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Unmet healthcare need and the 
significance of charity hospitals in 
Aotearoa New Zealand
Philip Bagshaw, Pauline Barnett, Susan Bagshaw

The story of the Aotearoa New Zealand 
health system is one of early optimism, 
some success and then disappointment at 

the failure of the public sector to respond to the 
needs of the community. Health and healthcare 
are very complicated, and we now understand the 
important links between health needs and other 
aspects of wellbeing.

The early story
In 1938, we led the world with the Social Security 

Act, which formed the basis of the first Labour gov-
ernment’s welfare programme. This was expected 
to introduce a national health service, with univer-
sal access to healthcare. However, from its origins 
it inherited two deficiencies: (i) partially private 
primary healthcare; and (ii) a Western-style system 
that did not address the needs of tangata whenua 
and other marginalised groups.

In Aotearoa New Zealand, with increasing 
prosperity in the first half of the 20th century, 
heavy investment in health meant that, despite 
underserving some groups and embedding health 
inequities, we climbed high among international 
health rankings. The economy then stagnated and, 
with soaring oil prices and high inflation start-
ing in the 1970s, the downward trend in health 
investment began. From the late 1980s, successive 
governments introduced neoliberal policies that 
established destructive, managerialist processes 
and austerity budgeting.1

The Health Reforms in the 1990s (Health and Dis-
ability Services Act, 1993), created a pseudo-market 
for health services, attempting to use competition 
to drive efficiencies, and to use reduced funding as 
an incentive to ration services. Over the decade, a 
range of explicit rationing efforts were tried with-
out success.2 For example, part charges in hospi-
tals in 1991 were abandoned in the face of public 
ridicule. The efforts of the Core Services Com-
mittee in 1992 to create a list of which services 
would be provided were similarly discarded.3 The 

use of clinical guidelines as a method of health-
care rationing also proved impractical, so more 
devious methods were tried. For example, the 
National Waiting Time Project in 1998 used softer, 
more sanitised language: rationing was called pri-
oritisation; waiting lists were referred to as wait-
ing times; but no mention was made of the large 
numbers of patients who did not qualify for treat-
ment under the newly introduced points scoring 
systems.4 In this way, it was said, the public were 
slowly adjusting to the notion that rationing of 
healthcare was inevitable.5 However, the process 
of denying patients the treatment they needed 
was referred to in health management documents 
by the harsh metaphor of “steps you can take to 
alter the trajectory of demand”.6

Under the neoliberal philosophy, austerity bud-
geting was applied to many aspects of healthcare.7 
Many of the most senior nurses at Christchurch 
Hospital were made redundant or were rede-
ployed. This resulted in unsafe ward environ-
ments that led to a series of unnecessary patient 
deaths, culminating in the first major inquiry 
by the Health and Disability Commissioner, and 
what became widely known as the Stent Report of 
1998.8 This marked a minor win in a battle against 
the neoliberal reforms but did not seriously 
weaken the dominance of this philosophy within 
the Government. 

It became ever more obvious to healthcare pro-
fessionals that unmet need for both primary and 
secondary healthcare was growing; increasingly 
they had to inform patients that needed treatment 
that they would not qualify for inclusion on wait-
ing lists. However, the health professionals’ own 
representative bodies were unable to effectively 
highlight and counter these growing problems.9

Enter the charity hospitals 
The growing frustration at the lack of progress 

with these problems led, in 2004, to the formation 
of the Canterbury Charity Hospital Trust (CCHT).10
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The aims of the Trust were to provide a dedi-
cated day hospital to meet as much unmet second-
ary elective healthcare need (USEHN) as possible; 
to be exclusively funded by public, charitable giv-
ing, and to be largely staffed by volunteers. It was 
followed by the opening of the Auckland Charity 
Hospital (ARCH) in 2009.11 This was organised dif-
ferently, using downtime in existing private hospi-
tals. However, both have provided purely reactive 
services by trying to fill the ever-changing gaps, 
where public hospitals do not provide some nec-
essary secondary elective services. Some gaps, 
such as inadequate dental and women’s health 
services, have remained and have grown in size. 
Other gaps have come and gone over the years. 
For example, some district health boards (DHBs) 
prematurely restricted or stopped elective groin 
hernia surgery when early research initially indi-
cated that it was safe to leave hernias until they 
became symptomatic.12 However, with longer fol-
low-up, research showed this policy increased the 
serious morbidity and mortality rates,13 and so 
elective herniorrhaphy was reinstated by DHBs. 

The CCHT has been able to react quickly to sud-
den changes in unmet needs, and it was able to 
set up counselling services within days of the Can-
terbury earthquakes and terror attacks.14,15 It has 
been very well supported by the public, but also 
occasionally criticised as letting government off 
the hook. This criticism has been countered with 
the information that, without it, tens of thousands 
of patients would have gone without needed 
treatment, and that it is a sure reminder of the 
existence of USEHN. 

Measuring unmet need 
The lack of knowledge of the existence of 

USEHN by many people, and the absence of 
knowledge of its quantity and nature by every-
one, led CCHT to assert the importance of regu-
lar independent measurement of USEHN by using 
population surveys. The resulting data would 
inform the public and the Government of the size 
and nature of unmet need, and also inform health 
planners of the effects of policy changes.16 The NZ 
Health Survey has been measuring and reporting 
on unmet primary healthcare need for years, but 
it has never assessed USEHN.17 

In 2015/16, CCHT brought together a national 
expert panel and, with financial support from 
other organisations, completed the first small 
population survey of USEHN in Auckland and 
Christchurch. This showed that around 9% of 

adults had an USEHN, for which they could not 
get treatment in the public healthcare system 
and could not afford private care.18 It did not 
include those under 18 years old and also proba-
bly underestimated the unmet need for the most 
disadvantaged people, who are known to respond 
less frequently to such surveys. The private health 
sector did small internet-only surveys of USEHN 
in 2013 and 2016 with similar results.19

Having tested the methodology for measuring 
USEHN, CCHT’s expert group convinced two Min-
isters of Health of the desirability of having sur-
vey questions on the topic regularly included in 
the NZ Health Survey. Both Ministers instructed 
the Ministry of Health (MoH) to include such ques-
tions, but on each occasion the MoH avoided the 
task. It appears that the MoH did not want USEHN 
regularly and independently measured, even 
though this has been done in many very large sur-
veys in Europe, North America and elsewhere.20 
Our expert group went on to make two applica-
tions to the Health Research Council for support 
for a comprehensive national population survey 
of USEHN, using well established procedures, but 
both were turned down for funding.

Where to next?
Recent governments may have pursued some-

what less overt neoliberal health policies but nev-
ertheless the USEHN has continued to grow: the 
wealth gap has also become very large.21 Māori, 
Pasifika, and those in poverty still have deplorable 
disadvantages in health and wellbeing, with unac-
ceptably high rates of some chronic diseases, and 
with poor health intervention rates, treatment 
outcomes, and life expectancy.22 These appalling 
statistics are due partly to poor access to health 
services but also to disadvantageous socio-eco-
nomic determinants of health (poor nutrition, 
inadequate housing, insecure employment, inad-
equate welfare benefits).23

What are the answers to these problems with 
health and wellbeing? Firstly, the charity hospi-
tal movement is growing; a third is being built 
in Invercargill,24 others are being considered or 
planned elsewhere, and a national association has 
been formed. They, along with many other not-
for-profit charities, are doing good work to help 
fill some of the health and welfare gaps,25 but their 
efforts cannot keep pace with the levels of unmet 
need. Current health restructuring might eventu-
ally bring some benefits; we must be optimistic 
that Te Whatu Ora/Health NZ and Te Aka Whai 
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Ora/Māori Health Authority will work together to 
provide the leadership to reduce inequity.26

Second, if we believe in universal access to 
healthcare, with equity of outcome for all citizens, 
major policy shifts are needed. We must expunge 
the remaining remnants of neoliberal philosophy 
and policies, and reject more rationing of health-
care and welfare services. We need to acknowl-
edge the results of massive international studies 
showing: (i) that widening income gaps are associ-
ated with larger health and social problems;27 and 
(ii) that large financial dividends are achievable 
by moving from austerity to investment policies 
in health, education and welfare.28,29

Third, investment should be in human, physi-
cal and financial resources. We need to increase 
the numbers training as health professionals, and 
improve salaries and working conditions in order 
to retain trained and experienced staff.30,31 Cul-
tural differences need to be viewed as blessings 
and treasured, with stronger affirmative policies 
to train a more culturally representative health 
workforce.

Fourth, armed with better information about 
unmet health needs from regular national popu-
lation surveys, a policy of proportionate univer-
salism should be used to address inequities and 

lift standards of health and healthcare for all citi-
zens.32–34 This policy combines features of both tar-
geting and universalism. Targeting ensures that 
extra resources go to the areas of greatest need, 
with the aim of achieving equal outcomes, while 
universalism directs resources for the welfare of 
all citizens, so that general standards are raised. 

Significance of charity hospitals
Charity hospitals are important because they 

demonstrate every day the reality of unmet need 
and have worked to mitigate its impacts. The 
limited research available confirms this, but the 
reluctance of government to invest in research 
into unmet need is a clear failure of responsibil-
ity. Charity hospitals, with their professional and 
community commitment, are evidence of social 
capital of which we can be proud, but they are 
also symbols of the shame we all share in the 
inadequacy in our political decision-making.35

The longer we leave the current deplorable sit-
uation, the harder it will be to get us on a satisfac-
tory track to improvement.

We need a better national story, with a sincere 
hope for a health and welfare system of which we 
can all be justly proud.
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