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This report highlights findings from the Youth19 Rangatahi Smart Survey (Youth19) about 
students’ access to health care services. It is designed to be read with the Youth19 Rangatahi Smart 
Survey, Initial Findings: Introduction and Methods report (Fleming, Peiris-John et al., 2020), which 
explains how the survey was conducted, who was included, and how to interpret the results. The 
Introduction and Methods report and other Youth19 outputs are available at www.youth19.ac.nz. 
The prevalence estimates for 2001, 2007, 2012, and 2019 are national estimates (i.e., the data 
reported has been calibrated to adjust for differences between the national population of students 
and those who took part in surveys, as outlined in the Introduction and Methods report).

As part of Youth19, secondary school students answered questions about their access to and 
experience of health care services. We present an overview of findings and changes over time in 
areas of health care access, first for the total population (all students combined) and then for Māori, 
Pacific, Asian, and Pākehā and other European groups.

Youth19 data shows that:

• Many youth have seen a health professional in the previous year – nearly four in five students 
have accessed at least one health care service. The family doctor, medical centre, or GP clinic 
was the most often used health care service. This was more common among students from 
higher income neighbourhoods and for females than for other students.

• Many students did not receive youth appropriate health care; fewer than half of the students 
who accessed health care were assured of their confidentiality, and fewer than half of the 
students had the opportunity to talk with a health provider in private. This was particularly 
true among Asian students.

• One in five students were unable to see a health professional when they needed to in the 
previous year. This was more common among students from low income neighbourhoods, low 
decile schools, and small towns, and was more common among rangatahi Māori and Pacific 
youth than Pākehā and European youth.

These findings highlight lost opportunities for quality health interactions for youth. Access to private 
and confidential health care for young people is important for good health and wellbeing and helps 
them to establish good lifelong relationships with future providers. Youth are unlikely to disclose 
personal concerns (e.g., mental health) when providers do not assure them of confidentiality or 
when a caregiver is present. Previous Youth2000 results show that students have reduced depressive 
symptoms, suicidality, and pregnancy in schools where good health care is provided, especially in 
low income communities (Denny et al., 2013; Denny et al., 2014).

The data presented here show that we have made little progress in improving access to health care 
and improving access to private, confidential care over the past 18 years. The findings expose the 
significant health inequities faced by Māori, Pacific and Asian youth, and demonstrate how youth are 
disadvantaged in our current health care system. Young people require free primary care that meets 
their developmental and cultural needs in settings that are convenient to them.

More in depth analyses exploring youth health care access and quality are underway, and will be 
available via www.youth19.ac.nz.

Summary
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In Youth19, most students (78%) reported that 
they had accessed at least one health care 
service in the previous year. Accessing health 
care was more common among students 
from wealthier schools and communities. 
Students from high and middle income areas 
were more likely to have accessed care in 
the previous year (81% and 79%) compared 
with students from low income areas (74%). 
Similarly, students from high decile schools 
were more likely to have accessed care (82%) 
compared to medium (76%) and low decile 
(75%) schools. Access was higher for those 
from urban areas (80%) compared to rural 
areas (76%). Females appeared more likely 
to have accessed care than males (80% and 
77%). The youngest (13 years and under) and 
the oldest (17 years and older) students were 
more likely to access health care (81%) than 
15-year-olds (76%) and 16-year-olds (75%), as 
shown in Table 1.

The family doctor, medical centre, or GP clinic 
was the most used health care service (74%) 
for all age and ethnicity groups. The use of 
these services was highest among students in 
high and middle income areas (78% and 75% 
compared to 67% from low income areas) 
and high decile schools (79% compared to 
67% for low decile and 72% for medium 
decile schools). Females were more likely 
to have accessed this care (76%) compared 
to males (72%), as were students aged 17 
years and older (78%) compared to 15- and 
16-year-olds (71%).

The school health clinic was the next most 
used health care setting. In total 22% of 
students had accessed a school health 

service in the last year. This was most 
common in students from low decile (27%) 
and high decile (26%) schools, with lower 
rates of access for students from middle 
decile schools (15%). Higher use of school 
health clinics among students from low 
decile schools may be partly attributable to 
additional government funding. From 2008, 
decile 1 and 2 schools received government 
funding to provide more comprehensive 
health care services. At the time of the survey, 
this funding had twice been extended – in 
2013, to include decile 3 schools (Denny et al., 
2014), and in 2018 to include decile 4 schools. 
In 2019 this funding was extended to decile 5 
schools, but this change had not taken effect 
at the time of the survey. Students living in 
urban areas were also more likely to have 
accessed care through a school health clinic 
(24% compared to 14% for small towns and 
16% for rural areas). Older students (i.e., 25% 
for 17 years and older compared to 18% for 
13 years and younger), and female students 
(26% compared to 17% for male students) 
also reported greater use of school clinics. 

After-hours or 24-hour accident and medical 
centres were accessed by 11% of students. 
They were more commonly used by students 
from high income areas (15% compared to 
10% for medium income and 7% for low 
income areas). Students in high decile schools 
(17% compared to 7% for medium decile 
and 6% for low decile schools) and urban 
areas (13% compared to 6% for small towns 
and 8% for rural areas) reported greater use. 
Again, females reported greater access (13% 
compared to 9% for male students).

Findings

Health care accessed in the last year
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Hospital accident and emergency services 
were accessed by 13% of students. They were 
more commonly used by students from high 
decile schools (16% compared to 11% from 
low and medium decile schools) and from 
urban areas (14% compared to 9% from small 
towns).

Family planning or sexual health clinics 
were accessed by 2.7% of students. These 
services were used more by students from 
high income areas (4.3% compared to 1.5% 
for medium deprivation areas), high decile 

schools (4.3% compared to 1.4% for low 
decile and 1.7% for medium decile schools), 
and urban areas (3.0% compared to 1.4% 
for small towns), and by older students (e.g., 
5.8% for 17-year-olds and older compared to 
0.9% for 14-year-olds and 1.8% for 15-year-
olds) and female students (3.9% compared to 
1.5% for male students).

It is noteworthy that access to every included 
health care provider was higher, or at least 
as high, for students in wealthier schools and 
communities compared to other students.
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Private and confidential care is an essential 
component of youth health services (Britto et 
al., 2010; Ford et al., 2004). Access to private 
and confidential health care is important for 
good health and wellbeing and helps establish 
good lifelong relationships with future health 
care providers as adults. Youth are unlikely 
to disclose personal concerns (e.g., mental 
health) when health providers do not assure 
them of confidentiality or when a caregiver is 
present. Previous Youth2000 results show that 
students have reduced depressive symptoms, 
suicidality, and pregnancy in schools where 
good health care is provided, especially in 
low income communities (Denny et al., 2013; 
Denny et al., 2014).

Students were asked whether they had talked 
with a health care provider in private during 
the previous 12 months and whether a health 
care provider had assured confidentiality 
during this period. 

Less than half (40%) of the students accessing 
health care had talked with a health care 
provider in private in the previous year. 
Talking in private was more common among 
students living in low income areas (43%) 
compared to middle income areas (37%), and 
among students from low decile schools (46% 
compared to 37% from high decile schools). 
Older students (e.g., 58% for students aged 17 
years and older compared to 25% for students 
aged 13 years and younger), and male 

students (42% compared to 38% for female 
students) were more likely to have talked with 
a provider in private, as shown in Table 2.

The proportion of youth who talked with a 
health professional in private has not changed 
significantly overall since 2012 but increased 
among male students between 2007 and 
2019 (from 36% to 42%), as shown in Table 3.

Fewer than half (44%) of the students 
accessing health care in the previous year 
were assured confidentiality by a health care 
provider. Assurance of confidentiality was 
more common for students from low decile 
schools (57% compared to 42% from medium 
decile and high decile schools), and for older 
students (e.g., 55% for students aged 17 years 
and older compared to 31% for students aged 
13 years and younger).

In contrast to the gender difference for 
talking in private (more prevalent among 
male students), female students were more 
likely to be assured confidentiality (46%) 
than male students (42%). A smaller 
proportion of students from middle income 
areas were assured confidentiality (40%) 
compared to students from high income 
(45%) and low income (50%) areas. There 
was no substantial change between 2012 
and 2019 for students being assured 
confidentiality by health professionals.

    
Experience of quality, developmentally 
appropriate health care in the last year
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Students were asked whether, within the 
last 12 months, they had been unable to 
see a doctor, nurse or other health care 
professional when they wanted or needed 
to. This is ‘forgone health care’. One in five 
students (20%) reported that they were 
unable to see a health care worker when they 
wanted in the previous year.

Forgone health care was more common 
among students from low income areas (24% 
compared to 17% for high income areas), 
low decile schools (28% compared to 21% 
for medium decile and 17% for high decile 
schools), and small towns (24% compared to 
20% for urban areas). 

Students aged 14 years and older were more 
likely to be unable to see a health care worker 
(e.g., 20% for 14-year-olds) than students 
aged 13 years and younger (14%). At the time 
of the survey, there was funding from the 
Ministry of Health for free visits to primary 
care services for enrolled youth under the age 
of 14.

The proportion of youth who reported 
forgone health care increased slightly, from 
18% in 2012 to 20% in 2019, as shown in 
Table 3. Secondary school students who forgo 
health care in New Zealand are at increased 
risk of physical and mental health problems 
(Denny et al., 2013).

Foregone health care

The Youth19 survey offered students 
the opportunity to have links for health 
information and services sent to their phone 
or email. This was part of the ‘Integrating 
Survey and Intervention Research for Youth 

Health Gains’ research project led by Terry 
Fleming (Fleming, 2018; Peiris-John et al., 
2020). Results from this work will be available 
via www.youth19.ac.nz. 

    
Access to digital health supports
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Table 2: Experience of health care in the last 12 months

1 NZ Deprivation Index 2018, Low deprivation (1-3), Medium deprivation (4-7), High deprivation (8-10)
2 School Decile, Low decile (1-3) indicating higher deprivation, Medium decile (4-7), High decile (8-10) indicating lower deprivation.
3 Urban (population of 10,000 or more), Small towns (population between 1,000 and 9,999 people), Rural (population fewer than 1,000)

Table 3: Health care access trends

Notes: When comparing survey years, students from kura kaupapa Māori are not included in 2019 results, as previous survey waves did not include kura kaupapa 
Māori students. The data reported has been calibrated to adjust for differences between the national population of students and those who took part in surveys. 
See the Youth19 Rangatahi Smart Survey, Initial Findings: Introduction and Methods report for details (available at www.youth19.ac.nz).
N/A = not available. In 2001, these questions were not asked, hence are not included in this table.
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Youth19 data shows that almost three 
quarters (74%) of rangatahi accessed health 
care in the previous year, with access higher 
among those living in higher income areas 
(81%), as shown in Table 4. Most rangatahi 
Māori sought health care from a family 
doctor, medical centre or GP clinic (69%), 
school health clinic (22%) or an after-hours or 
24-hour accident and medical centre (19%). 
There were some differences by deprivation 
level. A lower proportion of rangatahi Māori 
from lower income (high deprivation) and 
middle income areas accessed health care 
from a family doctor, medical centre or GP 
clinic (66% and 67%, respectively) than their 
peers from higher income (low deprivation) 
areas (80%). Fewer rangatahi Māori from 
medium decile schools (16%) visited a school 
health clinic than their peers from low or high 
decile schools (28% and 29%, respectively).

Of rangatahi Māori who had accessed health 
care in the previous year, fewer than half 
(44%) had talked with a health professional 
in private, and half (50%) had been assured 
confidentiality by a health professional. There 
were some differences by deprivation level. 
A greater proportion of rangatahi Māori from 
higher deprivation neighbourhoods (low 
income areas) were assured confidentiality 
(55%) than their peers from medium income 
areas (41%).

There has been no notable change since 2012 
in the proportion of rangatahi Māori who had 
talked with a health professional in private or 
who were assured confidentiality by a health 
professional, as shown in Table 5.

In Youth19, over a quarter (27%) of rangatahi 
Māori were unable to access health care 
when they needed or wanted in the previous 
year, as shown in Table 5.

Youth19 data shows that in the previous 
year, when compared to their Pākehā and 
other European peers, a larger proportion of 
rangatahi Māori:

• were likely to have talked with a health 
professional in private, specifically 
rangatahi females (46% compared to 36% 
for Pākehā and European females) and 
to have been assured confidentiality by 
a health professional (54% for rangatahi 
females compared to 46% for Pākehā and 
European females, as shown in Table 10)

• were unable to access health care 
when they needed to, at least once 
(27% compared to 17% for Pākehā and 
European youth).

Access to health care among rangatahi Māori
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*Ethnicity is categorised using the NZ census ethnicity prioritisation method
1 NZ Deprivation Index 2018, Low deprivation (1-3), Medium deprivation (4-7), High deprivation (8-10)

Table 4: Health care access among rangatahi Māori*

Table 5: Health care access trends among rangatahi Māori*

* Ethnicity is categorised using the NZ census ethnicity prioritisation method
Notes: When comparing survey years, students from kura kaupapa Māori are not included in 2019 results, as previous survey waves did not include 
kura kaupapa Māori students. The data reported has been calibrated to adjust for differences between the national population of students and 
those who took part in surveys. See the Youth19 Rangatahi Smart Survey, Initial Findings: Introduction and Methods report for details (available at 
www.youth19.ac.nz).
N/A = not available. In 2001, these questions were not asked, hence are not included in this table.
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Youth19 data shows that almost three 
quarters (74%) of Pacific youth accessed 
health care in the previous year, as shown in 
Table 6. Most Pacific youth sought health care 
from a family doctor, medical centre or GP 
clinic (68%), school health clinic (31%) or an 
after-hours or 24-hour accident and medical 
centre (17%). There were some differences by 
deprivation level. A lower proportion of Pacific 
youth from lower income (high deprivation) 
areas visited a family doctor, medical centre 
or GP clinic (65%) than their peers from 
higher income (low deprivation) areas (76%). 
A lower proportion of Pacific youth from 
medium decile schools (17%) visited a school 
health clinic than their peers from low or high 
decile schools (34% for both).

Of Pacific students who had accessed health 
care in the previous year, fewer than half had 
talked with a health professional in private 
(43%), and a similar number had been assured 
confidentiality by a health professional (47%). 
There were some differences by deprivation 
level. A greater proportion of Pacific youth 
from lower income (high deprivation) 
areas talked with a health professional in 
private (48%) than from higher income (low 
deprivation) areas (30%).

There has been no notable change since 2012 
in the proportion of Pacific youth who had 
talked with a health professional in private or 
who were assured confidentiality by a health 
professional, as shown in Table 7. 

A quarter (25%) of Pacific youth were unable 
to access health care when they needed or 
wanted in the previous year. There were some 
differences by deprivation level. A greater 
proportion of Pacific youth from low income 
(high deprivation) (29%) and middle income 
(medium deprivation) (24%) areas were 
unable to access health care when needed 
than from high income (low deprivation) 
areas (9%). The proportion of Pacific youth 
who were unable to access health care when 
they wanted it was unchanged from 2012, as 
shown in Table 7.

Youth19 data shows Pacific youth were more 
likely to forgo care (25%) than Pākehā and 
European youth (17%, as shown in Table 10), 
especially for males (28% for Pacific 
males compared to 14% for Pākehā and 
European males).

Access to health care among Pacific youth
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Table 6: Health care access among Pacific youth*

* Ethnicity is categorised using the NZ census ethnicity prioritisation method
1 NZ Deprivation Index 2018, Low deprivation (1-3), Medium deprivation (4-7), High deprivation (8-10)

Table 7: Health care access trends among Pacific youth*

* Ethnicity is categorised using the NZ census ethnicity prioritisation method
Notes: When comparing survey years, students from kura kaupapa Māori are not included in 2019 results, as previous survey waves 
did not include kura kaupapa Māori students. The data reported has been calibrated to adjust for differences between the national 
population of students and those who took part in surveys. See the Youth19 Rangatahi Smart Survey, Initial Findings: Introduction and 
Methods report for details (available at www.youth19.ac.nz).
N/A = not available. In 2001, these questions were not asked, hence are not included in this table.
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Youth19 data shows that three quarters (76%) 
of Asian youth accessed health care in the 
previous year, as shown in Table 8. Most Asian 
youth sought health care from a family doctor, 
medical centre or GP clinic (69%), school 
health clinic (21%) or an after-hours or 24-
hour accident and medical centre (15%).

Of Asian students who had accessed health 
care in the previous year, only a third (33%) 
had talked with a health professional in 
private, and little over a third (36%) had 
been assured confidentiality by a health 
professional. There has been no substantial 
change since 2012 in the proportion of 
Asian youth who had talked with a health 
professional in private or who were 
assured confidentiality by a health 
professional, as shown in Table 9.

About a fifth (19%) of Asian youth were 
unable to access health care when they 
needed or wanted in the previous year. 
The proportion of Asian youth who were 
unable to access health care when they 
wanted it was unchanged from 2012, as 
shown in Table 9.

Youth19 data shows that, when compared 
to their peers, a smaller proportion of Asian 
youth:

• talked with a health professional in private 
(33% compared to 40% for Pākehā and 
European youth), especially among males 
(34% for Asian males compared to 44% for 
Pākehā and European males)

• were assured confidentiality by a health 
professional (36% compared to 44% for 
Pākehā and European youth).

Access to health care among Asian youth
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Table 8: Health care access among Asian youth*

* Ethnicity is categorised using the NZ census ethnicity prioritisation method
1 NZ Deprivation Index 2018, Low deprivation (1-3), Medium deprivation (4-7), High deprivation (8-10)

Table 9: Health care access trends among Asian youth*

* Ethnicity is categorised using the NZ census ethnicity prioritisation method
Notes: When comparing survey years, students from kura kaupapa Māori are not included in 2019 results, as previous survey waves 
did not include kura kaupapa Māori students. The data reported has been calibrated to adjust for differences between the national 
population of students and those who took part in surveys. See the Youth19 Rangatahi Smart Survey, Initial Findings: Introduction and 
Methods report for details (available at www.youth19.ac.nz).
N/A = not available. In 2001, these questions were not asked, hence are not included in this table.
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Youth19 data shows that four fifths (80%) of 
Pākehā and European youth have accessed 
health care in the previous year, as shown 
in Table 10. Most sought health care from 
a family doctor, medical centre or GP clinic 
(78%), school health clinic (20%) or an after-
hours or 24-hour accident and medical 
centre (22%). There were some differences 
by gender and deprivation level. A greater 
proportion of Pākehā and European females 
accessed school health clinics (24%) 
compared to males (15%). A lower proportion 
of Pākehā and European from low income 
(high deprivation) areas visited a family 
doctor, medical centre or GP clinic (71%) than 
their peers from medium and high income 
(low deprivation) areas (80%). Fewer Pākehā 
and European youth from lower income (high 
deprivation) areas visited a school health 
clinic (15%) than their peers from higher 
income (low deprivation) areas (24%). This 
pattern differs from that seen among other 
ethnic groups in this report.

Of Pākehā and European students who had 
accessed health care in the previous year, 
fewer than half had talked with a health 
professional in private (40%), and a similar 
number had been assured confidentiality by 
a health professional (44%). There were some 
differences by gender and deprivation level. 
A greater proportion of males talked 
with health professionals in private (44%) 

compared to females (36%). A greater 
proportion of those from low income 
(high deprivation) areas were assured 
confidentiality by a health professional 
(49%) than those from middle income 
(medium deprivation) areas (41%). There 
was an increase in the proportion of Pākehā 
and European males talking with a health 
professional in private, from 36% in 2012 
to 44% in 2019, as shown in Table 11. 
Conversely, there was a decrease in the 
proportion of Pākehā and European females 
talking with a health professional in private, 
from 42% in 2012 to 36% in 2019. There was 
also a decrease in the proportion of Pākehā 
and European females assured confidentiality 
by a health professional, from 52% in 2012 to 
46% in 2019.

About one in six (17%) of Pākehā and 
European youth were unable to access health 
care when they needed or wanted in the 
previous year.

• Pākehā and European females were 
more likely to report being unable to 
access health care (19%) than Pākehā and 
European males (14%).

• The proportion of Pākehā and European 
youth who reported they were unable 
to access health care in 2019 (16%) was 
unchanged from 2012 (15%), as shown  
in Table 11.

Health care access among Pākehā and 
European youth
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Table 10: Health care access among Pākehā and European youth*

* Ethnicity is categorised using the NZ census ethnicity prioritisation method
1 NZ Deprivation Index 2018, Low deprivation (1-3), Medium deprivation (4-7), High deprivation (8-10)

Table 11: Health care access trends among Pākehā and European youth*

* Ethnicity is categorised using the NZ census ethnicity prioritisation method
Notes: When comparing survey years, students from kura kaupapa Māori are not included in 2019 results, as previous survey waves 
did not include kura kaupapa Māori students. The data reported has been calibrated to adjust for differences between the national 
population of students and those who took part in surveys. See the Youth19 Rangatahi Smart Survey, Initial Findings: Introduction and 
Methods report for details (available at www.youth19.ac.nz).
N/A = not available. In 2001, these questions were not asked, hence are not included in this table.
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For the first time in a Youth2000 survey, 
Youth19 included open text questions so that 
students could express their views about the 
issues they face. Students could respond in 
open text boxes, in their own words. Only a 
quarter to a third of students answered these 
questions, so it is important to remember that 
not all students’ voices are represented. A 
summary of this data is available in our Youth 
Voices Brief (Fleming, Ball et al., 2020). Some 
responses to the question ‘What do you think 
should be changed to support young people 
in New Zealand?’ related to health services. 
Examples are included below. 

There were multiple comments suggesting the 
need for more support, especially in areas of 
mental health and wellbeing. 

“I think there should be more help involved 
and people to be there to listen to you.
Even if they’re not family and friends. Most 
teenagers just need someone willing to listen 
and understand you when things are rough. 
Something that should be changed in New 
Zealand is that there should be more help  
just for people.”
 Māori female, decile 10, age 15

“More youthlines, have a community for 
people to talk to.” 
 Māori male, decile 9, age 16

Many comments suggested that services 
should not rely on young people knowing 
where to find help or having the skills or 
confidence to seek it. Students suggested 
that providers should tell them about 
available support, make it easy to access, 
and bring it to them.

“I think high schools should be strongly 
encouraged to promote mental health. For 
example, combining careers counselling with 
a school counsellor check up because even if 
someone is fine this is beneficial.”
 Asian female, decile 9, age 17

“Trained professionals wandering around 
locations e.g schools just talking to students 
without having an appointment and the 
professionals themselves go around and speak 
out as young people might be too shy to go to 
them to talk about their issues.”
 Māori male, decile 9, age 15

“They should be told avidly that there is 
a place they can go for support and talk 
about issues.”
 Māori male, decile 5, age 15

“Better mental health facilities and clearer/
easier ways to make appointments with 
counsellors, etc.”
 Pākehā male, decile 7, age 17

“Compulsory visits and checkups to 
the counsellor.”
 Pacific female, decile 3, age 17

Youth voice
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Students identified that they wanted support 
from people who understood and had 
insights, provided in non-judgemental, 
private or youth friendly settings. 

“Better support systems that have people 
that fully understand what young people are 
going through and can communicate well with 
them because there are some young people 
that don’t like to talk about their feelings.” 
 Pacific female, decile 3, age 17+

“More counsellors around our age that 
can understand our feelings better and so 
we can have a chill conversation rather 
than a nervy one.” 
 Asian female, decile 9, age 14

“Youth who want to support youth, 
rather than just adults.” 
 Pākehā male, decile 6, age 15

“Something people can look at like a website 
or a close family member that is easy to talk 
to without them worrying or judging.”
 Pākehā female, decile 8, age 13

Overall, access to health care has not 
improved or has worsened for youth over 
the past 18 years. Some health professionals 
working in lower income communities 
(particularly those working with Māori and 
Pacific youth) are recognising that youth need 
to be reassured of confidentiality and be seen 
alone for at least part of the consultation. 
However, access to health care for those 
living in low income areas continues to be a 
significant barrier and ongoing concern for 
youth. Health inequity remains stubbornly 
strong and appears to be worsening for some 
groups, particularly Māori and Pacific youth.

There are many things we can do in our 
schools and communities to improve health 
care access for young people. These include:

• addressing the broader determinants of 
health and reducing poverty – our findings 
clearly highlight the impact of poverty on 
health care access for youth

• free access to accessible, developmentally 
and culturally appropriate health care in a 
range of settings

• ensuring young people know about 
services

• overcoming the effects of ‘help negation’ 
(Wilson & Deane, 2012) and ensuring 
that adults reach out to young people in 
appropriate ways, rather than assuming 
young people will necessarily come to 
them proactively

• training all health care providers in skills 
for working with young people, including 
respect for adolescents’ privacy and 
confidentiality in all aspects of encounters 
and follow-up care.

Access free youth health and youth service 
information or online training modules 
through Ara Taiohi (the peak body for youth 
development in Aotearoa), the Society for 
Youth Health Professionals Aotearoa New 
Zealand, the GoodFellow Unit or 
Werry Workforce Whāraurau.

What helps to improve health care access?
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We are currently analysing the Youth19
health care access data in more depth. 
Future publications will include:

• more detail about where and how 
students access care (e.g., school-based 
health services and who uses them)

• the prevalence and impact of ethnic 
discrimination in health care for youth 

• the impact of socio-economic factors on 
youth health care access and wellbeing. 

Please see www.youth19.ac.nz for 
publications as they become available. 

More to come

Doctors, nurses, counsellors and other 
health providers help with lots of different 
problems and worries. They talk with people 
about private or embarrassing stuff almost 
every day. You can see your family doctor or 
a doctor or nurse at school. You can ring up 
or book an appointment online – you don’t 
need to say what it’s for. You can go with a 
family member, someone else or alone. You 
can find out before you go if you will have to 
pay. Most providers are not allowed to tell 
anyone else about what you’ve said without 
your permission, unless they’re really worried 
about you or someone else right now. You can 
find more about your rights here: hdc.org.nz/
your-rights/the-code-and-your-rights  

If you’re not sure if you should worry about a 
health issue, or you don’t know where to go, 
you can call Healthline on 0800 611 116. This 
is free and you don’t need to give your name. 
You can also check out Youthline – free phone 
on 0800 376 633, free text on 234, or webchat 
(www.youthline.co.nz/web-chat-counselling.
html). If you’re feeling down, worried or 
stressed, you can call a free counsellor 
on 1737. There are lots more options at 
Health Navigator (www.healthnavigator.
org.nz) and Family Services Directory (www.
familyservices.govt.nz/directory), and we 
have extra hints for getting started here: info.
youth19.ac.nz/talking-to-someone.html

For young people: Getting the health 
care you need
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