
Our health system is world class, but faces many threats. For the money 
we spend, New Zealand’s health system punches above its weight 
internationally. However, we face many of the same challenges and 
rising costs that other countries face and as a result, health spending 
is chewing up a larger and larger chunk of our national income. Health 
spending rose from 3% of GDP in 1950 to over 6% in 2010. This trend 
will continue, with spending predicted to rise to around 10% in 2060. 
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Also bear in mind that this is only two thirds of the 
total cost of health – the rest mostly comes from 
ACC levies, out of pocket payments, and insurance 
expenses. That means by 2060, healthcare could 
cost 15c in every dollar we earn. 

It is unlikely that today’s young people will accept 
the tax rises necessary to pay for both rising health 
and superannuation costs in the future. To keep our 
world class public health system, we need to start 
future-proofing it now – not wait until there’s a 
public outcry, or hastened kneejerk cuts driven by  
a budgetary crisis. 

Rising costs are an international trend, and are due 
to the following factors (in order of magnitude):

1. Rising expectations – around 40% of the increase 
in costs is because people demand more treatment 
for the same condition than they did in the past. 

2. Ageing population – while ageing doesn’t cost 
more per se, the last year of life can sometimes 
run up a large bill. As more of the boomer 
generation approach death, costs faced by our 
health system will increase commensurately; 
by one estimate each person costs well over 
$20,000 in their last year of life. Also boomers 
are a major part of the health workforce and 
are retiring in increasing numbers, so there will 
be fewer doctors and nurses to do their hip 
operations. 
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http://www.treasury.govt.nz/government/longterm/fiscalposition/2016/he-tirohanga-mokopuna/06.htm
http://morganfoundation.org.nz/end-of-life-costs-in-new-zealand/?v=8e3eb2c69a18
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3. New technologies – which tend to cost more  
but aren’t always cost-effective. New technology 
often keeps people alive longer, which means 
they eventually need more treatment. This 
can still be a good investment if we are 
getting healthy life years as a result, but often 
treatments are used to offer false hope, extend 
life by a short period with no improvement in 
quality of life, all the while driving up expense. 

4. Lack of prevention – this results in greater 
incidence of chronic disease. Diet-related illnesses 
such as diabetes and heart disease already cause 
around 11% of avoidable deaths.2 While heart 
disease is declining, diabetes is rapidly rising.  
On current trends one in three New Zealanders 
could eventually develop this debilitating 
condition that shortens lives by around ten years. 
While not a perfect predictor, obesity rates are 
correlated with diet-related diseases. Currently 
one in three adults are obese, and a similar 
proportion of children are either overweight  
or obese. This impacts on productivity (lowering 
tax revenue), and increases the costs to our 
health system alone by around $1b. 

We simply cannot meet future demand 
pressures for increased health spending. 
Even if we had unlimited cash – which 
we don’t – we don’t have the hospitals, 
doctors and nurses we need, especially 
since so many of the workforce are retiring 
baby boomers. Demand for hospital 
treatment is expected to rise faster than 
we can possibly afford in coming years.3 

There are massive inequities in risk faced by  
different members of society. Some of this is 
completely predictable based on the activities  
people undertake. For example while we have a  
no fault ACC system, the risks of certain activities 
are vastly higher than the premiums paid. The riders 
of high-powered (600cc+) motorcycles cost 20 times 
more to insure than car drivers do. In total claims 
involving motorcycles cost $114m but motorcyclists 
contribute $27m. 

The ACC costs of high-risk, high cost leisure activities 
such as rugby are also high; our calculations suggest 
each rugby player costs over $600 per year in ACC 
claims, which is more than four times that of other 
leisure activities. There are also questions over 
whether truck owners are on a level playing field  
with rail, given the full costs of their accident risk. 

In the first instance, TOP’s approach is to make  
any such cross subsidy more transparent. But the 
scope for making ACC more responsive to individual 
risk profiles is considerable – both in terms of 
extending the gambit of user funding of high risk 
endeavours, and in introducing no claims bonuses  
for successful risk management practices. This  
public debate is likely to happen when the true  
cross subsidy is made transparent. 

There are also massive inequities in the public  
health system – the squeaky wheel gets the oil  
while the silent people may have greater needs  
but tend to miss out4. In other words while we may 
call it a public health service it is actually an advocate 
system – if you are louder than the next patient 
you get served first. From a pure, quality-adjusted 
life years perspective, our health system has been 
captured by an elite.

Finally we are not getting the best out of our health 
system. Staff are the biggest cost, but they aren’t 
always employed in the way that allows them to 
use all their skills. Health services are becoming 
increasingly specialised, but we continue to provide 
services in regional hospitals regardless of the 
quality of services provided and their cost. 

http://www.TOP.org.nz
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Our health system should aim to give 
everyone a longer, healthier life

We spend too much on keeping people alive at  
the end of their lives and not enough on preventing 
illnesses, particularly amongst the poorer members 
of society. We spend very little (2.7%) of our budget 
on prevention, and our primary care has a relatively 
high cost, which acts as a barrier for users. As a 
result, while New Zealand has similar rates of people 
with multiple chronic diseases as other countries 
(13%), rates are almost 3 times higher (34%) for 
people on low incomes. This group drives most  
of the costs within the health system. 

Investment in mental health is a crucial part  
of prevention. Many people with multiple chronic 
conditions also have mental health problems.  
Clearly there is a problem with mental health funding 
in New Zealand, as set out by the People’s Mental 
Health Report. UNICEF has highlighted the issue, 
ranking New Zealand as the worst in the developed 
world for teen suicide. However the impacts of 
poor mental health are far reaching, including 
homelessness, addiction, and criminal justice. 

The evidence on what works in mental health isn’t 
great. However, we do know that prevention is  
best done in local communities (rather than in the 
health system), in ways that suit that community. 
Instead of putting mental health funding through  
the Ministry and DHBs, this could be a good 
opportunity to give local communities more say 
over the services that affect them, as we set out in 
Democracy Reset. We have already announced plans 
for a funding boost to mental health and treatment 
services in our alcohol and cannabis policies. 

Most Kiwis have pretty good health by international 
standards, but sadly that is not the case for all. 
Similar to education, a major driver of poor health 
is poverty. Poverty and its related problems all 
contribute to poor health through cold, damp or 
overcrowded housing, chaotic lifestyles, living in a 
dangerous neighbourhood, a poor understanding of 
how to stay healthy, and worse access to healthcare.

The best way to deal with many of these issues  
is outside of the health system. Our Fair Tax Reform 
will ensure that people deriving significant benefits 
from their assets pay their fair share of tax, allowing 
us to cut income taxes by up to one third, making 
80% of people (particularly renters and wage 
earners) better off. Our Thriving Families policy  
will help support families, particularly those with 
children under five, and all poor families with children. 
Our climate policy will see a massive investment 
in housing insulation and energy efficient heating. 
This will be backed up by greater rights for renters 
including security of tenure and a Warrant of  
Fitness for rental housing. 

However, the major cause of health problems that 
isn’t currently dealt with by policy is the food we eat. 

As mentioned above, poor diet causes 
11% of avoidable deaths, and debilitating 
diseases like diabetes are projected  
to affect one in three New Zealanders  
in their lifetime. 

Junk food has overtaken smoking as the leading avoidable cause of death.

https://www.peoplesmentalhealthreport.com/
https://www.peoplesmentalhealthreport.com/
https://www.unicef.org.nz/learn/advocacy/global-report-card
http://www.top.org.nz/top7
http://www.top.org.nz/top10
http://www.top.org.nz/top8
http://www.top.org.nz/top1
http://www.top.org.nz/top7
http://www.top.org.nz/top6
http://www.top.org.nz/top7
http://www.TOP.org.nz
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International evidence is clear that the most cost 
effective interventions include banning junk food 
advertising to children, requiring public premises 
(including schools and early childhood education)  
to have a healthy eating policy and making healthy 
star labeling compulsory. 

The other most cost effective intervention is  
taxing junk food. Up until now, other countries  
have tended to only tax sugary drinks. While it is 
clear that these excise style taxes are having an 
impact on consumption, it isn’t yet clear if they  
are having an impact on people’s waistlines. That  
is due partly to time – it takes time to see impacts  
of policy on weight – but also because soft drinks 
are only a part of the problem. In other words, 
people may be substituting other junk food  
for soft drinks. Ultimately a junk food tax  
will be needed, but thus far no country has  
implemented a comprehensive model. 

We propose a tax based on the existing healthy  
star labeling system. Foods with a certain rating – 
say below two stars, would be defined as ‘junk food’ 
and taxed on a $ per 100g basis. The aim of the tax 
level would be to increase the price of these goods 
by an average of 20%; although cheaper goods 
would probably face higher price rises and more 
expensive goods lower ones. The tax would be  
levied at the point of sale. In lieu of a rating,  
food prepared by small businesses would be 
automatically rated three stars. 

There are some concerns that junk food 
taxes impact on the poor. This will be 
overcome by recycling the revenue to 
subsidise good food.

Foods with a five star rating (including all fruit and 
vegetables) would be eligible for a 20% subsidy.  
This subsidy would be allocated through a ‘fly buys’ 
type card, allowing everyone to deduct the cost of 
certain foods at the point of purchase. 

TOP’S PRIORITIES ARE TO FOCUS ON 
PREVENTION RATHER THAN TREATMENT,  
AND TO GET THE MOST OUT OF OUR  
HEALTH SPENDING. 

Meeting these demands will require a significant 
reshaping of the way we deliver health care:

• We need to reshape expectations about what our 
public health system can deliver. The expectation 
of treatment often leads to more treatment than 
a patient would choose if fully informed. 

• We need to do more to reduce inequalities and 
make sure health spending goes to the people 
that would really benefit from it. The health 
sector needs to be more aware of diverse 
needs including different cultures, people with 
disabilities and neuro-diversity. 

• People need to take greater responsibility for 
their own health, both in terms of prevention 
and self/community care. Generally investment 
in prevention returns four times the benefit as 
an investment in treatment. The health system 
needs to help people make that investment. 

• We need to improve the quality and efficiency of 
delivery by reviewing who does what, and where.

TOP Policy Prescription

GREATER FOCUS ON PREVENTION

• The current system is underfunding prevention 
– around 2.7% of the budget is spent on 
prevention. General practice teams are expected 
to deliver more and more with the same budget. 
With the changes in funding mentioned below,  
we would expect funding for prevention and 
primary care to rise over time. Our target is to 
reduce the cost of visiting a GP and introduce 
subsidised dental checks.

• Nutrition is a particular issue where greater  
effort is required. TOP will address this by 
banning junk food advertising to children, 
requiring public premises (including schools 
and early childhood education) to have a 
healthy eating policy, and making healthy star 
labeling compulsory. TOP will work with food 
manufacturers to improve the food supply  
(e.g. reducing salt intake) and work with IRD  
to design a corrective tax on high energy/ 
low nutrient foods with all revenue rebated 
to whole foods – hence mitigating the income 
impacts on low income consumers.

http://www.TOP.org.nz
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• In the meantime TOP will impose a 3c/g tax on 
added sugar in beverages – equating to a 20% 
price increase in a 1.5 litre bottle of Coke. The 
revenue raised would fund activities to improve 
child health such as healthy eating and exercise 
programmes in primary schools, and replacing 
junk food sponsorship of sports. 

• We have previously announced that in order 
to reduce harm we will legalise, regulate, and 
tax the sale of cannabis, as well as raise the 
purchase age and increase taxation on alcohol. 
The money raised will be invested in drug 
treatment programs. 

• We want to see greater transparency over  
which activities are cross-subsidised under the 
ACC scheme. The concept here is to reduce the 
cost of ACC to taxpayers and instill more  
personal responsibility.

• Give local communities greater say in the issues 
that affect their health by restoring wellbeing into 
the ambit of local authorities; including limiting 
the concentration and opening hours of junk food 
and liquor outlets in specific areas and zones (e.g. 
around primary schools), improving the ability for 
kids to walk and cycle to school and improving 
public and active commuting options.

• As part of a rental WOF, ensure that all  
rental houses include a safe, efficient heat  
source and insulation to modern code where 
practical. Gradually raise the housing code for 
new buildings over time with the ultimate goal 
of all new housing being as energy efficient as 
possible. Continue the EECA housing subsidy 
scheme and expand it to include all appliances  
as per our Climate policy. 

• The Ministry of Health should continue to  
rationalize their many different call centres and 
use the savings to invest in online support so 
that more people can look after themselves, and 
improve help for vulnerable people to navigate 
their way around the health system. 

GETTING THE BEST BANG FOR THE PUBLIC 
HEALTH BUCK

• Replicate the successful independent funder 
model (currently in place with Pharmac) across 
clinical guidelines as well as medicines and 
new technologies. Our health funding should 
go to where it can deliver the greatest health 
benefit. TOP will establish a health sector funder 
independent of the Ministry and Minister. This 
group will have a strong mandate to invest for 
cost effectiveness, retire old technology and 
monitor resulting workforce issues. This will 
also help clarify what people can expect from 
the public health system in case they want to 
purchase private insurance. 

• The independent funder will directly purchase 
specialized services nationally, and encourage 
efficient delivery of primary and secondary 
services through regional mergers of District 
Health Boards and Primary Health Organisations. 
They will also be able to provide independent 
commentary on prevention issues such as  
alcohol sponsorship and advertising. 

• This focus on cost effectiveness will most  
likely see greater investment going into 
prevention and early treatment, and the 
retirement of defunct technologies. With  
more informed patients we are also likely to  
see a shift in focus from end of life treatment to 
providing greater care, leading to a more mature 
conversation about assisted dying. All this needs 
to be closely linked to workforce planning. 

• Encourage our health system to find and  
reinvest savings from within the system – 
particularly by reviewing who does what from 
a staff to an organisational level. The role of 
regional hospitals in particular needs to shift to 
be more like that of a primary supercenter, with 
room for minor operations and rehabilitation. 
Savings here could be reinvested in more local 
prevention, as well as improving emergency 
transportation such as ambulances. 

http://www.top.org.nz/top8
http://www.top.org.nz/top10
http://www.healthyhousing.org.nz/wp-content/uploads/2016/09/Checklistfinal-August-2016.pdf
http://www.top.org.nz/top6
http://www.TOP.org.nz
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• To avoid workforce shortages clinical pathways, 
regulations and training must all ensure that  
the health workforce is able to operate at the  
top of their scope. For example we need to  
make much greater use of nurse practitioners  
in primary care. The workforce needs an incentive 
to do this, by being able to reinvest the savings 
made within the system. Without an incentive, 
this conversation has historically deteriorated  
into the use of occupational licensing to defend 
roles, in an effort to restrict the supply of  
labour and push up salaries. 

• Improve and monitor data to ensure that  
operations are going to those with the highest 
need rather than based on socio-economic bias. 

TOP Position on Current  
Health Issues

ABORTION LAW REFORM

Abortion should be treated as a health issue,  
not a criminal issue. TOP will look at how best to 
remove abortion from the Crimes Act. The Canadian 
model, where abortion is legal and governed under 
the Health Act seems to work well. Removing the 
pointless hoops women have to jump though to get 
an abortion would prevent some of the unnecessary 
delays, expense, stress and stigmatisation women 
experience. The Canadian experience suggests 
removing restrictions on abortions does not  
increase the rate of abortions; in fact Canada  
has experienced the same gradual decline in 
abortions that most OECD countries have seen. 

ASSISTED DYING

This is often called voluntary euthanasia, but it  
is actually technically assisted dying because we 
are talking about people with terminal or life-limiting 
illnesses. The sad fact is that assisted dying already 
happens, with terminal patients making the tortuous 
decision to end their lives through nil by mouth.  

In this context, assisted dying seems like  
a humane choice to add to end of life care. 

Assisted dying is well established overseas, including 
processes to ensure that people are not bullied into 
making this decision. As noted above in TOP’s view 
there needs to be a more mature discussion about 
end of life generally, particularly whether we should 
invest more in care and less in treatment. This issue 
would be best dealt with as part of that discussion. 

MEDICINAL CANNABIS

There is clearly strong evidence for the legalisation 
of cannabis generally, which is TOP’s preferred 
approach as per our Real Deal Cannabis Reform. 
The case for medicinal cannabis isn’t as strong, 
although the science is progressing rapidly. Our chief 
concern is around GP’s becoming the gateway for an 
otherwise illegal drug. This has in some jurisdictions 
perverted the role of doctors, making an even 
greater mockery of the law. Our preference remains 
to move to full legalisation, but any change to the 
treatment of medicinal cannabis laws should proceed 
in close collaboration with medical professionals. 

FLUORIDE AND VACCINATIONS

TOP agrees with the current evidence based 
approach of fluoridating water to prevent tooth 
decay and providing free universal vaccinations to 
prevent serious disease.

PROTECTING THE RIGHTS OF DISABLED PEOPLE

The rights of Disabled people need to be clearly 
defined. To achieve this TOP is calling for a written 
Constitution to cover the rights as defined in our 
current Bill of Rights and Human Rights Act. This 
includes: individual freedoms and rights, equal 
opportunity and the rights of the child [as defined 
in TOP’s Democracy Reset policy]. In the short term 
while this is being developed we would explore 
specific legislation to enshrine the rights of disabled 
people, based on to the Ontario Disability Act.

FOOTNOTES

1 www.treasury.govt.nz/government/longterm/
fiscalposition/2016/he-tirohanga-mokopuna/ltfs-16-htm.pdf 

2 Ministry of Health (2013) Health Loss in New Zealand

3 http://www.gpcme.co.nz/pdf/DesGormanIntegratedSun.pdf 

4 Morgan & Simmons (2009) Health Cheque, 
Public Interest Publishing

5 Source: 2016 Commonwealth Fund International  
Health Policy Survey

Authorised by Donna Clifford, Level 1, 190 Taranaki Street, Wellington.

http://www.top.org.nz/top8
http://www.treasury.govt.nz/government/longterm/fiscalposition/2016/he-tirohanga-mokopuna/ltfs-16-htm.pdf
http://www.treasury.govt.nz/government/longterm/fiscalposition/2016/he-tirohanga-mokopuna/ltfs-16-htm.pdf
http://www.gpcme.co.nz/pdf/DesGormanIntegratedSun.pdf
http://www.TOP.org.nz
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