215 deaths in pépi Maori aged 28 days to one
year. Pépi Maori were three times more likely to die than non-Maori non-Pacific infants (rate ratio
3.01, 95 percent Cl 2.44-3.70). The most common cause of death was SUDI, with 114 deaths. The
next leading cause of death was medical conditions, with 88 deaths. For both SUDI and medical
conditions, the mortality rate in Maori was statistically significantly higher than that in non-Maori non-
Pacific babies (SUDI rate ratio 6.18, 95 percent Cl 4.29-8.88; medical rate ratio 1.86, 95 percent Cl
1.40-2.48). There were 12 deaths from injury (Table 2.4).

Table 2.4: Mortality (number of deaths and rates per 1,000 live births) in post-neonatal pépi Maori
by cause and year of death, compared with non-Maori non-Pacific infants, Aotearoa/New Zealand
2015-19 (n=366 deaths)

Total Rate Rate ratio
Category 2015 2016 2017 2018 2019 _ Non-Maori - Non-Maori
Maori o Maori o (95% ClI)
non-Pacific non-Pacific
Medical 17 19 15 16 21 88 100 1.01 0.54 1.86 (1.40-2.48)
Injury <3 4 <3 <3 3 12 12 0.14 0.07 2.11 (0.95-4.70)
SUDI 18 22 25 19 30 114 39 1.31 0.21 6.18 (4.29-8.88)
Missing data - - - - <3 <3 - S - -
Total 36 45 42 37 55 215 151 2.47 0.82 3.01 (2.44-3.70)

‘s’ indicates rate not calculated due to small numbers.

Sources: Numerator: Mortality Review Database; Denominator: Ministry of Health Live Birth Registrations 2015-19.
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The number of deaths each year has fluctuated, largely because of changes in the number of
deaths from SUDI. In 2019, however, more deaths from both medical conditions and SUDI occurred
(Table 2.4). For every year, the mortality rate for pépi Maori was statistically significantly higher than
for non-Maori non-Pacific infants (Figure 2.2).

Figure 2.2: Mortality (rates per 1,000 live births and 95 percent confidence intervals) in post-
neonatal pépi Maori by year of death, compared with non-Maori non-Pacific infants, Aotearoa/New
Zealand 2015-19 (n=215 Maori and 151 non-Maori non-Pacific deaths)
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Sources: Numerator: Mortality Review Database; Denominator: Ministry of Health Live Birth Registrations 2015-19.

Analysis of the data by deprivation showed mortality rates in pépi Maori were higher in those living
in more deprived areas. Pépi Maori had statistically significantly higher mortality rates than non-
Maori non-Pacific infants in quintiles 3 to 57 (Figure 2.3).

7 The Maori:non-M3aori non-Pacific rate ratio for quintile 3 is 2.15, 95 percent Cl 1.21-3.81.
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Figure 2.3: Mortality (rates per 1,000 live births and 95 percent confidence intervals) in post-
neonatal pépi Maori by NZ Deprivation Index quintile, compared with non-Maori non Pacific infants,
Aotearoa/New Zealand 2015-19 combined (n=215 Maori and 149 non-Maori non-Pacific deaths*)
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* Excludes two cases with no available deprivation data.
Sources: Numerator: Mortality Review Database; Denominator: Ministry of Health Live Birth Registrations 2015-19.

Tamariki Maori aged one to four years

During 2015-19, there were 86 deaths in tamariki Maori aged one to four years. Medical conditions
were the leading cause (62 percent), while injury accounted for 38 percent. Tamariki Maori had a
higher mortality rate from injuries (rate ratio 1.79, 95 percent Cl 1.14-2.82) and overall (rate ratio
1.53, 95 percent ClI 1.17-2.01), compared with non-Maori non-Pacific children (Table 2.5).

Table 2.5: Mortality (humber of deaths and rates per 100,000 population) in tamariki Maori aged
one to four years by cause and year of death, compared with hon-Ma&ori non-Pacific children,
Aotearoa/New Zealand 2015-19 (n=217 deaths)

Total Rate Rate ratio

Category 2015 2016 2017 2018 2019 __.  Non-Maori _ . Non-Maori o !

Maor s Maori o (95% Cl)

non-Pacific non-Pacific

Medical 9 13 7 14 10 53 88 15.90 11.30 1.41 (1.00-1.98)
Injury 7 5 5 5 11 33 43 9.90 5.52 1.79 (1.14-2.82)
Missing data = = = = = = = - - -
Total 16 18 12 19 21 86 131 25.81 16.83 1.53 (1.17-2.01)

Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
one to four years.

Mortality in this age group has fluctuated from year to year, with no statistically significant change
over the 2015-19 period for tamariki Maori or non-Maori non-Pacific children (Figure 2.4).
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Figure 2.4: Mortality (rates per 100,000 population and 95 percent confidence intervals) in tamariki
Maori aged one to four years by year of death, compared with non-Maori non-Pacific children,
Aotearoa/New Zealand 2015-19 (n=86 Maori and 131 non-Maori non-Pacific deaths)
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Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
one to four years.

For tamariki Maori aged one to four years, deaths were higher among tamariki Maori than non-Maori
non-Pacific children at quintile 5, but not in other quintiles (Figure 2.5).
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Figure 2.5: Mortality (rates per 100,000 population and 95 percent confidence intervals) in tamariki
Maori aged one to four years by NZ Deprivation Index quintile, compared with non-Maori non-Pacific
children, Aotearoa/New Zealand 2015-19 combined (h=86 Maori and 131 non-Maori non-Pacific
deaths)
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Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
one to four years.

Tamariki Maori aged five to nine years

In children aged five to nine years, there were 49 deaths in tamariki Maori during 2015-19. Medical
conditions accounted for 30 deaths (61 percent) and injury for 19 deaths (39 percent). No
statistically significant differences between the mortality rates in tamariki Maori and non-Maori non-
Pacific children were evident (Table 2.6).

Table 2.6: Mortality (number of deaths and rates per 100,000 population) in tamariki Maori aged
five to nine years by cause and year of death, compared with non-Maori non-Pacific children,
Aotearoa/New Zealand 2015-19 (n=140 deaths)

Total Rate

Category 2015 2016 2017 2018 2019 _ . Non-M3ori . Non-Maori Rats ratio
Maori o Maori o (95% Cl)
non-Pacific non-Pacific
Medical <3 9 7 8 5 30 62 6.92 6.07 1.14 (0.74-1.76)
Injury <3 4 5 4 4 19 28 4.39 2.74 1.60 (0.89-2.86)
Missing data - - - - - - <3 - s -
Total 3 13 12 12 9 49 91 11.31 8.91 1.27 (0.90-1.80)

‘s’ indicates rate not calculated due to small numbers.
Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
five to nine years.

Mortality rates varied substantially over the five-year period, but no consistent statistically significant
differences were evident in mortality rates between the years or between tamariki Maori and non-
Maori non-Pacific children (Figure 2.6).
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Figure 2.6: Mortality (rates per 100,000 population and 95 percent confidence intervals) in tamariki

Maori aged five to nine years by year of death, compared with non-Maori non-Pacific children,
Aotearoa/New Zealand 2015-19 (n=49 Maori and 91 non-Maori non-Pacific deaths)
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Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
five to nine years.

Analysis of the data by New Zealand Deprivation Index quintile showed no statistically significant

differences in mortality rates either by deprivation quintile or between tamariki Maori and non-Maori

non-Pacific children (Figure 2.7).
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Figure 2.7: Mortality (rates per 100,000 population and 95 percent confidence intervals) in tamariki
Maori aged five to nine years by New Zealand Deprivation Index quintile, compared with non-Maori
non-Pacific children, Aotearoa/New Zealand 2015-19 combined (n=49 Maori and 91 non-Maori
non-Pacific deaths)
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Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
five to nine years.

Tamariki Maori aged 10-14 years

During the 2015-19 period, 91 tamariki Maori aged 10-14 years died. The overall mortality rate of
22.64 per 100,000 was statistically significantly higher than the mortality rate for non-Maori non-
Pacific children of the same age (rate ratio 2.63, 95 percent Cl 1.96-3.53). Medical conditions were
the leading cause of death (37 percent), while injury accounted for 33 percent and suicide for 30
percent. Compared with non-Maori non-Pacific children, tamariki Maori had statistically higher
mortality rates for the categories of medical conditions (rate ratio 1.84, 95 percent Cl 1.18-2.86),
injury (2.76, 95 percent Cl 1.64—4.65) and suicide (5.16, 95 percent Cl 2.66-10.01). They also had
a higher mortality rate overall (Table 2.7).

Table 2.7: Mortality (number of deaths and rates per 100,000 population) in tamariki Maori aged
10-14 years by cause and year of death, compared with nhon-Maori non-Pacific children,
Aotearoa/New Zealand 2015-19 (n=177 deaths)

Total Rate Rate ratio
Category 2015 2016 2017 2018 2019 _ . Non-Maori _ Non-Maori
Maori s Maori o (95% CI)
non-Pacific non-Pacific
Medical 5 3 5 14 7 34 46 8.46 4.60 1.84 (1.18-2.86)
Injury s 3 7 7 11 30 27 7.47 2.70 2.76 (1.64—4.65)
Suicide 4 4 7 5 7 27 13 6.72 1.30 5.16 (2.66-10.01)
Missing data - - - - - - = = = -
Total 11 10 19 26 25 91 86 22.64 8.61 2.63 (1.96-3.53)

Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
10-14 years.
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Analysis of the data by year showed the mortality rate in tamariki Maori was statistically significantly
higher during the years 2017-19, compared with non-Maori non-Pacific children (Figure 2.8).

Figure 2.8: Mortality (rates per 100,000 population and 95 percent confidence intervals) in tamariki
Maori aged 10-14 years by year of death, compared with non-Maori non-Pacific children,
Aotearoa/New Zealand 2015-19 (n=91 Maori and 86 non-Maori non-Pacific deaths)
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Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
10-14 years.

Mortality rates varied somewhat by deprivation, with a pattern of higher mortality rates in the most
deprived areas. The mortality rate was statistically significantly higher in tamariki Maori than in non-
Maori non-Pacific children in quintile 5 (Figure 2.9).
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Figure 2.9: Mortality (rates per 100,000 population and 95 percent confidence intervals) in tamariki
Maori aged 10-14 years by NZ Deprivation Index quintile, compared with nhon-Maori non-Pacific
children, Aotearoa/New Zealand 2015-19 combined (n=91 Maori and 86 non-Maori non-Pacific
deaths)

= Maori mNon-Maori non-Pacific

40

30 A

20 -

10 A

Deaths per 100,000 resident population

1 (least deprived) 2 3 4 5 (most deprived)
NZ Deprivation Index quintile

Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
10-14 years.

Rangatahi Maori aged 15-19 years

During the 2015-19 period, there were 257 deaths in rangatahi Maori aged 15-19 years. Suicide
was the leading cause of death (46 percent), accounting for 119 deaths during the five-year period.
The remaining deaths were due to injury (37 percent) and medical conditions (17 percent). The
leading cause of injury death was transport (n=74; 79 percent), followed by assault (n=5; 5 percent)
and poisoning (n=4; 4 percent). The leading medical causes of death were neoplasms (cancers)
(n=16; 37 percent), congenital anomalies (n=8; 19 percent) and diseases of the circulatory system
(n=7; 16 percent). Mortality rates for rangatahi Maori in this age group were statistically significantly
higher both overall and for deaths due to injury and suicide, compared with non-Maori non-Pacific
young people (Table 2.8).
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Table 2.8: Mortality (hnumber of deaths and rates per 100,000 population) in rangatahi Maori aged
15-19 years by cause and year of death, compared with hon-Maori non-Pacific young people,
Aotearoa/New Zealand 2015-19 (n=604 deaths)

Category 2015
Medical 12
Injury 19
Suicide 26
Missing data -
Total 57

‘s’ indicates rate not calculated due to small numbers.

2016

10
17
23

50

2017

6
18
23

47

2018 2019
8 7
23 17
23 24
<3 —
55 48

Total
Non-
Maori Loy
non-
Pacific
43 93
94 125
119 127
<3 <3
257 347

Maori

11.57
25.29
32.02
S
69.14

Rate
h’}?”'_ Rate ratio
aori (95% CI)
non-
Pacific
8.81 1.31 (0.92-1.89)
11.84 2.14 (1.63-2.79)
12.03 2.66 (2.07-3.42)
S —_
32.86 2.10 (1.79-2.47)

Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,

15-19 years.

Figure 2.10: Mortality (rates per 100,000 population and 95 percent confidence intervals) in
rangatahi Maori aged 15-19 years by year of death, compared with non-Maori non-Pacific young
people, Aotearoa/New Zealand 2015-19 (n=257 Maori and 347 non-Maori non-Pacific deaths)
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Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,

15-19 years.

Mortality rates were statistically significantly higher for rangatahi Maori than non-Maori non-Pacific
young people in this age group over the 2015-19 period (Figure 2.10).
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Figure 2.11: Mortality (rates per 100,000 population and 95 percent confidence intervals) in
rangatahi Maori aged 15-19 years by NZ Deprivation Index quintile, compared with non-Maori
non-Pacific young people, Aotearoa/New Zealand 2015-19 combined (n=257 Maori and 347
non-Maori non-Pacific deaths)
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Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
15-19 years.

An analysis by deprivation quintile showed Maori had a higher mortality rate than non-Maori non-
Pacific at quintiles 2, 4 and 5.8 The highest mortality rates were for Maori living in the most deprived
areas of Aotearoa/New Zealand (Figure 2.11).

Rangatahi Maori aged 20-24 years

During 2015-19, there were 314 deaths in rangatahi Maori aged 20—24 years. The leading cause of
death was suicide (43 percent), followed by injury (34 percent) and medical conditions (22 percent).
Transport incidents accounted for 64 percent of injury deaths (n=68). The leading medical causes of
death were neoplasms (n=20), symptoms and abnormal findings not elsewhere classified (12
deaths) and diseases of the circulatory system (10 deaths). Rangatahi Maori had a higher overall
mortality rate, compared with non-Maori non-Pacific young people (rate ratio 2.04, 95 percent ClI
1.78-2.35), and statistically significantly higher mortality from each category of death (Table 2.9).

8 The Maori:non-Maori non-Pacific rate ratio for quintile 2 was 1.70, 95 percent Cl 1.04-2.76.
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Table 2.9: Mortality (number of deaths and rates per 100,000 population) in rangatahi Maori aged
20-24 years by cause and year of death, compared with non-Maori non-Pacific young people,

Aotearoa/New Zealand 2015-19 (n=862 deaths)

Category 2015 2016 2017 2018 2019

Medical 11
Injury 18
Suicide 21
Missing data <3
Total 51

10 21 11 17
16 28 20 25
20 30 32 32

— = = <3

46 79 63 75

‘s’ indicates rate not calculated due to small numbers.
Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,

20-24 years.

Maor;

70
107
135
<3
314

Total
Non-Maori
non-Pacific

134
219
192
3
548

Maori
20.94
32.02
40.39
s
93.95

Rate

Non-Maori
non-Pacific

11.25
18.39
16.13
0.25
46.02

Rate ratio
(95% CI)

1.86 (1.39-2.48)

1.74 (1.38-2.19)
2.51 (2.01-3.12)

2.04 (1.78-2.35)

Mortality rates for rangatahi Maori have not changed substantially since 2015. However, the
mortality rates for rangatahi Maori have been statistically significantly higher than those for non-

Maori non-Pacific young people each year for the past five years® (Figure 2.12).

Figure 2.12: Mortality (rates per 100,000 population and 95 percent confidence intervals) in
rangatahi Maori aged 20-24 years by year of death, compared with non-Maori non-Pacific young
people, Aotearoa/New Zealand 2015-19 (n=314 Maori and 548 non-Maori non-Pacific deaths)
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Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,

20-24 years.

Mortality rates were statistically significantly higher for rangatahi Maori than non-Maori non-Pacific
young people living in more deprived areas (quintiles 3-5) (Figure 2.13).

9 The Maori:non-Maori non-Pacific rate ratio in 2016 was 1.63, 95 percent Cl 1.15-2.30.
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Figure 2.13: Mortality (rates per 100,000 population and 95 percent confidence intervals) in
rangatahi Maori aged 20-24 years by NZ Deprivation Index quintile, compared with non-Maori
non-Pacific young people, Aotearoa/New Zealand 2015-19 combined (n=313 Maori and

546 non-Maori non-Pacific deaths*)
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* Excludes three cases with no available deprivation data.
Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
20-24 years.
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3. Nga mate o nga iwi Moana-nui-a-Kiwa | Pacific
mortality

This chapter reports on mortality in Pacific children and young people. We used ‘total response’
ethnicity to determine Pacific ethnicity for this chapter. This means that, if an individual has a Pacific
ethnic group as any one of their ethnicities, they will be included here. In contrast, the rest of this
report uses ‘prioritised’ ethnicity. Prioritised ethnicity assigns one ethnic group to each individual,
giving precedence to Maori, followed by Pacific, Asian and MELAA and then European and Other
ethnicities. Therefore, in the other chapters, if an individual identified as being both Pacific and
Maori, they would be counted as Maori. In this chapter, however, they will be included as Pacific.

This chapter uses non-Pacific non-Maori as a comparator group. Therefore, Maori who do not also
identify as Pacific (n=919) are excluded, as are those with unknown ethnicity (n=3).

Key findings

e During the 2015-19 period, 390 Pacific children and young people died.

¢ Nearly half of these deaths (44.9 percent) were due to medical conditions.

¢ While the overall number of deaths for Pacific children and young people has fluctuated, no
clear trends of either an increase or a decrease in the number of deaths overall are evident.

¢ Marked inequities exist between Pacific and non-Pacific non-Maori children. Pacific post-
neonatal infants are much more likely to die overall (rate ratio 3.82, 95 percent Cl 2.98—
4.89) and are much more likely to die from SUDI (rate ratio 8.57, 95 percent Cl 5.74-12.79).

e For every age group, except for those aged five to nine years, Pacific children and young
people are more likely to die overall compared with hon-Pacific non-Maori children and
young people, and are more likely to die from medical conditions.

During 2015-19, 390 Pacific children and young people died. The ‘Pacific’ ethnic group is
heterogeneous, in that it is made up of children and young people who identify with many different
ethnic groups (Table 3.1). From the way the data is provided to the Mortality Review Database, it is
not possible to determine if someone identified more strongly with a particular ethnic group.
Therefore, we present the groups here in the order the Ministry of Health follows.
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Table 3.1: Pacific mortality (number of deaths) in children and young people aged 28 days to
24 years by ethnic group and year of death, Aotearoa/New Zealand 2015-19 (n=390 deaths)

. Year of death
Ethnic group

2015 2016 2017 2018 2019 Total
Samoan 30 18 27 25 34 134
Samoan, Cook Islands Maori 0 <3 5 <3 <3 11
Samoan, Cook Islands Maori, Tongan 0 0 0 <3 0 <3
Samoan, Cook Islands Maori, Tuvaluan 0 0 0 <3 0 <3
Samoan, Tongan 0 0 4 3 0 7
Samoan, Tongan, Niuean 0 <3 0 0 0 <3
Samoan, Niuean <3 <3 0 0 <3 5
Samoan, Tokelauan <3 0 0 0 <3 <3
Samoan, Fijian, Rotuman 0 0 0 0 <3 <3
Samoan, Tuvaluan 0 0 <3 0 <3 <3
Cook Islands Maori 21 16 16 11 17 81
Cook Islands Maori, Tongan <3 <3 0 <3 0 4
Cook Islands Maori, Niuean 0 0 <3 <3 0 3
Cook Islands Maori, Fijian 0 0 0 <3 0 <3
Tongan 13 18 13 19 13 76
Tongan, Niuean 0 <3 0 0 <3 <3
Niuean 3 <3 <3 6 4 16
Tokelauan 0 <3 <3 <3 <3 4
Fijian 4 6 3 5 4 22
Fijian, Tuvaluan, Pacific Peoples nfd 0 0 0 0 <3 <3
Indigenous Australian 0 0 0 0 <3 <3
Kiribati <3 0 <3 0 0 <3
Rotuman <3 0 0 0 0 <3
Solomon Islander <3 0 0 <3 0 <3
Tuvaluan <3 <3 0 <3 <3 5
Ni Vanuatu 0 0 0 <3 <3
Pacific peoples nfd 0 0 0 <3 <3 3
Total 79 69 74 81 87 390

Note: Non-Pacific ethnicities are not displayed.
‘nfd’ = not further defined.
Source: Mortality Review Database.

During the 2002-19 period, there were 1,545 deaths in Pacific children and young people. The
highest number of deaths was in those aged 28 days to one year and then numbers reduced in
older age groups. As in the non-Pacific non-Maori population, deaths in the teenage years
increased. This increase, however, was not as high as what might have been expected given the
pattern of death in the population overall (see Figure 3.1).
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Figure 3.1: Pacific mortality (number of deaths) in children and young people aged 28 days to
24 years by age and sex, Aotearoa/New Zealand 2002—-19 (n=1,545 deaths)
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Source: Mortality Review Database.

During the years 2015-19, there were 390 deaths in Pacific children and young people. Nearly half
were due to medical conditions (45 percent), while 23 percent were due to injuries. Suicide and

SUDI each accounted for 16 percent of deaths (Table 3.2).

Table 3.2: Pacific mortality (number of deaths) in children and young people aged 28 days to
24 years by cause of death and age group, Aotearoa/New Zealand 2015-19 combined

(n=390 deaths)

Category <1 1-4 5-9 10-14
year* years years years
Medical 41 30 16 17
Injury 3 14 3 5
Suicide - - - 4
SUDI 62 - - -
Missing data <3 - - -
Total 107 44 19 26

* This category represents infants 28 days and older, and less than one calendar year in age.

Source: Mortality Review Database.

15-19
years

28
22
28

<3
79

20-24
years

43
41
31

115

Total

175
88
63
62
<3

390

Percentage
(%)
449
22.6
16.2
15.9

100.0

The number of deaths by cause has fluctuated over the years since 2002. No clear trends of either
an increase or decrease in the number of deaths are evident (Figure 3.2 and Table 3.3).
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Figure 3.2: Pacific mortality (number of deaths) in children and young people aged 28 days to
24 years by cause and year of death, Aotearoa/New Zealand 2002—-19 (n=1,545 deaths)
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Source: Mortality Review Database.

Table 3.3: Pacific mortality (number of deaths and rates per 100,000 population) in children and
young people aged 28 days to 24 years by age group and year of death, Aotearoa/New Zealand
2015-19 (n=390 deaths)

Percentage

Category 2015 2016 2017 2018 2019 Total (%) Rate

28 days to 1 year 25 19 20 18 25 107 274 2.32*
1-4 years 8 9 10 11 6 44 11.3 27.38
5-9 years 4 4 3 5 3 19 4.9 8.77

10-14 years 7 5 5 <3 8 26 6.7 13.36
15-19 years 17 12 16 22 12 79 20.3 42.95
20-24 years 18 20 20 24 33 115 29.5 69.63
Total 79 69 74 81 87 390 100.0 40.32

* Rate is per 1,000 live births.
Sources: Numerator: Mortality Review Database; Denominator: Stats NZ Total Response Pacific usually resident
population 2015-19, 0-24 years.

Medical conditions were the leading category of death, resulting in 175 deaths from 2015-19. The
most common causes of medical death were neoplasms (n=28), congenital anomalies (n=27),
diseases of the respiratory system (n=24), diseases of the circulatory system (n=21) and diseases
of the nervous system (n=20). Injury accounted for 22.6 percent of deaths; within that category,
transport accounted for 39 deaths (44 percent). There were 63 deaths (16 percent) due to suicide
and 62 (16 percent) due to SUDI (Table 3.4).
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Table 3.4: Pacific mortality (number of deaths and rates per 100,000 population) by cause of death
and age group, Aotearoa/New Zealand 2015-19 combined (n=390 deaths)

Cause of death

Infectious and parasitic disease
Neoplasms

Diseases of the blood and blood-forming
organs and disorders of the immune system

Endocrine, nutritional and metabolic diseases
Mental and behavioural disorders

Diseases of the nervous system

Diseases of the eye and adnexa

Diseases of the ear and mastoid process
Diseases of the circulatory system

Diseases of the respiratory system

Diseases of the digestive system

Diseases of the skin and subcutaneous tissue

Diseases of the musculoskeletal system and
connective tissue

Diseases of the genitourinary system
Pregnancy, childbirth and the puerperium
Certain conditions originating in the perinatal
period

Congenital anomalies

Symptoms and abnormal findings not
elsewhere classified

Total medical

Cut/pierce

Drowning

Fall

Fire/hot object or substance

Firearm

Machinery

Transport

Natural/environmental

Overexertion

Poisoning

Struck by, against

Suffocation

Other specified, classifiable

Other specified, not elsewhere classified
Unspecified

Complications of medical and surgical care

Sequelae of surgical and medical care as
external cause

Assault
Total injury

Child and Youth Mortality Review Committee: 15th data report 2015-19

<1
year*

14

13

41

1-4
years
Medical
4
7

3
3

30
Injury

<3
14

5-9
years

<3
4

10-14
years

<3

17

15-19
years

<3

<3

<3

<3
<3

<3

<3
22

20-24
years

10

<3
<3

43

41

Total

28

<3
14

27

175

<3
16
<3
<3

<3
39
<3

~

<3
<3
<3
<3

10
88

%

2.3
7.2
0.8

2.3

5.1

5.4
6.2

1.0

3.6

6.9
2.3

44.9

2.6
22.6

Rate
2015-

0.93
2.89
0.31

0.93

2.07

2.17
2.48

0.41
0.41
1.45

2.79
0.93

18.09

1.03
9.10
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Rate
Cause of death <1 . 14 59 1014 15719 2024 L % 2015—
year years years years years = years 19
Suicide - - - 4 28 31 63 16.2 6.51
SUDI (28 days to <1 year) 62 - - - - - 62 15.9 6.41
Missing data <3 - - - <3 - <3 X S
Total 107 44 19 26 79 115 390 100.0 40.32

* This category represents infants 28 days and older, and less than one calendar year in age.

‘X’ indicates percentage not calculated due to small numbers.

‘s’ indicates rate not calculated due to small numbers.

Sources: Numerator: Mortality Review Database; Denominator: Stats NZ Total Response Pacific usually resident
population 2015-19, 0-24 years.

Post-neonatal infants

During the 2015-19 period, there were 107 deaths in Pacific post-neonatal infants aged 28 days to
one year. The leading category of death in this age group was SUDI (57.9 percent), followed by
medical conditions (38.3 percent) (Table 3.5). Compared with non-Pacific non-Maori infants, Pacific
infants had a higher rate of SUDI deaths (rate ratio 8.57, 95 percent Cl 5.74-12.79) and a higher
rate of medical deaths (rate ratio 2.21, 95 percent Cl 1.54-3.18) (Table 3.5). Pacific infants had a
higher overall mortality rate, compared with non-Pacific non-Maori infants (rate ratio 3.82, 95
percent Cl 2.98—-4.89).

Table 3.5: Mortality (number of deaths and rates per 1,000 live births) in infants aged 28 days to
less than one year by cause and year of death, Pacific compared with non-Pacific non-Maori,
Aotearoa/New Zealand 2015-19 (n=258 deaths)

Total - Rate - Rate ratio
Category 2015 2016 2017 2018 2019 Pacific ’\:]cc))r:]-li\)/laéccl)f:ic Pacific l\rl]c())r:]-_li\’/la;cl)frlic (95% Cl)
Medical 8 9 7 7 10 41 100 0.89 0.40 2.21 (1.54-3.18)
Injury - - - <3 <3 3 12 0.06 0.05 1.35(0.38-4.78)
SuDI 17 10 13 9 13 62 39 1.34 0.16 8.57 (5.74-12.79)
Missing data - - - - <3 <3 - S - -
Total 25 19 20 18 25 107 151 2.32 0.61 3.82 (2.98-4.89)

‘s’ indicates rate not calculated due to small numbers.
Sources: Numerator: Mortality Review Database; Denominator: Ministry of Health Live Birth Registrations 2015-19.

Children aged one to four years

There were 44 deaths in Pacific children aged one to four years during 2015-19. The leading
category of death was medical conditions. The most common medical causes of death were
neoplasms (n=7), diseases of the respiratory system (n=6), infectious and parasitic diseases (n=4)
and diseases of the circulatory system (n=4). Fourteen deaths were due to injury (31.8 percent),
which included three deaths as a result of each of the following: transport, drowning and ‘struck by,
against’. Compared with non-Pacific non-Maori children, Pacific children aged one to four years had
a higher overall mortality rate, as well a higher rate of deaths from both injury and medical causes
(Table 3.4 and Table 3.6).
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Table 3.6: Mortality (number of deaths and rates per 100,000 population) in children aged one to
four years by cause and year of death, Pacific compared with non-Pacific non-Maori, Aotearoa/New
Zealand 2015-19 (n=175 deaths)

Total number Rate Rate ratio (95%
Category 2015 2016 2017 2018 2019 pacific Non'Pa_Ciﬁ.c Pacific Non-Pa_cifip cl)
non-Maori non-Maori
Medical 4 4 10 8 4 30 88 18.67 8.59 2.17 (1.44-3.29)
Injury 4 5 - 3 <3 14 43 8.71 4.20 2.07 (1.14-3.79)
Missing data - - - - - - - - - -
Total 8 9 10 11 6 44 131 27.38 12.79 2.14 (1.52-3.01)

Sources: Numerator: Mortality Review Database; Denominator: Stats NZ Total Response Pacific usually resident
population 2015-19, one to four years.

Children aged five to nine years

Table 3.7: Mortality (hnumber of deaths and rates per 100,000 population) in children aged five to
nine years by cause and year of death, Pacific compared with non-Pacific non-Maori, Aotearoa/New
Zealand 2015-19 (n=110 deaths)

Total Total

Category 2015 2016 2017 2018 2019 - Non-Pacific - Non-Pacific Rate ratio (95% CI)

Pacific _ Pacific _

non-Maori non-Maori

Medical 3 3 3 5 <3 16 62 7.38 4.63 1.60 (0.92-2.77)
conditions
Injury <3 <3 - - <3 3 28 1.38 2.09 0.66 (0.20-2.18)
Missing data = = = = = = <3 = s -
Total 4 4 3 5 3 19 91 8.77 6.79 1.29 (0.79-2.12)

‘s’ indicates rate not calculated due to small numbers.
Sources: Numerator: Mortality Review Database; Denominator: Stats NZ Total Response Pacific usually resident
population 2015-19, five to nine years.

In Pacific children aged five to nine years during 2015-19, there were 19 deaths. The leading
category of death was medical conditions, with 16 deaths (Table 3.7). The most common medical
conditions causing death were neoplasms (n=4), congenital anomalies (n=3) and diseases of the
nervous system (n=3) (Table 3.4).

No statistically significant differences in the mortality rates were evident between Pacific children
and non-Pacific non-Maori children (Table 3.7).

Children aged 10-14 years

During the 2015-19 period, there were 26 deaths in Pacific children aged 10-14 years. The leading
category of death was medical conditions (n=17). The most common medical conditions causing
death were diseases of the respiratory system (n=5) and diseases of the nervous system (n=4).
Four deaths in this age group were due to suicide. Pacific children aged 10-14 years had
statistically significantly higher mortality rates from medical conditions and overall (Table 3.4 and
Table 3.8).
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Table 3.8: Mortality (number of deaths and rates per 100,000 population) in children aged
10-14 years by cause and year of death, Pacific compared with non-Pacific non-Maori,
Aotearoa/New Zealand 2015-19 (n=112 deaths)

Total = Rate = Rate ratio
Category 2015 2016 2017 2018 2019 Pacific [\rl](c))r:]-_li/laéc(;flllc Pacific Nn(())r;]-lli\’/laécéf:; (95% CI)
Medical 3 3 4 <3 6 17 46 8.74 3.63 2.41 (1.38-4.20)
Injury <3 <3 <3 - <3 5 27 2.57 2.13 1.21 (0.46-3.13)
Suicide 3 <3 - - - 4 13 2.06 1.02 2.01 (0.65-6.15)
Missing data = = = = = = = — - —
Total 7 5 5 <3 8 26 86 13.36 6.78 1.97 (1.27-3.06)

Sources: Numerator: Mortality Review Database; Denominator: Stats NZ Total Response Pacific usually resident
population 2015-19, 10-14 years.

Young people aged 15-19 years

In Pacific young people aged 15-19 years, there were 79 deaths during 2015-19. The leading
categories of death were medical conditions and suicide (n=28 deaths each). There were 22 deaths
due to injury. Of the deaths due to medical conditions, six were due to congenital anomalies and
five due to diseases of the circulatory system. The leading cause of injury death was transport
incidents, which resulted in 10 deaths (45 percent of injury deaths). Mortality rates for Pacific young
people in this age group were statistically significantly higher overall, as well for medical conditions
and suicide, compared with non-Pacific non-Maori (Table 3.4 and Table 3.9).

Table 3.9: Mortality (number of deaths and rates per 100,000 population) in young people aged
15-19 years by cause and year of death, Pacific compared with non-Pacific non-Maori,
Aotearoa/New Zealand 2015-19 (n=426 deaths)

Total = Rate = Rate ratio
Category 2015 2016 2017 2018 2019 Pacific Ij]%?]:inag;gf:? Pacific [\r|100rr11__|:/laéc(|)f:lc (95% CI)
Medical 6 8 5 5 4 28 93 15.22 7.44 2.05 (1.34-3.12)
Injury <3 <3 4 9 5 22 125 11.96 10.00 1.20 (0.76-1.88)
Suicide 9 <3 6 8 3 28 127 15.22 10.16 1.50 (1.00-2.26)
Missing = - <3 - - <3 <3 s S -
Total 17 12 16 22 12 79 347 42.95 27.76 1.55 (1.21-1.98)

‘s’ indicates rate not calculated due to small numbers.
Sources: Numerator: Mortality Review Database; Denominator: Stats NZ Total Response Pacific usually resident
population 2015-19, 15-19 years.

Young people aged 20-24 years

During 2015-19, there were 115 deaths in Pacific young people aged 20-24 years. The leading
category of death was medical conditions; the most common medical causes were neoplasms
(n=10), diseases of the circulatory and respiratory systems (n=7 deaths each) and diseases of the
nervous system (n=6). The leading cause of injury death was transport incidents (51 percent of
injury deaths). Thirty-one deaths were due to suicide. Pacific young people in this age group had
statistically significantly higher rates of medical and injury deaths, and a higher mortality rate overall,
compared with non-Pacific non-Maori young people (Table 3.4 and Table 3.10).

Te Ropa Arotake Auau Mate o te Hunga Tamariki, Taiohi | Te pdrongo raraunga 15 2015-19 54



83

Table 3.10: Mortality (number of deaths and rates per 100,000 population) in young people aged
20-24 years by cause and year of death, Pacific compared with non-Pacific non-Maori,
Aotearoa/New Zealand 2015-19 (n=663 deaths)

Total Rate Rate ratio (95%

Category 2015 2016 2017 2018 2019 Pacific Non-Pa_cifip Pacific Non-Pa_cifip cly
non-Maori non-Maori

Medical 10 7 6 7 13 43 134 26.04 10.21 2.55 (1.81-3.59)
Injury 7 7 8 8 11 41 219 24.83 16.69 1.49 (1.07-2.08)
Suicide <3 6 6 9 9 31 192 18.77 14.63 1.28 (0.88-1.87)
Missing data = = = - — — 3 - 0.23 -
Total 18 20 20 24 33 115 548 69.63 41.76 1.67 (1.36-2.04)

Sources: Numerator: Mortality Review Database; Denominator: Stats NZ Total Response Pacific usually resident
population 2015-19, 20-24 years.
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4. Te mate ohorere o te kbhungahunga | Sudden unexpected death in infancy
(SUDI)

This chapter reports on deaths due to SUDI from 2002 to 2019.

Key findings

e There were 841 deaths from SUDI during the 18 years from 2002 to 2019.

e Forty-five of these deaths occurred in 2019.

e An analysis of the data by broad ethnic categories shows clear inequities: pépi Maori and Pacific babies have higher SUDI rates than
non-Maori non-Pacific infants.

e While over the whole period a reduction in the SUDI rate for Maori was statistically significant, previous gains appear to have reached a
plateau.

e The SUDI mortality rate for Pacific infants fluctuates somewhat; however, over the period 2002—19 there was no statistically significant
increase.

During the years 2002-19, there were 841 deaths due to SUDI in post-neonatal infants (aged 28 days to 11 months). While the SUDI mortality
rate has varied substantially over this time, ranging from a low of 0.55 per 1,000 live births in 2012 to a high of 1.05 per 1,000 live births in
2003, there has been a statistically significant decrease in the overall SUDI rate (Table 4.1 and Figure 4.1).

Table 4.1: Post-neonatal SUDI mortality (number of deaths and rates per 1,000 live births) by year of death, Aotearoa/New Zealand 2002—-19
(n=841 deaths)

2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 Total*

Number of 48 59 55 44 62 54 55 56 54 49 34 36 37 39 37 42 35 45 841
deaths

Rate 089 105 094 075 103 083 084 089 084 079 055 060 064 063 061 070 060 075 0.77
* Regression for trend 2002-19: -0.022 (95% CI -0.032, -0.012; p-value <0.01).
Sources: Numerator: Mortality Review Database; Denominator: Ministry of Health Live Birth Registrations 2002—-19.
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Figure 4.1: Post-neonatal SUDI mortality (number of deaths and rates per 1,000 live births) by year
of death, Aotearoa/New Zealand 2002-19 (n=841 deaths)

70 1.6
60 mm Rate 14
= Number of deaths
(2]
1.2 S
250 5
© 1.0 ¢
§40 =
o 08 8
230 5
§ 0.6 @
20 o)
0.4 6:5
10 0.2
0 0.0
NI I S IR B TN N I NI I RIS
FTEFTTETETTE S S TS S S S S

Year of death

Sources: Numerator: Mortality Review Database; Denominator: Ministry of Health Live Birth Registrations 2002—-19.

An analysis by broad ethnic categories shows clear inequities: Maori and Pacific babies have a
higher SUDI rate than those in the non-Maori non-Pacific group. The SUDI mortality rate for Pacific
post-neonatal infants fluctuates somewhat; however, over the period 2002—19 there is no statistical
evidence of an increase in the SUDI rate (Figure 4.2).
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Figure 4.2: Post-neonatal SUDI mortality (three-year rolling rates per 1,000 live births) by prioritised
ethnic category and year of death (rolling three-year periods), Aotearoa/New Zealand 2002—-19
(n=840 deaths*)
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* Excludes one case with unknown ethnicity.
Sources: Numerator: Mortality Review Database; Denominator: Ministry of Health Live Birth Registrations 2002—19.

Similarly, SUDI mortality rates varied substantially by DHB of residence. Some DHBs had no, or
very few, SUDI deaths during the five-year period, while others had a large humber. In most DHBs
where rates could be calculated, the SUDI mortality rate in pépi Maori was higher than in non-Maori
non-Pacific infants. The pattern was the same for Pacific infants, where the SUDI rates were higher
than in non-Pacific non-Maori infants in each DHB (Table 4.2).
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Table 4.2: Post-neonatal SUDI mortality (number of deaths and rates per 1,000 live births), by DHB
of residence and prioritised ethnic category, Aotearoa/New Zealand 2015-19 combined (n=198

deaths)

DHB of residence

Northland
Waitemata
Auckland

Counties Manukau

Waikato
Lakes

Bay of Plenty
Tairawhiti
Hawke's Bay
Taranaki
MidCentral
Whanganui
Capital & Coast
Hutt
Wairarapa

Nelson
Marlborough

West Coast
Canterbury

South Canterbury

Southern

New Zealand

Deaths

13
<3
11

12
<3

<3
<3

8

<3

114

Maori

Rate

0.73
1.00
1.86
2.21
1.16
S
1.65
1.90
2.37

0.94
1.90
1.44
1.01

1.31

95% ClI

0.24-1.71
0.40-2.06
0.75-3.82
1.40-3.32
0.62-1.98
0.82-2.95
0.62-4.43
1.23-4.15
0.26-2.41
0.52-4.87
0.47-3.37
0.21-2.95

0.58-2.63

1.07-1.55

Deaths

11
17

<3

<3
<3
<3

IN

<3

45

Pacific

Rate

0.73
2.38
1.42
2.61

2.26

S

1.48

‘s’ indicates rate not calculated due to small numbers.

Sources: Numerator: Mortality Review Database; Denominator: Ministry of Health Live Birth Registrations 2015-19.
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95% ClI

0.15-2.13
1.19-4.25
0.82-2.27
0.54-7.62

0.62-5.78

1.08-1.98

Non-Maori non-Pacific

Deaths

<3
<3

<3
<3
<3
<3

<3
<3

<3

<3
7

3

39

Rate

1.15
0.11

S
0.29

0.23

0.21

95% ClI

0.37-2.68
0.02-0.31

0.10-0.75
0.10-1.43

0.12-0.59

0.05-0.67

0.15-0.29

Deaths

10
13
19
42
21
<3
12

A 00O N N B

<3
<3

<3
19

6

198

Total

Rate

0.87
0.33
0.66
1.00
0.75
S
0.79
1.63
1.22
0.52
0.64
1.63
0.47
0.40

0.59

0.35

0.66

95% ClI

0.42-1.60
0.18-0.56
0.40-1.04
0.72-1.35
0.47-1.15
0.41-1.38
0.60-3.56
0.65-2.09
0.14-1.33
0.26-1.31
0.65-3.35
0.20-0.92
0.11-1.02

0.35-0.92

0.13-0.75

0.56-0.75

59
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5. Te mate whakamomori | Suicide mortality

During the 2002-19 period, there were 2,177 deaths due to suicide. The age range for these deaths was 9—-24 years. The rest of this chapter
refers only to deaths in those aged 10-24 years.

Key findings

e During the 2002—-19 period, there were 2,176 deaths due to suicide.

e In 2019, there were 144 suicide deaths in children and young people aged 10-24 years.

e Male deaths are much more common, with an overall male to female ratio of 2.4.

e Inchildren aged 10-14 years, the number of deaths did not differ between males and females.

e Overall, deaths peak at age 20-21 years and reduce in the older years.

e By broad ethnic group, deaths in Maori have an earlier (younger) onset.

o Deaths due to suicide were more frequent in those living in high-deprivation areas, as measured by the New Zealand Deprivation
Index.

The suicide rate in children and young people aged 10—24 years has varied considerably over the past 14 years. The lowest rate occurred in
2014 with 10.39 deaths per 100,000 population, and the highest rate was in 2012 with 16.80 per 100,000 population (Table 5.1). While suicide
mortality rates have fluctuated a lot, no statistically significantly change in the overall rate has occurred over this timeframe (Figure 5.1).

Table 5.1: Suicide mortality (number of deaths and rates per 100,000 population) in children and young people aged 10-24 years by year of
death, Aotearoa/New Zealand 2002-19 (n=2,176 deaths)

2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 Total*

Number
of 93 106 117 112 127 98 123 124 116 140 155 113 97 119 119 137 136 144 2,176
deaths
Rate 10.94 1223 1325 1246 13.88 10.69 13.40 1349 12.60 15.19 16.80 1223 1039 12.62 1250 1425 14.01 14.69 13.11

* Regression for trend 2002-19: 0.100 (95% CI -0.051, 0.251; p-value>0.05).
Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2002—19, 10-24 years.
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Figure 5.1: Suicide mortality (number of deaths and rates per 100,000 population) in children
and young people aged 10-24 years by year of death, Aotearoa/New Zealand 2002—-19
(n=2,176 deaths)
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Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2002-19,
10-24 years.

An analysis by age and sex reveals several patterns. Male deaths due to suicide far outweigh
female deaths, with an overall male to female ratio of 2.4. However, in the childhood years (10-14
years of age) the number of suicide deaths does not differ between males and females. It is not until
adolescence that the higher rate among males becomes evident. From age 17 years onwards,
suicide deaths in males are at least two times higher, and over three times more in some ages,
compared with females. The total number of deaths peaks at age 20-21 years and slightly reduces
in the older years (Figure 5.2).
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Figure 5.2: Suicide mortality (number of deaths) in children and young people aged 10-24 years by

age and sex, Aotearoa/New Zealand 2002—-19 (n=2,176 deaths)
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The age distribution of suicide deaths varies by prioritised ethnic group. Suicide deaths in Maori
tend to have a slightly earlier onset: 64 percent of deaths in those aged 10-14 years are in tamariki
Maori. While the main peak in suicide deaths in children and young people is at 20 years of age,
this varies by ethnic group. For Maori, as well as starting earlier than in other ethnic groups, deaths
due to suicide increase sharply up to 16 years of age and do not start to reduce until 20 years of
age. For those in the European ethnic group, suicide deaths peak at 21 years of age (Figure 5.3).
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Figure 5.3: Suicide mortality (number of deaths) in children and young people aged 10-24 years by
age and prioritised ethnic group, Aotearoa/New Zealand 2002-19 (n=2,173 deaths*)
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MELAA = Middle Eastern, Latin American and African.
Source: Mortality Review Database.

Deaths due to suicide were more frequent in those living in high-deprivation areas, as measured by
the New Zealand Deprivation Index. Nearly half of all deaths (48 percent) occurred in children and
young people living in deprivation deciles 8-10 (Figure 5.4).
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Figure 5.4: Suicide mortality (rates per 100,000 population) in children and young people aged
10-24 years by New Zealand Deprivation Index decile, Aotearoa/New Zealand 2015-19
(n=653 deaths*)
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* Excludes two cases where deprivation was unknown.
Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
10-24 years.
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6. Te mate haere waka | Transport mortality

This chapter provides a broad overview of transport-related mortality in children and young people.
The numbers in this chapter need to be interpreted with caution, given that we generally have no
information about exposure (for example, time spent walking or travelling in a car), which can
influence mortality. This chapter includes all deaths related to transport, including those on and off
the road, in pedestrians, cyclists, all motorised vehicles, and water and aircraft incidents.

Key findings

e Inthe years 2002-19 inclusive, there were 2,330 deaths in children and young people aged 28
days to 24 years due to transport.

e There were 498 deaths in the most recent five-year period, from 2015-19.

o While the number of deaths has been consistent over the most recent five-year period, the
number of deaths has reduced substantially since 2002 in the age groups 15-19 years and
20-24 years.

o Of all transport deaths, the most occurred among car occupants (64.5 percent), followed by
12.2 percent among pedestrians and 7.4 percent among motorcyclists.

o Pedestrian deaths occurred at all ages, with peaks in those aged one to four years and 15-24
years.

e The number of car occupant deaths peaked in those aged 18 years for both males and
females.

o For all road user types, deaths in males far outnumbered those in females.

o Marked disparities were evident by prioritised ethnic group. In particular, in car occupant and
pedestrian deaths, tamariki and rangatahi Maori had significantly higher rates than non-Maori
non-Pacific children and young people.

In the years 2002-19 inclusive, there were 2,330 deaths in children and young people aged 28 days
to 24 years due to transport. There were 498 deaths in the most recent five-year period, from 2015—
19 (Table 6.1).

Table 6.1: Transport mortality (number of deaths and rates per 100,000 population) in children and
young people aged 28 days to 24 years by age group and year of death, Aotearoa/New Zealand
2015-19 (n=498 deaths)

Category 2015 2016 2017 2018 2019  Total Per‘é‘;r")tage nggfo%%r
28 days—<1 year 0 <3 <3 <3 <3 6 1.2 1.99
1-4 years <3 7 3 3 6 21 4.2 1.71
5-9 years 7 6 7 5 6 31 6.2 1.92
10-14 years 4 4 4 9 16 37 7.4 2.39
15-19 years 36 41 28 37 25 167 335 10.56
20-24 years 51 41 56 47 41 236 47.4 14.09
Total 100 100 99 103 96 498 100.0 6.26

Sources: Numerator: Mortality Review Database; Denominator: NZMRDG age-specific Estimated Resident Population
2015-19, 0-24 years.
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The number of deaths from transport has remained similar over the period 2015-19, at between 96
and 103 deaths each year. Most deaths (81 percent) are in adolescents aged 15-24 years (Table
6.1). While the number of deaths has been reasonably similar over the most recent five years, the
number of deaths has reduced substantially since 2002 in the age groups 15-19 years and 20-24
years (Figure 6.1).

Figure 6.1: Transport mortality (rates per 100,000 population) in children and young people aged
28 days to 24 years by age group and year of death, Aotearoa/New Zealand 2002-19
(n=2,330 deaths)
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Sources: Numerator: Mortality Review Database; Denominator: NZMRDG age-specific Estimated Resident Population
2002-19, 0-24 years.

Of all transport deaths, the most occurred among car occupants (64.5 percent), followed by
12.2 percent among pedestrians and 7.4 percent among motorcyclists (Table 6.2).

Te Ropa Arotake Auau Mate o te Hunga Tamariki, Taiohi | Te pdrongo raraunga 15 2015-19 66



95

Table 6.2: Transport mortality (number of deaths) in children and young people aged 28 days to
24 years by transport user type and age group, Aotearoa/New Zealand 2002—19 combined

(n=2,330 deaths)

Category

Pedestrian

Cyclist

Motorcyclist

Car occupant

Pickup truck or van
Heavy transport vehicle
Industrial/agricultural
vehicles

ATVs

Helicopter and aircraft
Watercraft

Other

Unspecified

Total

<1

year*

5

20
<3

27

1-4

years

74
3
<3
54
5
<3
<3

<3

142

5-9
years

34
10
3
52
9
<3

10
4
9

<3

134

10-14
years

28
22
12
73
11
<3

9

6
6

169

15-19
years
72
13
63
685
51
10
3

18
6
10
3

934

20-24
years
72
8
93
619
63
9
14

8
12
19

4

3

924

* This category represents infants 28 days and older, and less than one calendar year in age.

Source: Mortality Review Database.

Total

285
56
172
1,503
141
24
19

47
22
44
13
4
2,330

Percentage

(%)
12.2
2.4
7.4
64.5
6.1
1.0
0.8

2.0
0.9
1.9
0.6
0.2
100.0

The number of deaths from transport incidents is substantially higher among car occupants than
any other transport group. By broad ethnic category, mortality rates were statistically significantly
higher in Maori for car occupants and pickup trucks and vans, compared with other ethnic groups.
Mortality rates for Pacific were similar to non-Pacific non-Maori for all transport groups except

motorcyclists, where Pacific mortality was statistically significantly lower (Figure 6.2 and

Figure 6.3).
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Figure 6.2: Transport mortality (rates per 100,000 population and 95 percent confidence intervals)
in children and young people aged 28 days to 24 years by road user type (five most common types)
and prioritised ethnic category, Aotearoa/New Zealand 2002-19 combined (n=2,152 deaths*)
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* Excludes five cases with unknown ethnicity.
Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2002-19,
0-24 years.

Figure 6.3: Transport mortality (rates per 100,000 population and 95 percent confidence intervals)
in children and young people aged 28 days to 24 years by road user type (five most common types,
excluding car occupants) and prioritised ethnic category, Aotearoa/New Zealand 2002—-19 combined
(n=654 deaths)
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Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2002—19,
0—-24 years.
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Pedestrians

Mortality rates in pedestrians varied considerably by age group, with rates highest in those aged
one to four years and 15-24 years. From the age of five years upwards, the mortality rate was
statistically significantly higher in males than females (Figure 6.4).1°

Figure 6.4: Pedestrian mortality (rates per 100,000 population and 95 percent confidence intervals)
in children and young people aged 28 days to 24 years by sex and age group, Aotearoa/New
Zealand 2002-19 combined (n=285 deaths)
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Sources: Numerator: Mortality Review Database; Denominator: <1 year: Ministry of Health Live Birth Registrations
2002-19; 1-24 years: NZMRDG age-specific Estimated Resident Population 2002-19.

10 The male:female rate ratio for the age group five to nine years was 3.09, 95 percent Cl 1.40-6.82; for the age group
10-14 years, the rate ratio was 2.37, 95 percent Cl 1.05-5.39.
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Car occupants

Over the 18 years from 2002-19, there were 1,503 deaths in car occupants. Most deaths occurred
in adolescents, with numbers increasing steeply around 17 years of age. While the number of
deaths in both males and females increased at a similar age, male deaths were more common,
which was particularly evident from the age of 17 years (Figure 6.5).

Figure 6.5: Car occupant mortality (number of deaths) in children and young people aged 28 days
to 24 years by sex and age, Aotearoa/New Zealand 2002—-19 combined (n=1,503 deaths)
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* Indicates 28 days to less than one calendar year.
Source: Mortality Review Database.

As well as having a higher number of deaths, those aged 15-24 years and males had higher
mortality rates. Figure 6.6 shows that mortality rates in car occupants are statistically significantly
higher in adolescents aged 15—-24 years. Mortality rates are similar by sex in children under the age
of 15 years; however, in those aged 15-19 years and 20-24 years, the mortality rate in males was
statistically significantly higher.

Te Ropu Arotake Auau Mate o te Hunga Tamariki, Taiohi | Te ptrongo raraunga 15 2015-19 70



99

Figure 6.6: Car occupant mortality (rates per 100,000 population and 95 percent confidence
intervals) in children and young people aged 28 days to 24 years by sex and age group,
Aotearoa/New Zealand 2002—-19 combined (n=1,503 deaths)
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Sources: Numerator: Mortality Review Database; Denominator: <1 year: Ministry of Health Live Birth Registrations
2002-19; 1-24 years: NZMRDG age-specific Estimated Resident Population 2002—-19.
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Motorcyclists

During the 2002-19 period, there were 172 deaths in motorcyclists. Of these deaths, 162
(94 percent) were males. As with car occupants, the number of deaths increased from around the

age of 18 years (Figure 6.7).

Figure 6.7: Motorcyclist mortality (number of deaths) in male young people aged
15-24 years by year of age, Aotearoa/New Zealand 2002—-19 combined (n=150 deaths*)
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* Due to small numbers, 10 females were excluded from the figure, as were 12 males under the age of 15 years.
Source: Mortality Review Database.
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Cyclists

During 2002-19, there were 56 cyclist deaths. Of these, 44 were in males and 12 were in females.
The highest mortality rate was in those aged 10-14 years (Figure 6.8).

Figure 6.8: Pedal cyclist mortality (rates per 100,000 population) in children and young people aged
1-24 years by age group, Aotearoa/New Zealand 2002—-19 combined (n=56 deaths)
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Note: There were no pedal cyclist deaths in post-neonatal infants (28 days to one year).
Sources: Numerator: Mortality Review Database; Denominator: NZMRDG age-specific Estimated Resident Population
2015-19, 1-24 years.
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7. Post-neonatal infants: 28 days to less than one year

Table 7.1: Post-neonatal infant mortality (number deaths and rates per 1,000 live births) by cause

and year of death, Aotearoa/New Zealand 2015-19 (n=442 deaths)

Cause of death

Infectious and parasitic disease

Neoplasms

Diseases of the blood and blood-forming organs and disorders
of the immune system

Endocrine, nutritional and metabolic diseases

Mental and behavioural disorders

Diseases of the nervous system

Diseases of the ear and mastoid process

Diseases of the circulatory system

Diseases of the respiratory system

Diseases of the digestive system

Diseases of the skin and subcutaneous tissue

Diseases of the musculoskeletal system and connective tissue
Diseases of the genitourinary system

Pregnancy, childbirth and the puerperium

Certain conditions originating in the perinatal period
Congenital anomalies

Symptoms and abnormal findings not elsewhere classified
Total medical

Cut/pierce

Drowning

Fall

Fire/hot object or substance

Firearm

Machinery

Transport

Natural/environmental

Poisoning

Struck by, against

Suffocation

Other specified, classifiable

Other specified, not elsewhere classified
Unspecified

Complications of medical and surgical care
Sequelae of surgical and medical care as external cause
Assault

Total injury

R950 Sudden infant death syndrome

R959 Other sudden death, cause unknown

R98 Unattended death

R99 Other ill-defined and unspecified causes of mortality
W75 Accidental suffocation and strangulation in bed
W78 Inhalation of gastric contents

W79 Inhalation and ingestion of food causing obstruction of
respiratory tract

Total SUDI
Missing data
Total

2015

Medical
4
4
<3

SuDI
14

21
<3

39

93

‘X’ indicates percentage not calculated due to small numbers.

‘s’ indicates rate not calculated due to small numbers.

2016

<3
<3
<3

<3

<3

<3
<3
<3

17
<3

<3
17

37

82

2017

w |

w ~ |

26
<3

<3
14

42
<3
88

2018

<3
<3

14
<3

11

<3

35

78

2019

31
<3

45
<3
101

Total

16
11
4

4

14

10

215

<3
<3
<3

<3

<3

<3

<3

11

26

79

48

61

<3

<3

198

442

%

3.6
25
0.9

17.9
1.8

10.9
13.8

44.8
0.7
100.0

Rate

2015-19

0.05
0.04
0.01

0.01

0.05
0.03
0.05
0.01

0.66
0.01
1.46

Sources: Numerator: Mortality Review Database; Denominator: Ministry of Health Live Birth Registrations 2015-19.
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Figure 7.1: Post-neonatal infant mortality (hnumber of deaths) by cause and year of death,
Aotearoa/New Zealand 2002-19 (n=1,706 deaths)
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Source: Mortality Review Database.

Figure 7.2: Post-neonatal infant mortality (rates per 1,000 live births and 95 percent confidence
intervals) by NZ Deprivation Index quintile, Aotearoa/New Zealand 2015-19 combined
(n=440 deaths*)
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* Excludes two cases with no available deprivation data.
Sources: Numerator: Mortality Review Database; Denominator: Ministry of Health Live Birth Registrations 2015-19.
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8. Children aged one to four years

Table 8.1: Mortality (number of deaths and rates per 100,000 population) in children aged one to
four years by cause and year of death, Aotearoa/New Zealand 2015-19 (n=252 deaths)

Rate

Cause of death 2015 2016 2017 2018 2019 Total % 2015-19
Medical
Infectious and parasitic disease <3 <3 3 4 <3 11 4.4 0.89
Neoplasms 7 5 7 6 5 30 11.9 2.44
Diseases of the blood and blood-forming organs and - - - - <3 <3 X s
disorders of the immune system
Endocrine, nutritional and metabolic diseases 3 - - <3 <3 6 2.4 0.49
Mental and behavioural disorders - - - - - - - -
Diseases of the nervous system 4 7 8 6 6 31 12.3 2.52
Diseases of the ear and mastoid process - - - - - - - -
Diseases of the circulatory system <3 <3 4 <3 — 9 3.6 0.73
Diseases of the respiratory system 5 4 <3 9 4 23 9.1 1.87
Diseases of the digestive system - <3 - - — <3 X S
Diseases of the skin and subcutaneous tissue - - - - - - - -
Diseases of the musculoskeletal system and connective - - - <3 - <3 X (S
tissue
Diseases of the genitourinary system - - - - — - - -
Pregnancy, childbirth and the puerperium - - - - — - - -
Certain conditions originating in the perinatal period - - - <3 <3 <3 X (S
Congenital anomalies 7 4 7 8 <3 28 111 2.28
Symptoms and abnormal findings not elsewhere classified 4 4 3 5 7 23 9.1 1.87
Total medical 33 28 33 42 30 166 65.9 13.49
Injury

Cut/pierce - - - - - - - -
Drowning 3 <3 7 <3 7 21 8.3 1.71
Fall - - <3 <3 - 3 1.2 0.24
Fire/hot object or substance - - - - — - - -
Firearm - - — — - - - -
Machinery - - - - — - - -
Transport <3 7 3 3 6 21 8.3 1.71
Natural/environmental <3 <3 - - <3 & 1.2 0.24
Poisoning <3 <3 - - - 8 1.2 0.24
Struck by, against <3 <3 - <3 <3 7 2.8 0.57
Suffocation <3 4 <3 - <3 8 3.2 0.65

Other specified, classifiable - = = = — - - —
Other specified, not elsewhere classified - = = = — - - —
Unspecified <3 = = - = <3 X s
Complications of medical and surgical care - - - = = - - -
Sequelae of surgical and medical care as external cause - = = = — - — _

Assault 9 <3 <3 4 4 19 7.5 1.54
Total injury 21 17 14 12 22 86 34.1 6.99
Missing data - - - - - - - -

Total 54 45 47 54 52 252  100.0 20.48

‘X’ indicates percentage not calculated due to small numbers.

‘s’ indicates rate not calculated due to small numbers.

Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
one to four years.
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Figure 8.1: Mortality (number of deaths) in children aged one to four years by cause and year of
death, Aotearoa/New Zealand 2002—-19 (n=1,105 deaths)
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Source: Mortality Review Database.

Figure 8.2: Mortality (rates per 100,000 population with 95 percent confidence intervals) in children
aged one to four years by NZ Deprivation Index quintile, Aotearoa/New Zealand 2015-19 combined
(n=252 deaths)
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Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
one to four years.
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9. Children aged five to nine years
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Table 9.1: Mortality (number of deaths and rates per 100,000 population) in children aged five to

nine years by cause and year of death, Aotearoa/New Zealand 2015-19 (h=155 deaths)

Cause of death

Infectious and parasitic disease
Neoplasms

Diseases of the blood and blood-forming organs and
disorders of the immune system

Endocrine, nutritional and metabolic diseases
Mental and behavioural disorders

Diseases of the nervous system

Diseases of the ear and mastoid process
Diseases of the circulatory system

Diseases of the respiratory system

Diseases of the digestive system

Diseases of the skin and subcutaneous tissue

Diseases of the musculoskeletal system and connective
tissue

Diseases of the genitourinary system

Pregnancy, childbirth and the puerperium

Certain conditions originating in the perinatal period
Congenital anomalies

Symptoms and abnormal findings not elsewhere classified
Total medical

Cut/pierce

Drowning

Fall

Fire/hot object or substance

Firearm

Machinery

Transport

Natural/environmental

Poisoning

Struck by, against

Suffocation

Other specified, classifiable

Other specified, not elsewhere classified
Unspecified

Complications of medical and surgical care
Sequelae of surgical and medical care as external cause
Assault

Total injury

Missing data

Total

2015 2016
Medical
7 11
<3 <3
<3 3
— <3
4 3
<3 <3
4 4
— <3
18 26
Injury
—_ <3
— <3
<3 <3
7 6
<3 -
<3 -
<3 =
13 9
31 35

‘X’ indicates percentage not calculated due to small numbers.
‘s’ indicates rate not calculated due to small numbers.
Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,

five to nine years.

2017

<3
6

<3

<3

2018

<3
4

<3
<3
23

2019
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Total

3
35

<3
20

105

wwo |

%

1.9
22.6

3.9

10.3

2.6
9.7

12.9
1.9
67.7

Rate
2015-19

0.19
2.17

0.37

0.99

0.25
0.93

1.24
0.19
6.51
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Figure 9.1: Mortality (number of deaths) in children aged five to nine years by cause and year of
death, Aotearoa/New Zealand 2002-19 (n=585 deaths)
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Source: Mortality Review Database.

Figure 9.2: Mortality (rates per 100,000 population with 95 percent confidence intervals) in children
aged five to nine years by NZ Deprivation Index quintile, Aotearoa/New Zealand 2015-19 combined
(n=155 deaths*)
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* Excludes one case with no available deprivation data.

Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
five to nine years.
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10. Children aged 10-14 years

Table 10.1: Mortality (number of deaths and rates per 100,000 population) in children aged
10-14 years by cause and year of death, Aotearoa/New Zealand 2015-19 (n=197 deaths)

Cause of death

Infectious and parasitic disease
Neoplasms

Diseases of the blood and blood-forming organs and
disorders of the immune system

Endocrine, nutritional and metabolic diseases
Mental and behavioural disorders

Diseases of the nervous system

Diseases of the ear and mastoid process
Diseases of the circulatory system

Diseases of the respiratory system

Diseases of the digestive system

Diseases of the skin and subcutaneous tissue

Diseases of the musculoskeletal system and connective
tissue

Diseases of the genitourinary system

Pregnancy, childbirth and the puerperium

Certain conditions originating in the perinatal period
Congenital anomalies

Symptoms and abnormal findings not elsewhere classified
Total medical

Cut/pierce

Drowning

Fall

Fire/hot object or substance

Firearm

Machinery

Transport

Natural/environmental

Poisoning

Struck by, against

Suffocation

Other specified, classifiable

Other specified, not elsewhere classified
Unspecified

Complications of medical and surgical care
Sequelae of surgical and medical care as external cause
Assault

Total injury

Suicide

Missing data

Total

2015 2016
Medical
6 5
<3 =
= <3
3 <3
<3 3
<3 4
— <3
<3 <3
16 17
Injury
<3 3
<3 =
<3 =
4 4
<3 <3
<3 -
<3 -
11 8
9 8
36 33

‘X’ indicates percentage not calculated due to small numbers.
‘s’ indicates rate not calculated due to small numbers.
Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,

10-14 years.

2017

<3

<3

<3

<3
<3

2018

2019
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Total

3
28
<3

<3
16
10
13
<3

<3

i

197

%

15
14.2
X

2.0
X
8.1
5.1
6.6
X

X

5.1
2.0
47.7

109

Rate
2015-19

0.19
181
S

0.26
1.03

0.64
0.84

0.64
0.26
6.06
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Figure 10.1: Mortality (number of deaths) in children aged 10-14 years by cause and year of death,
Aotearoa/New Zealand 2002—-19 (n=796* deaths)

35

—o—Medical ——Injury —@— Suicide

w
o
1

N N
o (6]
1 1

[

Number of deaths
[N
(6]

!

2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019
Year of death

* Excludes one missing case.
Source: Mortality Review Database.

Figure 10.2: Mortality (rates per 100,000 population with 95 percent confidence intervals) in
children aged 10-14 years by NZ Deprivation Index quintile, Aotearoa/New Zealand 2015-19
combined (n=197 deaths)
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Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
10-14 years.
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11. Young people aged 15-19 years

Table 11.1: Mortality (number of deaths and rates per 100,000 population) in young people aged
15-19 years by cause and year of death, Aotearoa/New Zealand 2015-19 (n=662 deaths)

Rate

Cause of death 2015 2016 2017 2018 2019 Total % 2015-19
Medical
Infectious and parasitic disease <3 - <3 <3 - 4 0.6 0.25
Neoplasms 14 14 12 8 6 54 8.2 3.41
Diseases of the blood and blood-forming organs and <3 <3 - - — 3 0.5 0.19
disorders of the immune system
Endocrine, nutritional and metabolic diseases 3 <3 <3 <3 <3 10 15 0.63
Mental and behavioural disorders <3 - <3 - - <3 X s
Diseases of the nervous system 6 5 7 8 4 30 4.5 1.90
Diseases of the eye and adnexa - - - <3 - <3 X s
Diseases of the ear and mastoid process - - - - — - - -
Diseases of the circulatory system <3 <3 4 4 4 16 2.4 1.01
Diseases of the respiratory system - <3 <3 <3 — 4 0.6 0.25
Diseases of the digestive system - - - <3 - <3 X S
Diseases of the skin and subcutaneous tissue - - - - - - - -
Diseases of the musculoskeletal system and connective - <3 - - <3 <3 X s
tissue
Diseases of the genitourinary system - - - - — - - -
Pregnancy, childbirth and the puerperium - - - - - - - -
Certain conditions originating in the perinatal period - - - - <3 <3 X s
Congenital anomalies 7 <3 5 <3 7 22 3.3 1.39
Symptoms and abnormal findings not elsewhere classified <3 <3 - <3 6 10 1.5 0.63
Total medical 36 28 33 33 31 161 24.3 10.18
Injury

Cut/pierce - - <3 - - <3 X s
Drowning 6 4 3 <3 - 15 2.3 0.95
Fall <3 - <3 4 - 6 0.9 0.38
Fire/hot object or substance - <3 <3 - - 3 0.5 0.19
Firearm <3 - - - - <3 X s
Machinery - - <3 - <3 3 0.5 0.19
Transport 36 41 28 37 25 167 25.2 10.56
Natural/environmental - - - <3 - <3 X s
Poisoning <3 <3 6 <3 - 11 1.7 0.70
Struck by, against - <3 - - <3 <3 X s
Suffocation <3 <3 - - <3 3 0.5 0.19
Other specified, classifiable - - <3 - <3 3 0.5 0.19
Other specified, not elsewhere classified - - <3 <3 <3 3 0.5 0.19
Unspecified - - - <3 <3 <3 X S
Complications of medical and surgical care - - - - - - - -
Sequelae of surgical and medical care as external cause - - - - - - - -
Assault <3 <3 <3 4 3 11 1.7 0.70
Total injury 47 52 46 53 35 233 35.2 14.73
Suicide 55 42 47 54 65 263 39.7 16.63
Missing data - <3 <3 <3 <3 5 0.8 0.32
Total 138 123 127 142 132 662 100.0 41.85

‘X’ indicates percentage not calculated due to small numbers.

‘s’ indicates rate not calculated due to small numbers.

Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
15-19 years.

Child and Youth Mortality Review Committee: 15th data report: 2015-19



112

Figure 11.1: Mortality (number of deaths) in young people aged 15-19 years by cause and year of
death, Aotearoa/New Zealand 2002—-19 (n=2,989 deaths)

120

—o— Medical —O— Injury
—@— Suicide —»— Missing data

=

o

o
1

Number of deaths
[e)) (o]
o o

N
o
1

O LR __Se e — v

oy oy oy oy oy K oy K oy

2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019
Year of death

Source: Mortality Review Database.

Figure 11.2: Mortality (rates per 100,000 population with 95 percent confidence intervals) in young
people aged 15-19 years by NZ Deprivation Index quintile, Aotearoa/New Zealand 2015-19
combined (n=662 deaths)
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Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
15-19 years.
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12. Young people aged 20-24 years

Table 12.1: Mortality (number of deaths and rates per 100,000 population) in young people aged
20-24 years by cause and year of death, Aotearoa/New Zealand 2015-19 (nh=958 deaths)

Rate

Cause of death 2015 2016 2017 2018 2019 Total % 2015-19
Medical
Infectious and parasitic disease - <3 <3 <3 <3 4 0.4 0.24
Neoplasms 10 13 13 11 13 60 6.3 3.58
Diseases of the blood and blood-forming organs and - - - <3 - <3 X s
disorders of the immune system
Endocrine, nutritional and metabolic diseases 4 <3 & & 5 16 1.7 0.96
Mental and behavioural disorders 3 <3 - - <3 6 0.6 0.36
Diseases of the nervous system 11 8 6 6 9 40 4.2 2.39
Diseases of the eye and adnexa - - - - <3 <3 X 5
Diseases of the ear and mastoid process - - - - - - - -
Diseases of the circulatory system 5 5 10 7 5 32 3.3 1.91
Diseases of the respiratory system <3 4 3 3 4 15 1.6 0.90
Diseases of the digestive system - - <3 - <3 <3 X S
Diseases of the skin and subcutaneous tissue - - - - - - - -
Diseases of the musculoskeletal system and connective <3 - <3 - <3 5 0.5 0.30
tissue
Diseases of the genitourinary system <3 <3 3 - <3 6 0.6 0.36
Pregnancy, childbirth and the puerperium <3 <3 <3 - <3 4 0.4 0.24
Certain conditions originating in the perinatal period - - - - - - - -
Congenital anomalies 7 <3 3 <3 <3 16 1.7 0.96
Symptoms and abnormal findings not elsewhere classified <3 <3 3 7 19 32 3.3 1.91
Total medical 46 39 48 41 66 240 25.1 14.33
Injury

Cut/pierce <3 - - - <3 <3 X s
Drowning 12 6 10 4 6 38 4.0 2.27
Fall <3 - 3 <3 <3 6 0.6 0.36
Fire/hot object or substance - - <3 <3 - <3 X S
Firearm 3 <3 - - - 4 0.4 0.24
Machinery <3 - <3 <3 - 4 0.4 0.24
Transport 51 41 56 47 41 236 24.6 14.09
Natural/environmental - - <3 - <3 <3 X s
Poisoning 3 4 10 6 <3 25 2.6 1.49
Struck by, against - <3 - - - <3 X s
Suffocation <3 <3 <3 <3 - 5 0.5 0.30
Other specified, classifiable <3 - <3 <3 - 3 0.3 0.18
Other specified, not elsewhere classified - - <3 - - <3 X s
Unspecified - - - - - - - -
Complications of medical and surgical care - - - - - - - -
Sequelae of surgical and medical care as external cause - - - - - - - -
Assault 6 5 8 6 14 34 35 2.03
Total injury 81 59 89 68 66 363 37.9 21.67
Suicide 55 69 79 76 70 349 36.4 20.83
Missing data <3 - <3 - 8 6 0.6 0.36
Total 183 167 218 185 205 958 100.0 57.19

‘X’ indicates percentage not calculated due to small numbers.

‘s’ indicates rate not calculated due to small numbers.

Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
20-24 years.
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Figure 12.1: Mortality (number of deaths) in young people aged 20-24 years by cause and year of
death, Aotearoa/New Zealand 2002—-19 (n=3,433 deaths?*)
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* Excludes 11 missing cases.
Source: Mortality Review Database.

Figure 12.2: Mortality (rates per 100,000 population and 95 percent confidence intervals) in young
people aged 20-24 years by NZ Deprivation Index quintile, Aotearoa/New Zealand 2015-19
combined (n=954 deaths*)
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* Excludes four cases with no available deprivation data.
Sources: Numerator: Mortality Review Database; Denominator: NZMRDG Estimated Resident Population 2015-19,
20-24 years.
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13. Mortality by sex
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Figure 13.1: Mortality (number of deaths) in tamariki and rangatahi Maori aged 28 days to 24 years

by age and sex, Aotearoa/New Zealand 2015-19 combined (n=1,012 deaths)

140

120 A

100 ~

80 A

60 -

40 -

Number of deaths

20 A

m Male

B Female

o1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24

Age in years

* This category represents infants 28 days and older, and less than one calendar year in age.

Source: Mortality Review Database.

Figure 13.2: Mortality (number of deaths) in Pacific children and young people aged 28 days to
24 years by age and sex, Aotearoa/New Zealand 2015-19 combined (n=297 deaths)
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Figure 13.3: Mortality (number of deaths) in European children and young people aged 28 days to
24 years by age and sex, Aotearoa/New Zealand 2015-19 combined (n=1,090 deaths)
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Table 13.1: Mortality (number of deaths) in children and young people aged 28 days to 24 years,

by cause of death and sex, Aotearoa/New Zealand 2015-19 combined (n=2,666 deaths)

Medical
Infectious and parasitic disease
Neoplasms
Diseases of the blood and blood-forming organs and immune system
Endocrine, nutritional and metabolic diseases
Mental and behavioural disorders
Diseases of the nervous system
Diseases of the eye and adnexa
Diseases of the ear and mastoid process
Diseases of the circulatory system
Diseases of the respiratory system
Diseases of the digestive system
Diseases of the skin and subcutaneous tissue
Diseases of the musculoskeletal system and connective tissue
Diseases of the genitourinary system
Pregnancy, childbirth and the puerperium
Certain conditions originating in the perinatal period
Congenital anomalies
Symptoms and abnormal findings not elsewhere classified
Total medical
Percentage by sex
Injury
Cut/pierce
Drowning
Fall
Fire/hot object or substance
Firearm
Machinery
Transport
Natural/environmental
Poisoning
Struck by, against
Suffocation
Other specified, classifiable
Other specified, not elsewhere classified
Unspecified
Complications of medical and surgical care
Sequelae of surgical and medical care as external cause
Assault
Total injury
Percentage by sex
Suicide
Percentage by sex
SUDI (<1 year)
Percentage by sex
Missing
Total
Percentage by sex
Source: Mortality Review Database.
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Male

22
120

558
56.9

71
17

[¢]

369

30

15

<3

49
594
72.7
439
67.0
116
58.6
11
1,718
64.4

Female

19
98
7
21
6
63

27
41
6
4
<3
4
23
82
20
423
43.1

18

<3
129

<3

15

<3

<3

31
223
27.4
216
33.0

82
41.4

948
35.6

Total

41
218
11
46

147

817
100
655
100
198
100
15
2,666
100
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14. Overseas residents
Table 14.1: Mortality (number of deaths) in children and young people aged 28 days to 24 years

among non-New Zealand residents, by cause of death and age group, Aotearoa/New Zealand

2015-19 combined (n=67 deaths)

28 days-1 1-4

Category
year years

Medical <3 <3
Injury - <3
Suicide - -
SuUDI <3 -
Missing data - -
Total 3 3

‘X’ indicates percentage not calculated due to small numbers.

Source: Mortality Review Database.

5-9 years Hoe
years

<3 <3

- 6

<3 7

15-19
years

10
<3

17

i?a;f: Total
4 14
29 47
<3 4
= <3
<3 <3
36 67

118

%

20.9
70.1
6.0

100.0

Table 14.2: Mortality (number of deaths) in children and young people aged 28 days to 24 years
among non-New Zealand residents by country of residence and year of death, Aotearoa/
New Zealand 2015-19 (n=67 deaths)

Country
2015

Australia 4
Canada <3
China <3
Cook Islands 0
Denmark 0
Fiji 0
France <3
French Polynesia 0
Germany 0
India 0
Malaysia 0
Qatar 0
Samoa <3
South Korea 0
Tonga 0
USA 5
United Kingdom <3
Total 17

2016
4
0
<3
0

o

Deaths per year
2017

O O O O o o o

8

‘X" indicates percentage not calculated due to small numbers.

Source: Mortality Review Database.

2018

2019
6
<3
<3
0
<3
<3
0
0
<3
0
<3
0
0
<3
0
<3
0
17

Total deaths

Number %
16 23.9
3 4.5
4 6.0

<3 X
<3 X
<3 X
<3 X
<3 X
10 14.9
<3 X
<3 X
<3 X
4 6.0
<3 X
<3 X
11 16.4
4 6.0
67 100.0
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15. Mortality by DHB of residence

Table 15.1: Mortality (number of deaths and rates per 100,000 population) in children and young people aged 28 days to 24 years by DHB of residence and
age group, Aotearoa/New Zealand 2015-19 (n=2,666 deaths)

Number %
28 days—<1 year 1-4 years 5-9 years 10-14 years 15-19 years 20-24 years Rate:t of deaths Number resident
: of deaths
DHB Total % per outside in DHB of deaths
Number Rate* Number Rate Number Rate Number Rate Number Rate Number Rate DHB DHBof idence OUtside
residence DHB
Northland 25 2.18 12 24.48 11 16.53 14 21.96 39 69.72 47 106.17 148 5.6 50.86 27 121 18.2
Waitemata 35 0.89 26 16.21 24 11.80 13 6.87 63 32.30 82 39.63 243 9.1 24.44 90 153 37.0
Auckland 30 1.05 15 13.95 7 5.08 <3 S 38 25.00 73 32.84 165 6.2 21.13 33 132 20.0
Counties 81 1.92 29 17.21 10 4.62 25 12.27 80 39.10 98 46.99 323 121 30.93 82 241 25.4
Manukau
Waikato 60 2.15 29 25.48 20 13.46 18 12.71 70 50.42 98 69.05 295 111 41.40 33 262 11.2
Lakes 12 1.53 8 25.94 3 7.26 8 19.91 27 73.35 34 106.05 92 35 48.66 21 71 22.8
Bay of 31 2.04 18 28.47 7 8.32 13 15.60 42 56.96 56 89.54 167 6.3 43.70 25 142 15.0
Plenty
Tairawhiti 11 3.00 4 26.53 3 15.15 <3 s 14 80.18 18 129.12 52 2.0 58.16 14 38 26.9
Hawke's 19 1.79 16 35.26 10 16.21 16 26.74 22 39.30 48 131 4.9 46.92 13 118 9.9
Bay 105.08
Taranaki 7 0.91 7 21.56 5 11.58 6 14.50 16 42.84 28 90.18 69 2.6 35.73 7 62 10.1
Whanganui 13 3.02 8 17.57 4 17.57 6 27.27 14 66.54 23 126.03 63 24 59.76 16 47 25.4
MidCentral 18 1.64 12 25.95 8 13.29 13 22.11 24 39.09 52 79.56 127 4.8 41.92 21 106 16.5
Capital & 17 0.99 8 11.25 9 9.52 8 8.78 32 29.97 59 42.76 133 5.0 25.64 22 111 16.5
Coast
Hutt Valley 7 0.70 7 17.36 3 5.76 5 10.22 19 38.62 21 44.66 62 2.3 25.05 22 40 35.5
Wairarapa 4 1.57 8 27.21 <3 s - - 8 58.82 9 81.82 25 0.9 36.78 12 13 48.0
Nelson 5 0.67 3 9.02 <3 S 8 6.23 13 29.22 25 70.74 50 1.9 23.16 6 44 12.0
Marlborough
West Coast 3 1.70 6 80.79 <3 S <3 S 6 66.52 10 130.55 28 1.1 61.30 5 23 17.9
Canterbury 41 1.27 29 22.36 19 11.21 17 10.21 76 43.36 98 49.69 280 10.5 32.17 27 253 9.6
South <3 S <3 S <3 S 3 16.46 3 17.03 5 33.47 15 0.6 17.49 <3 14 6.7
Canterbury
Southern 22 1.27 16 21.58 7 7.02 23 23.61 56 48.56 73 55.69 197 7.4 36.82 33 164 16.8
Unknown - - - - - - - - - - <3 s <3 s - <3 - X
Total 442 1.47 252 20.49 155 9.62 197 12.70 662 41.86 958 57.19 2,666 100.0 33.53 511 2,155 19.2

‘X’ indicates percentage not calculated due to small numbers.

‘s’ indicates rate not calculated due to small numbers.

* Rate per 1,000 live births.

T Rate per 100,000 resident population.

Sources: Numerator: Mortality Review Database; Denominator: Ministry of Health Live Birth Registrations 2015-19 for 28 days to less than one year, NZMRDG age-specific Estimated Resident
Population 2015-19 for ages 1-24 years.
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16. Historical data
Table 16.1: Mortality (number of deaths) in children and young people aged 28 days to 24 years by

year of death and age group, Aotearoa/New Zealand 1980-2019

Year

1980
1981
1982
1983
1984
1985
1986
1987
1988
1989
1990
1991
1992
1993
1994
1995
1996
1997
1998
1999
2000
2001
2002
2003
2004
2005
2006
2007
2008
2009
2010
2011
2012
2013
2014
2015
2016
2017
2018
2019

28 days—<1 year

354
309
321
351
366
321
330
324
348
336
255
237
213
207
210
204
195
180
135
153
144
141
107
117
152
109
150
141
134
134
126
126
98

97

88

93

82

88

78

101

1-4 years

138
159
132
111
120
111
135
111
117
111
120
96
102
111
99
90
96
99
84
75
84
75
81
66
57
59
61
81
81
77
65
59
63
51
52
54
45
47
54
52

5-9 years

96
78
81
78
75
87
66
72
69
66
57
63
66
42
54
54
54
51
51
39
48
48
48
38
37
41
32
38
35
33
19
15
30
25
39
31
35
31
28
30

10-14 years

96
96
75
93
84
96
99
93
75
69
63
66
75
57
48
60
66
60
72
66
60
63
a7
61
53
50
43
53
49
54
45
41
46
29
29
36
33
31
44
53

Sources: 1980-2001: Stats NZ. 2002—-19: Mortality Review Database.
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15-19 years

306
318
285
279
276
306
312
324
297
336
300
240
243
249
198
222
258
237
210
198
168
189
163
217
193
204
207
177
196
182
171
172
171
152
122
138
123
127
142
132

20-24 years

342
327
345
381
324
324
351
372
366
360
375
324
333
336
279
330
267
240
222
219
189
210
192
190
195
201
180
205
203
194
195
219
193
162
157
183
167
218
185
205

120

Total

1,332
1,287
1,239
1,293
1,245
1,245
1,293
1,296
1,272
1,278
1,170
1,026
1,032
1,002
888
960
936
867
774
750
693
726
638
689
687
664
673
695
698
674
621
632
601
516
487
535
485
542
531
573
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Figure 16.1: Neonatal, post-neonatal and infant mortality (rates per 1,000 live births) in infants O days to less than one year of age by year of death,
Aotearoa/New Zealand 1980-2019
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1995

1996

1997

1998
1999
2000
2003
2004
2005
2006
2007
2008
2009

2001
2002
2010
2011
2012
2013
2014
2015
2016
2017
2018
2019

Sources: Numerator: Neonatal deaths (0—27 days): 1980—-2006: Stats NZ. 2007—19: Mortality Review Database (PMMRC data). Note: 2019 data for neonatal deaths not yet available. Post-
neonatal deaths (28 days to less than one year): 1980-2001: Stats NZ; 2002—-19: Mortality Review Database (CYMRC data). Infant deaths (0 days to less than one year): sum of neonatal and
post-neonatal deaths, as described above. Denominator: (all) Stats NZ live births 1980-2019.
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Figure 16.2: Mortality (rates per 100,000 population) in children and young people aged 1-24 years by age group and year of death, Aotearoa/New Zealand
1980-2019
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Sources: Numerator: 1980-2001: Stats NZ; 2002—19: Mortality Review Database; Denominator: Stats NZ age-specific estimated population 1980-2019.
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17. New Zealand Deprivation Index

Higher proportions of tamariki and rangatahi Maori live in the most socioeconomically deprived (NZ
Deprivation Index) areas of Aotearoa/New Zealand. During 2002-19, 40 percent of Maori aged 0-24 years,
compared with 15 percent of non-Maori non-Pacific in the same age group, were living in NZ Deprivation
Index deciles 9 and 10. Figure 17.1 shows the distribution of tamariki and rangatahi Maori was heavily
skewed to the most deprived deciles, whereas non-Maori non-Pacific children and young people were
relatively evenly distributed across the deciles. A similar, but more extreme pattern is observed for Pacific
children and young people (Figure 17.2).

Figure 17.1: Percentage of children and young people aged 0-24 years in Aotearoa/New Zealand by
NZ Deprivation Index decile and prioritised ethnic category, Maori and non-Maori non-Pacific, 2015-19

30

m Maori

N
[6)]
1

B Non-Maori non-Pacific

= = )
o 1 o

Percent of children and young people
(3]

o

1 (least 2 3 4 5 6 7 8 9 10 (most
deprived) NZ Deprivation Index decile deprived)

Source: NZMRDG estimated resident population 2015-19, 0-24 years.

Figure 17.2: Percentage of children and young people aged 0—24 years in Aotearoa/New Zealand by
NZ Deprivation Index decile and prioritised ethnic category, Pacific and non-Pacific non-Maori, 2015-19
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Source: NZMRDG estimated resident population 2015-19, 0-24 years.
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BAY OF PLENTY
DISTRICT HEALTH BOARD
HAUORA A TOI

CORRESPONDENCE FOR NOTING

SUBMITTED TO:

Board Meeting 27 October 2021
Prepared by: Maxine Griffiths, Board Secretariat

Endorsed by: Debbie Brown, Senior Advisor, Governance and Quality

Submitted by: Pete Chandler, Chief Executive

RECOMMENDATION:
That the Board notes the correspondence.

ATTACHMENTS:
e Letter from MOH COVID 19 Response — Oxygen Supply and Related Environmental Systems
Programme, dated 5 October 2021

e Letter from Procurement Functional Lead, Ministry of Business, Innovation and Employment re
Carbon Neutral Government Programme — Transitioning the government fleet, dated 14 October
2021
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MANATU HAUORA

133 Molesworth Street
PO Box 5013
Wellington 6140

New Zealand

T+64 4 496 2000

5 October 2021

To: pete.chandler@bopdhb.govt.nz
Cc: sharon@sheapita.co.nz

Dear Pete

As part of our COVID-19 response the Ministry of Health is urgently advancing the targeted upgrade of
infrastructure and selected areas at Tauranga Hospital. These upgrades are to ensure that there is
sufficient oxygen for the treatment of a modelled number of COVID-19 patients, and to improve patient
and staff safety via improvements to the air management systems.

The COVID-19 surge event in the Auckland region has highlighted the importance and urgency of this
work. I'm pleased to report that emergency protocols have been agreed with the oxygen supply chain,
and that work to improve oxygen supply is generally advancing well across the 12 DHBs within the scope
of the programme.

Though only one component of each DHB’s response, ensuring these upgrades are completed is critical
ahead of the next COVID-19 surge event. To this end | would like to confirm your support and priority
facilitation of the remaining upgrades occurring at the hospital, noting the on-ward works do
unfortunately incur disruption and a temporary reduction in beds numbers.

The work at Tauranga Hospital is underway now we have resolved delays in agreeing the DHB’s
preferred treatment ward, associated design revisions and funding arrangements. Building consent has
recently been gained and | understand that the DHB'’s decanting of the spaces are progressing well. The
DHB has agreed to provide good contractor access to the upgrade areas on Ward 4C and ICU and it is
critical that unfettered access remains in place for the agreed duration.

| would appreciate your continued support in facilitating this access as currently planned, noting we are
continually seeking opportunities to bring the completion dates forward. Please indicate by return

email as soon as possible as to whether this support can be maintained for the duration of the works.

Please pass on our thanks to the DHB'’s entire team for their continued perseverance and drive to
complete these critical upgrades to Tauranga Hospital.

Yours sincerely
( = 91}#

Dr Peter Bramley
Chief Executive | Canterbury District Health Board and West Coast District Health Board

Dr Peter Bramley is a Governance Group member of and is contacting you on behalf of the Ministry of Health Covid-
19 Response — Oxygen Supply and Related Environmental Systems Programme.


mailto:pete.chandler@bopdhb.govt.nz
mailto:sharon@sheapita.co.nz
https://www.ccdhb.org.nz/
https://www.ccdhb.org.nz/

Attachment: Summary of Tauranga Hospital Work and Progress

The scope included in the MoH funded works are summarised below:

Infrastructure

1. Oxygen bulk
storage

Scope of Ministry funded work

None — no change required

Progress

N/A
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2. Oxygen liquid to gas
conversion

Upgrade to vaporisers

Forecast completion date:
16/10/2021

3. Oxygen reticulation

None — no change required

N/A

4. Environmental
control systems

Improvements to air management systems in
the following buildings/wards:

e |ICUZonel
e Ward4C

Forecast completion dates:

24/11/2021
23/12/2021

Page 2 of 2



MINISTRY OF BUSINESS,
INNOVATION & EMPLOYMENT
HTKINA WHAKATUTUKI

14 October 2021

Procurement Mandated Agency Chief Executives

Dear Colleagues
Carbon Neutral Government Programme — Transitioning the government fleet

As you know, the Carbon Neutral Government Programme directly relates to the Government’s
priorities of ‘accelerating the recovery and rebuild from the impacts of COVID-19’ and ‘laying
the foundations for the future’, including addressing key issues such as climate change response.
The Government needs to take bold action and show leadership to reduce emissions in its own
activities, in order to demonstrate what is possible to other sectors in the New Zealand economy
and showcase positive action to the rest of the world.

An important component of the Government’s leadership role in this regard is to transition the
Government’s vehicle fleet to low-emissions vehicles. | am writing to remind all procurement
mandated agencies that Cabinet has directed them to have a fleet optimisation and transition
plan in place.

Background

In November 2020 Cabinet agreed that mandated agencies should optimise their fleets with the
aim of reducing the number of vehicles in the government fleet, and to an “electric vehicles first”
policy (where agencies must purchase electric vehicles unless there are operational
requirements that cannot be met) [CAB-20-MIN-0491].

On 6 April 2021, Cabinet made a number of further decisions on the Carbon Neutral Government
programme [CBC-21-MIN-0030 refers], including inviting the Minister for Economic and Regional
Development and the Minister for Climate Change to report back by 21 June 2021 on:

e progress towards transitioning the government fleet to low-emissions vehicles;
e the development of a transition timeline;
e any remaining barriers to the transition and options to address them; and

e advice on mechanisms to support agencies to accelerate the transition including on
different financing options.
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Transition plans

At the same time, Cabinet directed Chief Executives of procurement mandated agencies to
provide costed plans for transitioning to low-emissions vehicles to MBIE, for inclusion in the June
report. MBIE surveyed and sought transition plans from all procurement mandated agencies
between April-June 2021. Given the short response timeframe, some agencies expressed
difficulty in submitting a fully costed transition plan. However, 57 of the 73 fleet-carrying
procurement mandated agencies (including all 29 agencies carrying a total fleet of 100 vehicles
or more) were able to provide insights into the current composition and future state of their
respective fleet. Current indications are that 49 percent of the fleet is expected to transition to
electric vehicles by the end of 2025.

The results of the survey were:

e 57 agencies that responded to the survey account for 98 percent of the current total
of 14,755 vehicles in the government fleet;

e Out of the 57 agencies that responded, 20 agencies have a fleet optimisation and
transition plan in place;

e Afurther 33 responded that they will have one in the next six months; and

e Only 4 agencies did not indicate that a transition plan would be in place.

This finding was noted by Cabinet on 16 August 2021, along with a number of actions underway
to accelerate fleet optimisation and transition. These included agreeing a due date for all
procurement mandated agencies to have a fleet optimisation and transition plan by 1 December
2021. | should emphasise that this is an important priority for Ministers, including the Prime
Minister, who will expect to receive further reports on progress in establishing these plans.

Cabinet also agreed that MBIE and the Energy Efficiency and Conservation Authority (EECA) will
continue to report to Carbon Neutral Government Programme Ministers on optimisation and
transition of the government vehicle fleet.

In order to assist agencies to meet the Government’s expectations for fleet optimisation and
transition plans, MBIE and EECA will provide guidance on the minimum requirements for such
plans to your fleet managers. This will ensure that your agency will have clarity on the minimum
expectations for these plans to meet the Cabinet direction and that you are able to right size
them appropriately for your agency, depending on the size of your fleet.

Please note that further support is available from EECA:

e co-funding of about $30 million was allocated to fleet electrification from the State
Sector Decarbonisation Fund, and approximately $10 million is still available for
projects. This is in addition to financial support from the Clean Car Discount Scheme;

e a further $42 million of operational funding was approved in Budget 2021 to support
fleet optimisation and the leasing of EVs.
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As also noted by Cabinet on 16 August, the following additional actions are underway to support
optimisation and transition:

e establishment of an expert panel consisting of a range of suppliers to provide support
for fleet optimisation and transition plans (this panel is already in place);

e end-to-end guide on fleet optimisation and transition;

e issuing guidance on the parameters of the exemption to procure a petrol or diesel
vehicle due to ‘operational requirements’;

e promoting EVs on the All of Government vehicles catalogue and actively engaging with
agencies on demonstrating value for money.

In conclusion, | reiterate that it is important your agency provide a transition plan by 1 December
2021 to MBIE, through procurement@mbie.govt.nz.

Separate correspondence will be sent to your fleet managers to inform them that we have
written to you and to remind them about the requirement to have a fully costed fleet
optimisation and transition plan in place.

Thank you for your commitment to achieving the aims of the Carbon Neutral Government
Programme.

Carolyn Tremain

Procurement Functional Lead

Te Tumu Whakarae mo Hikina Whakatutuki

Secretary for Business, Innovation & Employment and
Chief Executive
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BOARD WORK PLAN 2021 DiSTRICTOHEALTH BOARD

HAUORA A TOI

Activity Source 27 24 24 28 26 23 28 25 29 27 24
Jan feb Mar Apr May Jun July Aug Sept Oct Nov Dec

Venue — Kahakaharoa Room, Tga v v vV y y
Venue - Conference Hall, Whk v v v v v v
Board only Time (*with CEO) 3  * V \ * y \ * V  * 3  * 3
Board Strategic Sessions y y 3
Joint Bd/Run — Te Waka O Toi v v v
Patient Experience / Story Bd Sec \ y V ‘/ y V V V ‘/ 3 3
Manaakitanga Visits (2.30 pm) Bd Sec v vV v vV v v v
Approve Committee Resolutions Bd Sec 3 y y 3 v y y V 3 3 3
Monitor Interest Declarations Bd Sec \ y y \ y y y y \ \ \
Midland CEOs Meeting Minutes CEO y y \ vV y y V 3 3 3
Reports from Reg / Nat Forums \ y y \ y y Xl Xl \ \ \
6 monthly Board Attendance Bd Sec v Xl >
CEO Report CEO v v \ ‘/ y V V V ‘/ 3 3 og
Dashboard Report GMPF v \ v v v v v v v v v E
PHOs Report GMPF v v v v v v v v v v v 3
Maori Health Dashboard Plan GMMGD V y V \
Employee Health & Safety Report GMCS v v v ‘/
Quarterly IDP Ratings GMPF v v v v
Risk Report GMCS V v \
Draft Annual Plan 19/20 -
Minister’s Priorities V
Annual Plan — approve Draft GMCS 3 V
SHSP and Annual Plan 2018/19
6 month progress report GMPF N N
Annual Report v
Exec/Board/Runanga Planning
Workshop +
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