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Good health is crucial to the wellbeing of individuals, their families, and their communities. By keeping healthy, people are more
able to lead rich and rewarding lives. People who are less healthy may find it more difficult to participate in sports and
recreation, or arts and cultural activities, or simply to complete the tasks of daily living. They may also struggle to socialise with
their family, friends and community [1].
Health and wellbeing are strongly influenced by a wide range of factors, both within and beyond the health system. Factors
largely beyond the health system include environmental, social, and person-centred factors, many of which are reflected across
the domains of the Canterbury Wellbeing Index [2-5].
Health is considered in this domain in terms of health status (self-reported health, acute medical admission rates, and proportion
of the population accessing mental health services) and a number of factors that influence health status. The latter includes both
behavioural factors (smoking, obesity, physical activity, and hazardous drinking) and health system factors (access to primary
health care).

Key trends within health
There are ten indicators reported within this domain, and together, these indicators suggest a mixed pattern of effects on the
wellbeing of greater Christchurch residents.
Self-rated health allows people to weigh up the different aspects of health that they consider most important. In the 2019
Canterbury Wellbeing Survey, more than eight-out-of-ten greater Christchurch respondents reported that their health was good,
very good or excellent - unchanged from 2018. Year 10 students’ smoking in Canterbury and New Zealand has been in steady
decline since the early 2000s. However, the 2019 result of 1.8 percent (the proportion of Canterbury DHB region Year 10
students who smoke every day) suggests a possible upswing in youth smoking in Canterbury (up from 1.2% in 2018). In
addition, the proportion of Year 10 students in the Canterbury DHB region who vape every day has increased statistically
significantly from 1.1 percent in 2015 to 2.2 percent in 2019. Further data points are required to ascertain any ongoing trends
in youth smoking and vaping in Canterbury.
The five indicators sourced from the New Zealand Health Survey (smoking, obesity, physical activity, hazardous drinking, and
unmet need for primary care) all show a pattern for the Canterbury DHB region that is similar to New Zealand overall. The
prevalence of adult smoking in the Canterbury DHB region continues to be in gradual decline, broadly consistent with the
pattern for New Zealand overall. Adult obesity in the Canterbury DHB region is steadily increasing. In 2017/18 approximately
three-out-of-ten Canterbury respondents were obese. The proportion of Canterbury DHB region respondents indicating that
they are physically active has not changed over the last four years and is similar to New Zealand overall: about half of
respondents report at least 150 minutes of moderate-intensity or equivalent physical activity per week. The proportion reporting
drinking alcohol at hazardous levels in the Canterbury DHB region also appears to be similar to New Zealand overall. One-outof-five respondents in Canterbury and New Zealand drinks alcohol at a level that may be considered hazardous. Within the
Canterbury DHB region, and for New Zealand overall, between approximately one-out-of-four and three-out-of-ten respondents
reported some form of unmet need for primary care (on average; in a typical 12-month period) over the last seven years.
The age-standardised rate of acute medical admissions is lower in the Canterbury DHB region than in New Zealand overall.
Canterbury DHB’s rate has increased in line with the New Zealand rate over the last ten years but remains approximately 30
percent lower than the rate for New Zealand overall. Finally, the proportion of the overall population accessing mental health
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services (combined Non-Government Organisations, primary mental health, and specialist mental health services) in the
Canterbury DHB region has increased substantially over the last nine years. The picture varies by age group, with both a larger
proportion accessing services and a greater rate of increase in this proportion for those aged 20 to 64 years.

Key equity issues within health
It is well known that both health status and access to the factors that support or promote health, are unevenly distributed within
the population. Some population groups (for example, on the basis of ethnicity or socioeconomic deprivation) are
disproportionately affected by reduced access to health determinants and by health system factors that influence the
accessibility and quality of care [6,7].
While the majority of greater Christchurch respondents reported good, very good or excellent self-rated health in the 2019
Canterbury Wellbeing Survey (84.8%), a higher proportion of Europeans (85.0%) reported good, very good or excellent health
compared with Māori (83.2%) and Pacific/Asian/Indian (80.7%) respondents.
In the Canterbury DHB region, the smoking prevalence for both Māori and Pacific respondents across the New Zealand Health
Surveys from 2014 to 2017 is substantially higher than for all respondents (39.4% and 36.5%, respectively, compared with
15.2%).
Adult obesity is also unevenly distributed within the Canterbury DHB population. Across the 2014 to 2017 New Zealand Health
Surveys, the prevalence of adult obesity was highest for Pacific respondents (63.4%); higher for Māori respondents (45.6%)
and lowest for Asian respondents (11.2%); compared with all respondents in the Canterbury DHB region (26.6%).
Approximately two-in-five Māori respondents (36.3%) and a similar proportion of Pacific respondents (39.4%) in the Canterbury
DHB region indicated an unmet need for primary health care during the period 2014 to 2017 (compared with 24.6% for all
Canterbury respondents and 15.6% for Asian respondents). Adult respondents living in the most socioeconomically deprived
neighbourhoods had statistically significantly higher rates of unmet need for primary health care compared with those living in
the least deprived neighbourhoods.
There is an increasing proportion of the population in the Canterbury DHB region accessing mental health services, and the
proportions differ between Māori, Pacific, and the overall (total) Canterbury DHB population. Among those aged 0 to 19 years,
service utilisation by Māori is above the total population level, and by Pacific is below. Among those aged 20 to 64 years, the
most notable difference is the higher access rates for Māori compared with the total Canterbury DHB population, with Pacific
being similar to the total Canterbury DHB population. The data do not provide insight as to what extent the differences by ethnic
group are driven by disease burden and/or by other factors, such as service provision, affecting access. However, the higher
proportion of Māori in Canterbury accessing services suggests that this population has a greater burden of mental health
disorder, compared to the total Canterbury DHB population. National data also show that Pacific people have both a greater
burden of mental illness than the general population and low access to services relative to need.

What this means for wellbeing
The health indicators for greater Christchurch present a mixed picture and most results are similar to those for New Zealand
overall. Many of the results are not supportive of individual and community wellbeing (for example obesity, physical activity, and
hazardous drinking). In addition, the indicator breakdowns demonstrate persisting inequities for some population groups.
The relationship between the health indicators and wellbeing is complex. Two important examples are acute medical admissions
and access to mental health care services. The overall relationship between increasing rates of acute medical admissions and
the wellbeing of the Canterbury DHB population is unclear. While improved access to health care may support improved
wellbeing, increased service utilisation may also represent a deterioration in the health and wellbeing status of the population.
Acute medical admissions are likely to be amenable to addressing the wider factors that influence health and by the provision of
good care in the community [8]. Receiving care in the community that results in avoiding hospital admission is a positive
outcome for most people. Lower admission rates are achieved through positive influences on the determinants of health or the
provision of good community health care.
The relationship between increased mental health service access and wellbeing is similarly complex. It is relatively common for a
person to experience mental health problems at some time in their life, and timely and equitable access to health care services
is important for good health and wellbeing. However, increased mental health service access may reflect an increase in mental
health burden in the population, with the initial and ongoing impacts of events such as the Canterbury earthquakes and
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Christchurch mosque attacks of March 2019 being important factors in the picture in Canterbury.

Indicators in this domain
Self-rated health
Smoking and vaping — Year 10
Smoking — Adults
Obesity
Physical activity
Hazardous drinking
Unmet need
Acute medical admissions
Mental health service access
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SELF-RATED HEALTH
Self-rated health allows people to weigh together the different aspects of health that they consider most important [9]. In many
health surveys, self-rated health is measured by a single question [9] and studies have found only very small differences in
responses between different question wordings; suggesting that most single-question measures of health status tap into the
same concept [10]. Self-rated health provides information in addition to standard clinical assessments of health status.
The Canterbury Wellbeing Survey has included the question, ‘In general, how would you rate your health’, since 2017 [11]. The
question is scored using a five-category response format: poor–excellent.
This indicator presents the proportion of those 18 years and over rating their health as good, very good, or excellent, in the 2017
to 2019 Canterbury Wellbeing Surveys.

The figure shows that the proportion of respondents rating their health as good, very good or excellent in the 2019 Canterbury
Wellbeing Survey was 84.8 percent. This proportion is not statistically significantly different from 2018 (82.2%).
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Breakdown by Territorial Authority

The figure shows no statistically significant differences in the proportion of respondents rating their health as good, very good or
excellent in the 2017, 2018, and 2019 Canterbury Wellbeing Surveys, by Territorial Authority (Christchurch City, 84.3%; Selwyn
District, 89.5%; and Waimakariri District, 84.3%, in 2019).

Breakdown by ethnicity

The figure shows the proportion of respondents rating their health as good, very good or excellent, for European respondents,
Māori respondents, and for Pacific/Asian/Indian respondents (85.0%, 83.2%, and 80.7%, respectively, in 2019). European
respondents had better self-rated health (a statistically significantly higher proportion rating their health as good, very good, or
excellent), than Pacific/Asian/Indian respondents in 2018. However, in 2019 there are no statistically significant differences
between the groups.
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Breakdown by age

The figure shows a pattern of generally similar self-rated health (proportion rating their health as good, very good or excellent)
for the age groups 18 to 24 years, 25 to 34 years, 35 to 49 years, 50 to 64 years, and 65 to 74 years, for 2017, 2018, and
2019 (all falling into the range 79.5% to 86.5%). However, self-rated health among those respondents in the 75+ age group was
statistically significantly lower than for the two youngest age groups, in 2017 and 2018 (by approximately 10 percentage points),
and lower (but not statistically significantly lower) in 2019 (76.9%, 75+ years; 85.7%,18-24 years; and 86.2%, 25-34 years).

Breakdown by gender

The figure shows a pattern of generally similar self-rated health (proportion rating their health as good, very good or excellent)
for female and male respondents, in 2017, 2018, and 2019 (no statistically significant differences).
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Breakdown by income

The figure shows a positive relationship between annual household income and self-rated health (that is, the proportion of
respondents rating their health as good, very good, or excellent increases with increasing income). The differences between the
four income groups shown were all statistically significant in 2017 and all but one comparison ($30,000–$60,000 vs. $60,000–
$100,000) were statistically significant in 2018 and 2019. In 2019, almost all (93.0%) of those respondents from the $100,000+
income group rated their health as good, very good or excellent, compared with two-thirds (66.9%) of those from the <$30,000
income group (a substantial and statistically significant difference).
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Breakdown by disability

The figure shows that respondents with a disability or long-term health condition indicated poorer self-rated health (a statistically
significantly smaller proportion rating their health as good, very good or excellent) compared with those without a disability or
long-term health condition over the time period from 2017 to 2019 (54.6% with and 92.3% without a disability or long-term health
condition, in 2019). However, there appears to be a pattern of convergence between the two groups over the last three years.
The proportion of respondents with a disability or long-term health condition, who indicated that their health was good, very good
or excellent, has increased 10.2 percentage points over the period 2017 to 2019 (the difference between the 2017 and 2019
proportions is statistically significant).
Data Sources
Source: Canterbury District Health Board.
Survey/data set: Canterbury Wellbeing Survey to 2019. Access publicly available data from the Community and Public Health (Canterbury DHB)
website at www.cph.co.nz/your-health/wellbeing-survey/
Source data frequency: Annually.
Metadata for this indicator is available at https://www.canterburywellbeing.org.nz/index-data
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SMOKING AND VAPING — YEAR 10
Almost all cigarette smoking begins before 18 years of age (on average, by 15 years of age in New Zealand) [12-16].
International evidence has found that virtually no progressions to daily smoking occur in adulthood [14,16].
Smoking causes more loss of health in New Zealand than any other risk factor [17] and up to two-thirds of regular smokers will
die as a direct result of their smoking [18]. Smoking contributes to six of the eight leading causes of death worldwide (ischaemic
heart disease, cerebrovascular disease, lower respiratory infections, chronic obstructive pulmonary disease, tuberculosis, and
lung cancer) [19].
Reducing youth smoking initiation is a critical component of tobacco control strategies. Therefore, monitoring key patterns and
trends in tobacco use among youth (as well as use of other new tobacco products) is critical to reducing the overall burden of
tobacco-caused morbidity and mortality.
This indicator presents the proportion of Year 10 students (aged 14 or 15 years) who are daily smokers, in the Canterbury DHB
region and for New Zealand overall. The indicator uses data from the ASH Year 10 Snapshot survey, part of the New Zealand
Youth Tobacco Monitor. In addition, from 2015, the Snapshot survey has included questions about the frequency of use of ecigarettes by Year 10 students. The proportion of Year 10 students who use e-cigarettes daily (daily vapers) has been
incorporated into this indicator (2015-2019). Note that e-cigarettes may or may not contain nicotine.

The figure shows that the proportion of Year 10 students (aged 14 or 15 years) in the Canterbury DHB region who smoke every
day has declined steadily over time. The decline in Canterbury was consistent with the national trend to 2015, before declining
further to a statistically significantly lower level than the national figure in 2017 and 2018 (1.1% for Canterbury and 1.9% for
New Zealand in 2018). However, the proportion of daily smokers in Canterbury then increased between 2018 and 2019 to a level
similar to New Zealand (1.8% for Canterbury and 2.1% for New Zealand in 2019). By this measure, the proportion of Year 10
students (aged 14 or 15 years) in the Canterbury DHB region who smoke every day is low by international standards [19],
although, these data suggest a possible upswing in youth smoking in New Zealand.
The figure also shows that the proportion of Year 10 students (aged 14 or 15 years) in the Canterbury DHB region who vape
every day has increased statistically significantly from 1.1 percent in 2015 to 2.2 percent in 2019. The proportion of Year 10
students who vape every day has also increased statistically significantly for New Zealand overall, from 1.1 percent in 2015 to
3.1 percent in 2019. Further data points are required to ascertain any ongoing patterns or trends in youth smoking and vaping
in New Zealand.
Data Sources
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Source: Action on Smoking and Health (ASH).
Survey/data set: ASH Year 10 Snapshot survey to 2019. Custom data request for Canterbury DHB region.
Source data frequency: Annually.
Metadata for this indicator is available at https://www.canterburywellbeing.org.nz/index-data

© Crown copyright 2021 Printed on: 21/04/2021 Page: 10/36

SMOKING — ADULTS
Up to two-thirds of regular smokers will die as a result of their smoking [18]. Smoking causes more loss of health than any other
risk factor [17] and contributes to six of the eight leading causes of death worldwide (ischaemic heart disease, cerebrovascular
disease, lower respiratory infections, chronic obstructive pulmonary disease, tuberculosis and lung cancer) [19].
This indicator presents the proportion of those 15 years and over who are current smokers, based on New Zealand Health
Survey data.

The proportion of Canterbury DHB region respondents (15 years or older) who have reported being current smokers has
fluctuated in recent years. While the prevalence has been lower than for New Zealand overall for most of the years shown in the
time-series, the difference between the Canterbury and New Zealand proportion has not been statistically significant at any
time-point.
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Breakdown by ethnicity

Across the Canterbury DHB region, the smoking prevalence for both Māori (39.4%) and Pacific respondents (36.5%) was
substantially and statistically significantly higher than for all respondents in the Canterbury DHB region (15.2%), in 2014–17.
The smoking prevalence for Pacific respondents appears to have increased between 2011–14 and 2014–17 (26.6% and 36.5%,
respectively). However, the precision of the estimates is low and this difference is not statistically significant. The reported
smoking prevalence for Asian people was below 10 percent at both time-points.

Breakdown by age

The figure shows that the smoking prevalence for respondents in the Canterbury DHB region is highest among those aged 25 to
44 years (statistically significantly higher compared with those aged 65+ years, for 2011–14, and 2014–17). These differences
across the age groups are broadly consistent with the pattern for New Zealand overall [20].
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Breakdown by gender

The figure shows that the smoking prevalence for respondents in the Canterbury DHB region is statistically significantly lower
for females compared with males at both time-points. The size of the difference (approximately 4 percentage points in 2014–17)
is broadly consistent with that seen for New Zealand overall [20].

Breakdown by deprivation

The figure shows that the smoking prevalence for respondents in the Canterbury DHB region is strongly associated with
socioeconomic deprivation (i.e., smoking prevalence increases as neighbourhood deprivation increases). The differences in
smoking prevalence between Canterbury respondents living in neighbourhoods that have the least deprived NZDep13 scores
compared with the most deprived NZDep13 scores are substantial (for 2014–17, Quintile 1, 8.6%; Quintile 2, 13%; Quintile 3,
15.1%; Quintile 4, 23.4%; and Quintile 5, 27.9%). For the Canterbury DHB region (and for New Zealand overall, data not
shown), smoking prevalence is statistically significantly higher for those living in the most deprived (Quintile 5) neighbourhoods
compared to the least deprived (Quintile 1) neighbourhoods (and higher than for Quintile 2 and Quintile 3, in 2014–17).
Data Sources
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Source: Ministry of Health.
Survey/data set: New Zealand Health Survey to 2018. Access publicly available data from the Ministry of Health website
https://minhealthnz.shinyapps.io/nz-health-survey-2017-18-annual-data-explorer/_w_0811ceee/_w_d71b1aef/#!/home
Source data frequency: Survey conducted continuously with data reported annually. Regional results (pooled data) released every 3 years.
Metadata for this indicator is available at https://www.canterburywellbeing.org.nz/index-data
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OBESITY
Obesity is an excessively high amount of body fat in relation to lean body mass, defined as having a Body Mass Index (BMI,
calculated as kg/m²) of 30+, or equivalent for those aged under 18 years [22]. Obesity is associated with an increased risk of a
number of health conditions, including type 2 diabetes, ischaemic heart disease, high blood pressure, some cancers, some
forms of arthritis, and stroke [23]. Rates of obesity have increased in almost all countries in the past three to four decades and
New Zealand now has one of the highest rates of obesity in the world [24,25]. Most of this increase has been attributed to
increased access to foods that are more processed, affordable, and effectively marketed [26]. Energy-dense and nutrient-poor
foods have become the most affordable way to meet daily calorie needs compared to nutrient-rich and high-quality foods,
resulting in low income groups generally having a poorer diet than high income groups [27]. Policies and programmes that make
it easier to eat healthily and exercise regularly are required to reduce obesity at the population level.
This indicator presents the proportion of those 15 years and over who are obese (Body Mass Index, calculated as kg/m², of
30+, or equivalent for those aged <18 years), using New Zealand Health Survey data.

The figure shows that more than a quarter of adult respondents (26.9%) were obese across the Canterbury DHB region in
2017/18. This proportion is statistically significantly lower than the proportion for New Zealand overall of 31.3 percent. The
proportion of respondents aged 15 years and over who are obese in New Zealand has increased statistically significantly
between 2011/12 and 2017/18 (27.9% increasing to 31.3%). The proportion of Canterbury respondents aged 15 years and over
who are obese has also increased overall between the 2011/12 and 2017/18 time-points, however, the differences between
time-points are not statistically significant.
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Breakdown by ethnicity

The figure shows that the proportion of Canterbury DHB region respondents, aged 15 years and over, who were obese was
highest for Pacific people during the 2011–14 and 2014–2017 time periods, compared with Māori and Asian respondents (in
2014–2017, Pacific, 63.4%; Māori, 45.6%; Asian, 11.2%; compared with 26.6% for the total population). The proportion of adult
Māori and Asian respondents who are obese has remained unchanged over the time period shown (45.9% and 10.6%, 2011–14
compared with 45.6% and 11.2%, 2014–17). Pacific and Māori respondents were statistically significantly more likely to be
obese compared with Asian respondents, and the total population, in the Canterbury DHB region, in both time periods.

Breakdown by age

The figure shows that the proportion of respondents aged 15 years and over who are obese in the Canterbury DHB region is
higher for the older age groups, in particular for those aged 45 to 64 years (33.8%) and those aged 65+ years (33.7%) (i.e., a
statistically significantly higher proportion for both age groups than for those aged 15–24 years, in both time periods).
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Breakdown by gender

The figure shows that statistically similar proportions of female and male respondents, aged 15 years and over, are obese in the
Canterbury DHB region (28.8% and 24.9% respectively, for 2014–17).

Breakdown by deprivation

The figure indicates that adult obesity in the Canterbury DHB region is associated with socioeconomic deprivation. The
differences indicate that respondents (aged 15 years and over) who live in neighbourhoods that have the least deprived
NZDep13 scores are less likely to be obese compared with respondents who live in neighbourhoods with the most deprived
NZDep13 scores (for 2014–17, Quintile 1, 25.2%; Quintile 2, 24.2%; Quintile 3, 27.1%; Quintile 4, 30.1%; and Quintile 5;
33.9%). However, the differences are not statistically significant.
Data Sources
Source: Ministry of Health.
Survey/data set: New Zealand Health Survey to 2018. Access publicly available data from the Ministry of Health website
https://minhealthnz.shinyapps.io/nz-health-survey-2017-18-annual-data-explorer/_w_0811ceee/_w_77576899/#!/home
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Source data frequency: Survey conducted continuously with data reported annually. Regional results (pooled data) released every 3 years.
Metadata for this indicator is available at https://www.canterburywellbeing.org.nz/index-data
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PHYSICAL ACTIVITY
Regular physical activity is one of the most important things that people can do for their health. The benefits of physical activity
include reduced risk of excessive weight gain in adults, reduced risk of cardiovascular disease, reduced risk of type 2 diabetes
and metabolic syndrome, reduced risk of some cancers, maintaining/improving bone density and muscle function, preventing
falls, improving mental health and mood, improved cognitive function, reduced risk of dementia, and improving/maintaining the
capacity to carry out the activities of daily living [28]. Overall, physical activity can increase individuals’ chances of living longer
and increase the levels of individual and community wellbeing [28].
This indicator presents the proportion of those 15 years and over who report that they are physically active in the New Zealand
Health Survey. Being physically active is defined as undertaking at least 30 minutes of brisk walking or other moderate-intensity
physical activity (or equivalent vigorous activity) for at least 10 minutes at a time, on at least five days per week (such as 150
minutes of moderate-intensity or equivalent physical activity per week) [29,30].

The figure shows that the proportion of respondents aged 15 years and over who indicated being physically active (at least 150
minutes of moderate-intensity or equivalent physical activity per week), was statistically similar in the Canterbury DHB region
and New Zealand, over the period 2014/15 to 2017/18 (55.4% and 54.4% respectively, 2017/18). During the time period
2011/12–2014/15, the New Zealand Health Survey recorded notably higher levels of physical activity for respondents from the
Canterbury DHB region, compared with respondents from across all of New Zealand. The reason for this picture is unclear, and
the possibility of systematic error should be considered (for example, sampling error or response bias).

© Crown copyright 2021 Printed on: 21/04/2021 Page: 19/36

Breakdown by ethnicity

The figure shows the proportion of Māori, Pacific and Asian respondents, and all respondents, aged 15 years and over in the
Canterbury DHB region, who indicated being physically active (at least 150 minutes of moderate-intensity or equivalent physical
activity per week) for the periods 2011–14 and 2014–17. There were no statistically significant differences in the proportion of
respondents who indicated being physically active across the different ethnic groups for either time period (51.9% for all
respondents, 54.0% for Maori, 57.1% for Pacific, and 41.7% for Asian, 2014–17).

Breakdown by age

The figure shows a pattern of higher proportions of respondents being physically active (at least 150 minutes of moderateintensity or equivalent physical activity per week) for the middle two age groups (25–44 years, 54.5% and 45–64 years, 55.1%,
2014–17) compared with the youngest (15–24 years, 46.8%, 2014–17) and the oldest age group (65+ years, 45.1%, 2014–17).
However, the differences are not statistically significant (with the exception of 15–24 years vs. 25–44 years, in 2011–14).
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Breakdown by gender

The figure shows that similar proportions of female and male respondents aged 15 years and over in the Canterbury DHB
region indicated being physically active (at least 150 minutes of moderate-intensity or equivalent physical activity per week), for
the periods 2011–14 and 2014–17. For the 2014–17 period, the proportion of females who were physically active (49.1%) was
less than that for males (54.7%), however, the difference is not statistically significant.

Breakdown by deprivation

The figure shows the proportion of respondents aged 15 years and over in the Canterbury DHB region, who indicated being
physically active (at least 150 minutes of moderate-intensity or equivalent physical activity per week) for the periods 2011–14
and 2014–17, by level of neighbourhood deprivation. The differences in the proportions of respondents who reported being
physically active, from neighbourhoods that have the least deprived NZDep13 scores compared with the most deprived NZDep13
scores, are not statistically significant (for 2014–17, Quintile 1, 53.5%; Quintile 2, 54%; Quintile 3, 49.3%; Quintile 4, 52.8%;
and Quintile 5, 45.1%).
Data Sources
© Crown copyright 2021 Printed on: 21/04/2021 Page: 21/36

Source: Ministry of Health.
Survey/data set: New Zealand Health Survey to 2018. Access publicly available data from the Ministry of Health
website https://minhealthnz.shinyapps.io/nz-health-survey-2017-18-annual-data-explorer/_w_0811ceee/_w_77576899/#!/home
Source data frequency: Survey conducted continuously with data reported annually. Regional results (pooled data) released every 3 years.
Metadata for this indicator is available at https://www.canterburywellbeing.org.nz/index-data
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HAZARDOUS DRINKING
Alcohol is the most commonly used recreational drug in New Zealand, and approximately one-in-five people over the age of 15
drink alcohol at levels that may be considered hazardous [31]. Hazardous drinking refers to an established drinking pattern that
carries a risk of harming the drinker’s physical or mental health, or having harmful social effects on the drinker or others
[32,33]. Alcohol is causally related to over 60 different health conditions and for almost all of these conditions, heavier alcohol
use means higher risk of disease or injury (the level of consumption that minimises health loss is zero) [34-36]. It is estimated
that between 600 and 1,000 people die from alcohol-related causes each year in New Zealand [37].
This indicator presents the proportion of those 15 years and over who are hazardous drinkers, using New Zealand Health
Survey data, 2016/17 and 2017/18. Hazardous drinking is defined as a score of 8 or more on the 10-question Alcohol Use
Disorders Test (AUDIT) [32]. The time-series for this indicator is currently limited to two time-points, due to a change in
measurement and resultant break in the previous time-series in 2015/16.

The figure shows that in the Canterbury DHB region and New Zealand, approximately one-in-five respondents over the age of 15
drink alcohol at levels that may be considered hazardous.
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Breakdown by gender

The figure shows that the prevalence of hazardous drinking within the Canterbury DHB region differed by gender in 2016/17
and 2017/18. Men were approximately twice as likely as women to report hazardous drinking (29.8% and 12.4%, respectively,
in 2016/17, and 29.6% and 13.7%, respectively, in 2017/18; indicating substantial and statistically significant differences by
gender at both time-points).
Data Sources
Source: Ministry of Health.
Survey/data set: New Zealand Health Survey to 2018. Access publicly available data from the Ministry of Health website
https://minhealthnz.shinyapps.io/nz-health-survey-2017-18-annual-data-explorer/_w_0811ceee/_w_77576899/#!/home
Source data frequency: Survey conducted continuously with data reported annually. Regional results (pooled data) released every 3 years.
Metadata for this indicator is available at https://www.canterburywellbeing.org.nz/index-data
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UNMET NEED
Primary health care services such as general practices and medical centres are usually the first point of contact with the health
system. Good access to primary care is particularly important for vulnerable groups, including those who experience
socioeconomic disadvantage [38]. The availability, coordination, and appropriateness of services, as well as funding
arrangements, all influence how easily people can access the health and disability services they need [39,40].
This indicator presents the proportion of those 15 years and over reporting unmet need for primary health care as recorded in
the New Zealand Health Survey. Unmet need in this context is defined as people having experienced one or more of the
following types of unmet need for primary health care in the last 12 months: unable to get an appointment at their usual medical
centre within 24 hours; unmet need for GP services due to cost and/or lack of transport; unmet need for after-hours services
due to cost and/or lack of transport.

The figure shows, on average, about one-in-four Canterbury DHB region respondents reported experiencing some form of
unmet need for primary care, in a typical 12-month period, over the time-series shown. The proportion of Canterbury DHB
region respondents reporting unmet need for primary care has increased year-on-year since 2014/15. Unmet need for primary
care in the Canterbury DHB region was statistically similar to New Zealand overall in 2017/18 (30.2% and 32.0%, respectively).
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Breakdown by ethnicity

Approximately two-in-five Māori respondents in the Canterbury DHB region (36.3%) and a similar proportion of Pacific
respondents (39.4%) indicated an unmet need for primary health care during the period 2014–17 (compared with 24.6% for all
respondents in the Canterbury DHB region). This was consistent with the previous time period (40.9% and 38.6% for Māori and
Pacific, respectively, in 2011–14). Asian respondents had a lower prevalence of unmet need for primary health care compared
to all respondents in 2014–17 (15.6% compared to 24.6%), however this difference was not statistically significant. Overall, the
pattern of unmet need for primary health care by ethnicity appears similar for the two time periods.

Breakdown by age

The figure shows a pattern of relatively higher unmet need for primary care (proportion of respondents aged 15 years and over
reporting unmet need for primary health care in the past 12 months) for the 25 to 44 years age group in the Canterbury DHB
region. In the current result, the proportion of respondents in the 25 to 44 years age group reporting unmet need (29.4%) was
statistically significantly higher than for young people (15–24 years, 19.8%) and older people (65+ years, 19.0%).
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Breakdown by gender

The figure shows a pattern of a higher level of unmet need for primary care (proportion of respondents aged 15 years and over
reporting unmet need for primary health care) for female respondents compared with male respondents in the Canterbury DHB
region. The proportion of female respondents indicating unmet need for primary care decreased statistically significantly
between 2011–14 and 2014–17, from 33.8 percent to 29.7 percent. The decrease in the proportion of male respondents
indicating unmet need for primary care was smaller but still statistically significant (21.8% in 2011–14 decreasing to 19.7% in
2014–17).

Breakdown by deprivation

The figure shows that adult respondents living in the most socioeconomically deprived neighbourhoods of the Canterbury DHB
region had statistically significantly higher rates of unmet need for primary health care in the past 12 months in the time period
2014–17 (31.4%) compared with those living in the least deprived neighbourhoods (19.5%). The pattern of unmet need for
primary care, by neighbourhood deprivation, appears to be relatively consistent across the two time periods.
Data Sources
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Source: Ministry of Health.
Survey/data set: New Zealand Health Survey to 2018. Access publicly available data from the Ministry of Health
website https://minhealthnz.shinyapps.io/nz-health-survey-2017-18-annual-data-explorer/_w_0811ceee/_w_77576899/#!/home
Source data frequency: Survey conducted continuously with data reported annually. Regional results (pooled data) released every 3 years.
Metadata for this indicator is available at https://www.canterburywellbeing.org.nz/index-data
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ACUTE MEDICAL ADMISSIONS
In an acute medical admission, a person is admitted to a hospital because they require urgent specialist attention, for any of a
wide range of medical or frailty-related conditions.
An increase in acute medical admission rates may reflect improved access to health care but is more likely to represent a
deterioration in the health status of the population and/or lost or underexplored opportunities to both protect against risk factors
for developing long-term conditions and support people to manage those conditions by providing good care in the community
(mainly through organised general practice) [8].
The most likely drivers of change in acute medical admission rates include: changes to provision of primary and community
health care services [41]; demographic changes (for example an ageing population or changes in the proportions in different
ethnic groups); shifts in the socioeconomic status of the population; changes in the prevalence of disease [42], including due to
changes in risk factors such as smoking and alcohol consumption [43]; changes in the social context, such as increased
expectations from patients; and other unknown factors [8].
Canterbury has had a long-standing primary care-led acute demand programme (Acute Demand Management Services,
ADMS) that has focused on hospital admission avoidance, and 34,000 people were managed in the community in 2018/19 via
the ADMS. The impact of this programme has been to enable a lower level of hospital admissions in Canterbury.
This indicator presents the age-standardised rate of acute medical admissions per 100,000 population, for all ages, in the
Canterbury DHB region and New Zealand, 2008–2019.

The figure shows that the age-standardised rate of acute medical admissions has been steadily increasing over time in
Canterbury DHB, and in New Zealand overall (Canterbury DHB, 4,743/100,000 and New Zealand, 6,809/100,000 in 2008/09
compared with Canterbury DHB, 5,772/100,000 and New Zealand, 7,945/100,000 in 2018/19). During the period 2008/09 to
2018/19, Canterbury DHB has maintained a lower age-standardised acute medical admission rate than New Zealand overall
(≈30% difference).
Data Sources
Source: Canterbury District Health Board.
Survey/dataset: National Minimum Dataset, NZ Statistics population projections for population based funding.
Source data frequency: Annually.
Metadata for this indicator is available at https://www.canterburywellbeing.org.nz/index-data
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MENTAL HEALTH SERVICE ACCESS
It is relatively common for a person to experience a mental health disorder at some time in their life [44-46]. About 20 percent of
the population may be experiencing a mental health disorder at any time [17,45,47]. Individuals with mental health disorders are
at greater risk for decreased quality of life, educational difficulties, lowered productivity and poverty, homelessness, social
problems, vulnerability to abuse, additional physical health problems, stigma, and suicide [44,45,48].
The first Blueprint for Mental Health Services in New Zealand [49] was based on an estimated three percent of the population
needing access to publicly funded specialist mental health services in any six month period. Subsequently, the definition of the
mental health and addiction sector has been broadened to include primary and community care and the delivery of responses
beyond those most severely affected, acknowledging the impact of less severe mental health and addiction issues on people’s
health and day-to-day functioning [50]. Earlier access to services may reduce a person’s progression to more severe
conditions. With this transformation it is noted that more than three percent of the population will need to access newly
integrated services [50].
Mental health care in New Zealand has undergone a transformation over the last several decades, moving from an institutional
model to a model centred on engagement with services in community settings [45]. In recent years, record numbers of people
have accessed mental health and addiction services across New Zealand [45,46]. This increase is consistent with international
trends and has occurred in the context of population growth, growing social awareness, and increasingly open discussion of
mental health issues.
Disasters such as the Canterbury earthquakes have well-documented negative impacts on mental health [51-53] with an
estimated five to ten percent of the population likely to experience a deterioration in their psychological health and to seek or
require intervention in the long term [54]. These impacts relate both to the immediate effects of the disaster and to ongoing or
secondary stressors, such as a continued lack of infrastructure [55,56].
International literature suggests that approximately eight percent of those affected by mass shootings - such as the March 2019
Christchurch mosque attacks - may have moderate symptoms, and two percent chronic dysfunction [57]. The impact on
individuals will be influenced by aspects including pre-existing risk factors, level of exposure to the incident, and different coping
strategies [57].
This indicator presents the proportion of the population accessing mental health services (combined Non-Government
Organisations, primary mental health, and specialist mental health services) in the Canterbury DHB region.
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The figures show that the proportion of the Canterbury DHB population accessing mental health services (combined NonGovernment Organisations, primary mental health and specialist mental health services) has increased substantially over time.
The picture varies by age group, with both a larger proportion accessing services and a greater rate of increase in this
proportion for 20 to 64-year-olds (3.9% and 6.5% in March 2010 and March 2019, respectively) compared to 0 to 19-year-olds
(2.3% and 3.3% in March 2010 and March 2019, respectively). Without national or other District Health Board data as
comparators, it is difficult to determine from these data to what extent the increase in access is due to the impact of the
Canterbury earthquakes, however an increase in mental health and addiction issues following natural disasters is well
recognised [51-54]. The data time-series presented (to end March 2019) will not reflect the impact of the 15 March Christchurch
mosque attacks on mental health service access.
The proportion of the population accessing mental health services differs between Māori, Pacific, and the total Canterbury DHB
population. Service access for Māori and Pacific people appears notably different, both from each other, and in relation to the
total Canterbury DHB population.
Among those aged 0 to 19 years, service access by Māori is above the total Canterbury DHB population level, and by Pacific is
below. Among those aged 20 to 64 years, the most notable difference is the gap between Māori and the total population, with
Pacific being similar to the total Canterbury DHB population. The data do not provide insight into the extent the differences by
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ethnic group are driven by disease burden and/or other factors, including service factors affecting access, such as cultural
appropriateness. The proportion of Māori in Canterbury accessing services suggests that this population has a greater burden
of mental disorder compared to the total population, and this pattern is also seen nationally [47]. For Pacific people, national
data indicate both a higher burden of mental illness than the general population and low access to services relative to need,
particularly for Pacific children and adolescents [47,50].
Figure 9.1c also shows that the mental health service use in Canterbury for those aged 65 years and over has been consistently
below five percent of the population over the period 2010 to 2019.
Data Sources
Source: Canterbury District Health Board.
Survey/data set: Administrative data to 2019. Custom data request for Canterbury DHB region.
Source data frequency: Annually.
Metadata for this indicator is available at https://www.canterburywellbeing.org.nz/index-data
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FIND OUT MORE
> New Zealand Health Survey
This annual survey is conducted by the Ministry of Health, and contains many indicators of health for adults and children available at both national
and regional level.
> Canterbury DHB annual report
The 2018/19 annual report from the Canterbury DHB includes data on a number of health issues.
> Health indicators
A Ministry of Health-funded, Massey University website that provides data at a regional level on a number of health-related indicators, including
hospital use, cancer, and alcohol harm.
> Mana Ake - Stronger for Tomorrow
This is an initiative to promote wellbeing and positive mental health for children in school years 1-8 across Canterbury.
> Christchurch Alcohol Action Plan
The Christchurch Alcohol Action Plan 2017-2021 includes strategies and actions aimed at reducing alcohol harm across Christchurch. The Plan is
informed by New Zealand and international evidence, local data, and by what our stakeholders and communities are saying about alcohol-related
harm and how best to reduce it.
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