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FROM THE DEPUTY CHAIR

My Experience as a 
Woman in Medicine

By Dr Vanessa Weenink, NZMA Deputy Chair

M any elements make up our identity, and this forms a rich 
part of our lives as professionals. However, how people see 
women does not always reflect how we identify ourselves. 

I am a woman, socially privileged as an able-bodied, cis-gendered, 
married, heterosexual female, a mother, and I am white. I grew up 
in the country in the South Island during the 1980s and 90s. I was 
raised by a solo mother; I went to an all-girls high school where the 
mantra was “women can do anything”. This year my med school 
class is celebrating our 20-year reunion. My med school class was 
55% female. So that’s the perspective I give. There are many more 
intersectional feminist perspectives and in me telling my story, I 
know I’m a bit myopic because when I look in the mirror, I see a 
woman.

Fourth-year medicine in Christchurch was where I came smack 
into the full brunt of the patriarchy. In the first week of a general 
surgery run, one of the senior registrars called us “fresh meat”. 
As female medical students, we were judged based on our physical 
appearance. I’d been aware of the creepiness of the male gaze, and 
felt grossed out by comments of various family friends, an experience 
possibly common to every woman, but I thought I’d left that behind 
with puberty. I hadn’t considered myself a sexual object. Somehow, I 
thought that my medical degree gave me the status that was equal to 
all my male counterparts. When I looked in the mirror, I saw a doctor. 

After two years as a house surgeon, I worked for the army for five 
years full-time. Lucky for me, clinical medical training had somewhat 
prepared me for working in a male-dominated organisation. I faced 
almost daily microaggressions, slights, and occasional outright sexual 
harassment. Of course, it was never “all the men”. It was hard for me 
because when I looked in the mirror, I saw an army officer.

As a woman in medicine, it’s not enough to be right. You must 
carefully frame arguments. It’s especially important not to show the 
emotion of anger, as that is interpreted as “unhinged” and unstable, 
crazy even. I’ve held a couple of directorships. I speak plainly 
and with consideration. If I strongly disagree, it’s often taken as 
aggression. However, the male-presenting human who also states 
the same position (ie repeats my words) with equal energy is seen as 
forthright and decisive. It’s annoying now because when I look in the 
mirror, I see a governor. 

In medicine, we 
are stuck in a white-
privileging, patriarchal 
structure. I’m bored 
of all of that and ache 
for a change, justice, 
and reason. Change is 
coming in the form of 
Health New Zealand 
and the Māori Health 
Authority. I want a 
revolution; the future 
of medicine is gender 
inclusive. When we 
continue the hard work 
of fixing our workforce 
crisis, we will need to do 
it with the expectation 
that people live a whole 
life, where work forms 
part of the balance. We 
need to appreciate the 
wonderful diversity 
that comes with all the 
aspects of our identities. 
I’m looking forward 
to hearing a myriad of 
perspectives I probably 
have missed. 
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Motherhood vs 
Medicine
By Dr Marcia Walker

I am happy that I did it. When people ask me if I am glad I pursued 
a career in medicine, I genuinely stop to think before I answer 
this one. They are often parents enthusiastically digging for 

information on whether this is a career worthy of pursuit for their 
children – or is it a profession that has been overly glamourised by 
Hollywood and television screen writers, and perhaps not all it’s 
cracked up to be? I won’t lie. It’s probably both. But I do feel the need 
to qualify that statement because – it goes without saying – it is not 
for everyone. And I think, as women, we do need to consider at what 
cost does the pursuit of the profession come at?

My journey into a career in medicine began at home. I was one of 
five children to my parents – my father, a young anaesthetic registrar 
cutting his teeth at Middlemore Hospital, and my mother, a full-time 
shepherd of children. My father’s sister was a paediatric registrar, and 
amongst my father’s cousins were a future obstetrician, a psychiatrist, 
and a GP in-the-making.  

Being raised in a medical whānau meant there was little escape from 
the inevitable pull towards the profession. And it wasn’t because we 
weren’t exposed, or indeed encouraged, to pursue any other interests 
outside of science and health. Quite the opposite, we were always told 
to do “whatever makes you happy”. I don’t recall being asked: “what 
will you be when you leave school?” The answer would have seemed 
too obvious, so it must be a trick question. Don’t answer it.  
Instead, just do what makes you happy.    

Ultimately, what made me happy was to follow in the footsteps of 
those who led before me, or as my mother would later quip “monkey 
see, monkey do!” The most immediate of those were the footsteps of 
my father, and two of my brothers were likewise in hot pursuit. The 
deeper into my career though, I began to reflect and wonder why I 

(or indeed any of my siblings) didn’t follow strictly down the path of 
my mother? My mum was a full-time mum. And she was good at it.  
Firm, but fair. Strong, but appropriately soft when needed. Loving, 
but not indulgent. My mother was a brilliant example of a woman 
who gave everything to her children and celebrated the fact that 
she didn’t feel she sacrificed anything in the doing of her unofficial 
career. So why did not any of her children follow in her footsteps?   

I don’t think anyone would openly question the value of what a 
full-time parent brings to a child’s life, yet, despite this, not one of 
her children chose to pursue that for themselves. Ironically, my own 
mother would suggest that this is more evidence of the success of her 



6

FEATURE

child-rearing. Because my mother has subsequently told me that she 
wanted more for her children, and in particular her daughters.  
It saddens me that the role of a mother is still viewed as a somewhat 
inferior option for women in the modern world, even though it is the 
most important role we play in life.  

When I became a mother myself at 29, I was a GP registrar at a 
practice in South Auckland that had a special interest in māmā and 

pēpi care. It was a nerve-wracking time – preparing to sit my GP 
exams and to have my first child. In hindsight, there was no real 
preparation for that role. I thought reading books would help. It did 
for the exam. But the parenting was far more intuitive, and the books 
only added confusion. I had to recall my mother’s own words: “do 
what makes you happy”. As the day of the exam loomed, I became 
more aware of how the real-life test was soon upon me. I can always 
resit a failed clinical exam, but what if I was a failed mother? Is this 
so easily resat? I fear I haven’t read enough books on the subject 
matter, or have I read too many and in fact that is the problem? 

When my first son was born, I was privileged to be able to return to 
work after six weeks of leave and bring him along to work, where he 
became the “work baby”. My clinic manager would have him in her 
office where he napped and played. He’d be passed around amongst 
the midwives, nurses, reception staff and admin while I saw patients, 
followed up results, reviewed tasks, and performed procedures 
between breast feeding sessions that were squeezed in as able. I was 
allowed to do this for the first six months of his life, which gave me 
time to bond with my son while at work. It was a privilege, and I will 

be forever grateful to the progressive views of this clinic for allowing 
me to have that time with him. I know not all working mums will 
have that privilege. Instead, they will have to make a choice. One 
which brings us back to that fundamental premise. Do what makes 
you happy. Somewhere along the line, we will have to make a sacrifice 
in order to achieve something great, whether it’s in the forming of a 
career, or the forming of other roles, like becoming a mother. Perhaps 
it was easier when we didn’t have to make a choice at all. But I’m 
forever grateful that we live in a time when we have one.

So, when I am asked if I am glad I became a doctor, I have but one 
answer. I am happy that I did it.

 Somewhere along the line, we will  
have to make a sacrifice in order to achieve 

something great, whether it’s in the forming 
of a career, or the forming of other roles, like 

becoming a mother. 
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Women in 
Medicine –  
Subject to Abuse?
By Dr Cathy Ferguson

T he last few weeks have seen a number of media articles 
about the disgraceful online treatment of powerful women 
in politics. This got me wondering if the same misogynistic 

attitudes persist towards women in medicine.
Over the past seven years, I have been closely involved with a 

Royal Australasian College of Surgeon’s (RACS) project examining 
the prevalence of discrimination, bullying and sexual harassment 
in surgery, across New Zealand and Australia. Unsurprisingly, 
rates of poor behaviour were very high, and RACS embarked upon 
an ambitious program of culture change and education. It became 
apparent that while we were focussed on poor behaviour in the 
practice of surgery, such behaviours are common across all branches 
of medicine and indeed across the entire healthcare system.

Our trainees and our female members bear much of the brunt of 
this unacceptable behaviour. A recent review of RACS progress in 
response to the initial report found that rates of poor behaviour have 
not diminished, possibly because of heightened awareness of the issue 
and an increased willingness to call out such behaviours. Although, 
there is some evidence that much of the overtly bad behaviour has 
reduced, one factor that has been emphasised is the prevalence 
of microaggressions, and it is well known that these occur more 
frequently towards women. 

Microaggressions can be defined as: “the everyday slights, 
indignities, put downs and insults that people of colour, women,  
LGBT populations or those who are marginalised, experience in their 
day-to-day actions with people.”

Gender bias, and the myth of meritocracy are the most frequently 
encountered microaggressions in surgery: “are you going to do the 
operation?”, “sit still for the nurse”, “who’s looking after your kids?”, 
“you need physical strength to do this”, “when is the doctor coming 
in?”, “affirmative action is biased”, “gender plays no part in who we 
appoint” – sound familiar?? 

These subtle (and not so subtle) insults and put downs imply that 
women are better suited to nurturing roles and that we exist in a truly 
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gender-neutral working environment, when we know this is not 
the case.

Are we being too sensitive as some would claim? Most people 
ignore and shake off a lot of microaggressions, but there 

is increasing evidence of the harm they cause by constant 
undermining. Indeed, if the microaggression confirms our own 
unconscious biases we may not recognise them as such, and so 
we must remain alert to those biases. Therefore, I encourage us 
to support and value our strong female leaders in medicine, and 
to work to nurture and protect all our junior colleagues towards 
building satisfying, harmonious work environments.

Most people ignore and shake off a lot of 
microaggressions, but there is increasing 

evidence of the harm they cause by  
constant undermining. 
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Honouring Ron Jones,  
Recipient of the AAAS award

R onald W Jones, a retired gynaecologist, obstetrician, and  
former professor at The University of Auckland, is the first  
New Zealander to receive the AAAS Scientific Freedom 

Responsibility Award. The American Association for the Advancement 
of Science (AAAS) seeks to “advance science, engineering, and 
innovation throughout the world for the benefit of all people” (AAAS 
website). Ronald Jones is well known for exposing one of the worst 
medical scandals in New Zealand. Jones was one of three doctors who 
uncovered abuses in a study examining cervical carcinoma in situ 
(CIS). Jones published a medical journal paper alerting the medical 
world to the fallout of not treating women with serious abnormalities. 
The study undertaken at the National Women’s Hospital in Auckland 
by Professor Green observed women with abnormal smear results, 
all to test his conviction that CIS was not predictive of progression 
to invasive cervical cancer. The study, dubbed an “unfortunate 
experiment”, resulted in the medical malpractice, consequently 
resulting in the deaths of many women.
Jones has spent the last 40 years fighting for justice for the women 
who lost their lives, dedicating his lifetime’s work to “fighting 
revisionism”. Jones has been honoured for his “role in defending 
patients’ rights, and scientific integrity and courage in maintaining 
the spotlight on these principles”. He attributes this award to years of 
work, research, dedication to women’s healthcare, and to putting his 
patients first regardless of collegial scrutiny.
When asked about his career, Jones has said that he sees his job as 
looking after female patients, not other doctors: “instead of making 
doctors sound like saints, I have been critical of their work”. Jones is  
not afraid to speak out and considers himself “an advocate for women”. 
If things in the system have an adverse effect on womens’ wellbeing 
and health, Jones is not afraid to hold responsible the parties or 
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groups accountable.

Driven by the desire to rectify the wrongdoings of colleagues, Jones 
was appointed to a committee investigating the reading of cervical 
smears by a community laboratory in the Tairawhiti Region. Accusing 
colleagues of negligence when they failed to support a widespread 

error in smear test readings, Jones took a stand against officials who 
refused to acknowledge accountability, resulting in the re-reading of 
23,000 cervical slides. Jones’s advocacy work doesn’t stop there – he 
also played a fundamental role in the trials and introduction of the 
Gardasil 9 HPV vaccine in 2008, for young women in New Zealand.
Jones has had many career successes over the years, receiving 
international accolades for his work within the Obstetrics and 

Gynaecology field, within fellowships, with the publication of his 
book “Doctors in Denial”, and he is now humbled to receive the AAAS 
Scientific Freedom Responsibility Award as recognition of his work. 
Jones’s actions were one of the catalysts resulting in an apology for 
victims of the National Women’s “unfortunate experiment” by the 
Auckland District Health Board and the Royal Australian and New 
Zealand College of Obstetricians and Gynaecologists.
The concept of Medical Ethics is now a guiding principle within 
medical practice, and a cornerstone in medical school teachings 
around the world – something that can be largely attributed to Jones’s 
whistleblowing and his duty to care. He credits the new generation of 
doctors for learning from the mistakes in the past, and reinforces that 
honesty with, and respect for, the patient must continue to be at the 
forefront of practitioners’ minds.
As a pioneer for women’s health, Jones is optimistic about the future 
of women’s heath, Obstetricians and Gynaecologists: “the people 
who rejected me 30 years ago have all moved on, and the younger 
generations are doing great things”. Jones hopes that doctors continue 
to defend the rights of their patients, and to ensure that medical 
practice is guided by ethical values.

“the people who rejected me 30 years ago have 
all moved on, and the younger generations are 

doing great things.”



Control of your finances =  
Peace of Mind and Reduced Stress
By Sue Stewart, Financial Adviser, CFPCM

A s a woman in medicine, you will likely face greater challenges 
than your male counterparts as you juggle career opportunities 
with family responsibilities. One of these challenges can be 

controlling your finances and achieving financial security. There 
is a strong relationship between being in control of your money 
and wellbeing. Recent New Zealand research (by Financial Services 
Council) shows that those who seek financial advice early will be at 
least 4% p.a. better off over time, have 50% more in their KiwiSaver 
account, and more disposable income.

The reasons most cited for not seeking financial advice were that 
people felt they needed to have some money before they sought advice 
– and they didn’t know who to trust. 

Procrastination is the thief of financial independence!
 

Easy steps to implement financial independence:

1. Seek financial advice early to help establish your financial 
goals, and set up your financial plan. Your plan will evaluate 
where you are now, help define where you would like to be, and set 
timeframes to achieve your different goals. Your adviser should be 
beside you over the years, to make adjustments as your circumstances 
and aspirations change, and to help keep you informed and on track.  

2. Have an emergency fund – with three months of your 
living expenses kept in bank deposit, you will be able to make more 
considered financial decisions, during tough or unexpected events.

3. Maximise your KiwiSaver/superannuation opportunities – 
know who your KiwiSaver is with, which fund it is invested in, and 
ensure this aligns with your risk tolerance and timeframe for needing 
your funds (ie home deposit objectives or retirement).  Ensure 
you match contributions with your employer or, if self-employed, 
contribute the minimum of $1,042 p.a. to qualify for the government 
tax contribution ( this is a small amount but still a 50% return that 
mounts up over time!).
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4. Pay off expensive debt - repay loans or debts with the highest 
interest rate first (so credit cards first) then work your way down 
from there.  It is very satisfying and motivating as you eliminate debt 
and take charge of your expenses.  Always repay your credit card in 
full and on time – if this is not achievable consider cutting it up!

5.  Start a regular savings programme in a diversified (but also 
liquid and flexible) investment as soon as possible.  This will provide 
you with options and opportunities as funds accumulate.  Consistency 
and regularity are key to making the most of compounding interest 
and dollar cost averaging.  The longer your savings timeframe the 
stronger your financial position will be: 

- If you are 25 and invest $500 per fortnight for 40 years you    
will accumulate $2,680,000. 

- If you procrastinate until you are 40 you will need to save 
$1,500 per fortnight to accumulate $2,680,000 by age 65 years. 

6. If nearing retirement know what you can spend – statistics 
show that the average retiree spends only 25% of their available 
wealth in the first two decades of retirement.  With a spending plan in 
place, you will have confidence of the level of retirement income that 
can be supported. 

7. Protect what is important to you - all the actions above are 
dependent on your ability to continue to earn your income.  As part of 
your financial plan, a sound insurance plan is critical to protect your 
earning capacity and if need be, the people you love. These insurances 
may include appropriate levels of income protection, private health 
insurance, life cover, etc. As your financial ecurity improves, then 
you can decrease the levels of your insurance, which may be at a time 
when they are becoming more expensive. Seek advice and get this 
right from the start!

NZMA Financial Services are here to assist you to achieve financial 
independence by providing advice on investment, insurance, and home loan 
options. We provide a free comprehensive written Financial Plan for NZMA 

members, with no obligation. You are welcome to give us a call for a chat on 
0800 379 325.
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FROM THE POLICY DESK

FROM THE
POLICY DESK

Recent submissions

Revised Statement on Advertising  
(Medical Council of New Zealand)

 
We support, in principle, the revised draft statement which we  
believe is clear and fairly comprehensive, although we would like to  
see much stronger limits on advertising by doctors. We would also 
support Council widening the statement to refer to health misinfor-
mation, as well as developing a separate specific statement on  
doctors’ responsibilities not to spread misinformation.

He Ara Āwhina (Pathways to Support) Framework 
(Mental Health and Wellbeing Commission) 

While the goals that are set out in the He Ara Āwhina Framework 
are worthy aspirations, we believe the development of a road map 
to reach these goals is necessary, along with identification of the 
resources that will be required. We also suggest the Framework 
articulate the need for mental health services to ensure that physical 
health needs are recognised and treated appropriately. We ask for the 
Framework to remove seclusion as an example of a punitive practice. 
Seclusion, as it is used contemporarily in approved mental health 
facilities, is not a punitive practice but an important safety net for 
the acutely disordered patient so that they do not injure themselves, 
other patients, or staff on the ward.
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FROM THE
POLICY DESK

Recent submissions

FROM THE
POLICY DESK

Recent submissions

NZMA Position Statement on Planetary Health  

Planetary health is a concept, emerging discipline and movement 
that is based on the understanding that human health and 
civilisation depend on flourishing natural systems and the wise 
stewardship of those natural systems. The NZMA continues to call 
for action to reduce health inequities through action on the social 
determinants of health, but we believe this needs to be broadened to 
include action on the environmental determinants of health as well 
as the determinants of the environment. In addition to reminding 
doctors of their duty to advocate for the structural changes that 
are necessary to halt and reverse the unsustainable exploitation of 
nature, this position statement makes a number of recommendations 
aimed at policy- and decision-makers. These include the need 
for ecocentric approaches to environmental governance and 
consideration of recognising ecocide as an international crime. The 
statement also calls for Indigenous peoples’ voices and knowledge 
to be privileged when informing measures to promote and protect 
planetary health.
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FROM THE
POLICY DESK

Recent submissions

Transforming our Mental Health Law  
(Ministry of Health) 

We are strongly supportive of repealing and replacing the current 
Mental Health (Compulsory Assessment and Treatment) Act 
1992 with legislation that protects and respects human rights, 
implements the principles of Te Tiriti and improves equity. We 
endorse the submission by the Royal Australian and New Zealand 
College of Psychiatrists (RANZCP). Key points include: supporting 
proposed changes with adequate resourcing, including whānau 
in all stages of care and decision-making; ensuring input from 
psychiatrists in assessing capacity; and retaining a legislative 
mechanism for a compulsory treatment order.

Budget Policy Statement 2022  
(Finance and Expenditure Parliamentary Committee) 

The NZMA welcomes the continuation of a wellbeing approach 
in the budget process. We are supportive of the budgets three 
overarching goals as well as the proposed focus on embedding the 
health reforms and establishing a Climate Emergency Response 
Fund. We would like to see Budget 2022 allocate increased 
investment across health, with a particular focus on mental health 
services, prevention and more community and primary care, and 
additional funding to address the backlog of health services due  
to COVID-19.
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FROM THE
POLICY DESK

Recent submissions

Reducing Pokies Harm  
(Department of Internal Affairs) 
 

We are concerned that many of the options for harm reduction 
under consideration are not supported by any evidence and/or will 
consume a vast amount of resources but will not significantly change 
outcomes. The most important change to stop harmful gambling 
in pubs and clubs is a reduction in the concentration of pokies. 
As such, we believe that priority should be given to reducing their 
availability in lower socio-economic areas, and we call for their 
eventual elimination nationwide. As an interim harm reduction 
measure, while pokies are phased out, we believe there is scope 
for modifications to machines that limit jackpot size and how 
much time people can gamble. We also support evidence-informed 
approaches that reduce the appeal of pokies by modifying auditory, 
visual and tactile cues that are associated with a win, and thereby 
attenuating how pokies target the brains reward pathways.
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Summaries of articles in the New Zealand Medical Journal  
Vol 135:1553

Caregiver survey of preschool children with obesity referred 
to Whānau Pakari—a multidisciplinary healthy lifestyle 

intervention programme
Tami L Cave, José G B Derraik, Esther J Willing,  

Paul L Hofman, Yvonne C Anderson

 
This paper aims to examine the perceptions of caregivers of 
preschool children related to the acceptability of weight screening 
at New Zealand’s B4 School Check (B4SC), and the accessibility and 
acceptability of the Whānau Pakari healthy lifestyle programme for 
preschool children identified with weight issues.

The priorities for future clinical trials and large cohort studies 
addressing health and healthcare for mothers and babies in 

Aotearoa New Zealand
Katie M Groom, Clara Mossinger, Jody Lawrence, Jane E Harding,  

Karaponi Okesene-Gafa, Matire Harwood, Frances Benge,  
Jessica Steele, Caroline A Crowther

Clinical trials and cohort studies are ways to test (research) health 
interventions including treatments, tests and health systems, in people 
and populations in real life situations to see if they work and work 
safely. Research prioritisation is the process of deciding which is the 
most important research to do. 
We have designed and used an equity driven framework to prioritise 
which clinical trials and cohort studies in mothers and babies’ health 
should be done and supported in Aotearoa New Zealand in the future.  
A large number of people including pregnant women and their whanau, 
healthcare providers and researchers contributed to this project. The 
framework can be used across all areas of health research.
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Patient-reported quality of life and eligibility for cataract 
surgery: assessing the relationship between ethnicity and 

‘Impact on Life’ questionnaire scores in New Zealand
Nancy Wang, Lyn Hunt, James McKelvie

The ‘Impact on Life’ (IoL) questionnaire is a patient reported quality-
of-life assessment tool currently used to prioritise for public-funded 
cataract surgery in New Zealand. Our study aimed to assess the 
association between ethnicity and IoL questionnaire responses using 
Ministry of Health data for patients being prioritised for cataract surgery 
between November 2014 and March 2019 in New Zealand. The results 
show that Māori and Pacific people presented at a younger age with 
more advanced cataracts and worse visual acuity than other ethnic 
groups at the time of prioritisation. However, the IoL score did not 
reflect this ethnic disparity in any meaningful way, after controlling for 
other potential factors. While this could be due to a real lack of disparity 
in quality of life amongst different ethnic groups, it could also be due 
to the IoL questionnaire being an unsuitable tool for assessing these 
differences.

Summaries of articles in the New Zealand Medical Journal  
Vol 135:1553

Telephone triage does not improve attendance rates in a 
paediatric audiology outpatient service

Michelle A Pokorny, Renee Hislop, Elizabeth A L Holt

 
Hearing healthcare services are important for children who have 
a significant hearing loss or ear disease but nonattendance at 
appointments is a significant issue in many outpatient services for 
children. This study took place during the COVID-19 lockdown to see if 
a telephone consultation with an audiologist would improve attendance 
rates after services started again. Attendance was found to be associated 
with ethnicity and wait times. Telephone consultation did not improve 
attendance rates overall nor for any specific ethnicity subgroups.
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Summaries of articles in the New Zealand Medical Journal 
Vol 135:1553

CPAP for paediatric patients in Aotearoa NZ: audit of a developing 
service at Capital and Coast DHB 2005–2020

Dawn Elder, Sophie Gandhi, Angela Campbell

Snoring in children and young people can indicate the presence of 
significant Obstructive Sleep Apnoea (OSA). This is being increasingly 
recognised with more patients being referred for assessment and 
treatment. Many of these children have obesity as their main risk 
factor for OSA. Untreated OSA can have long-term effects on both heart 
function and learning in affected children and adolescents. There is 
currently limited availability of assessment and treatment services for 
OSA in the paediatric and adolescent age range.

NZMJ Obituaries
Sharing the life of those who shared so much themselves.

For over 100 years The New Zealand Medical Journal has been 
the leading medical journal for the profession in New Zealand. 
Publishing an obituary in the Journal is a way to create a 
permanent record and pay tribute to the life of a doctor as 
a medical professional and a respected colleague, but most 
of all as a person to be remembered.

If you or someone you know would like to write an obituary 
for a doctor who has passed on, the New Zealand Medical 
Journal would be very pleased to receive and publish it.

For more information on NZMJ Obituaries, please contact:

email: nzmj@nzma.org.nz
phone: 04 494 1025

Brooke Soulsby
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Improving the provision of cataract surgery in New Zealand 
demands disruptive change

Samuel Burridge, Jonathan Wood, Jesse Gale, Albie Covello,  
James McKelvie, Graham Wilson

 
Cataract surgery is a very cost-effective treatment, but the number 
of surgeries performed in New Zealand ranks poorly compared with 
other high-income countries. We present several evidence-based 
strategies with overlapping benefits in access, equity, efficiency, and 
sustainability. Key strategies include that Health New Zealand mandate 
a national prioritisation threshold for surgical access, that PHARMAC 
leverage cheaper access to surgical supplies using nationally agreed 
equipment standards, establishing high-throughput cataract units, 
offering same-day bilateral cataract surgery when appropriate, and 
rationalising post-operative care.

An audit of dog-related injury notification practices in a  
New Zealand public hospital

Natasha Duncan-Sutherland, Calum Cunningham,  
Susannah Cooper, Sylvia Boys

 
Injury caused by dogs is an ongoing public health concern in  
New Zealand, with serious injuries occurring in both children and 
adults. Notification of dog-related injuries or other incidents involving 
dog aggression provides an opportunity for secondary prevention to 
avoid further incidents with the dog occurring. Health professionals 
frequently treat these serious injuries, however it was unknown how 
often these events were being notified to animal management or other 
services. This study found a very low rate (1.5%) of notification of dog 
bite and other dog-related injuries that was documented by health 
professionals.
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Maternal 
Mortality: 
The Problem 
of the Private 
Maternity Hospital 
[extract]
1922

By Dr. D. S. Wylie, Director of Hospitals, Health Department.

In many districts of New Zealand the private maternity hospital 
problem is a difficult one.  The majority if hospitals are too small to 
be really efficient, and in this connection it seems a pity that there 
should be rally in existence in any one district a number of 2, 3, 4, 
5 and 6 bedded institutions each relatively poorly and inadequately 
equipped and unable to carry out effective sterilisation or to isolate 
suspicious or septic cases properly, when by proper co-operation 
it should be possible to have one 20 bedded hospital with complete 
equipment.

The ideal procedure would be of course, to erect a maternity block 
in connection with the local public hospital of sufficient size to be 
efficient, to which all classes of the community could be admitted 
on a sliding scale of payment according to the accommodation 
chosen by them, and with the right of being looked after the medical 
practitioner of their choice.
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Read the full article
Available online
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