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Global changes have affected all countries directy indirectly participating in the
international market. Transnational corporatiomsne owning more capital than individual
countries, technology allowing instant financiahrtsactions, and the loss of traditional
boundaries have been some of the contributing factestructuring demanded by these
changes have seen the introduction of reforms baisékde doctrine of monetarism in many
industrialised countries, including New Zealand npetitive individualism, a limitation of
state responsibility, fiscal restraint in the palbdiector, and an increase in social inequity
have been some of the results in this country.h&t 4ame time and together with other
Western nations, New Zealand has experienced feetgfof changing patterns of family
structure, in particular those which are accomphimg risks of an inadequate income and
social isolation. These interrelated, complex, aagid changes have seen low income
families additionally marginalised and joined by nywaothers, with the requirements
necessary for the health and well being of childrethe centre of this crisis.

Social and economic indicators

With the exception of Statistics New Zealahdhere is little official documentation of the
social, physical, intellectual, and emotional grovand wellbeing of children during the
period of these reforms and these changes in fdifélylnformation from UNICEF?® and
professionals working in health, law, economicgjaation, and sociology, have helped to
fill the gaps.

Two key findings from the 1991 census relate tortee in unemployment and sole parent
households. For children the implications of both are those asfsociated social and
economic disadvantage. Twenty five percent of hildcen in 1991 had no parent in paid
work compared to 10% in 198l. Twenty two percentlmfdren in 1991 were living with a
sole parent compared to 12% in 1981. A rate onbeeded by the USA. Overrepresented in
this group were young children, Maori children (fenom the figure was 40 %), and Pacific
Island children (28%).

With payment for work the most important sourcaaégular income for all families, there
are obvious concerns for children whose parentsnateemployed. Sole parents, when
viewed as a group, suffer multiple hardships is #md other ways. Seventy five percent of
solo parents were not in paid work in 1994jth the median annual income for sole parent
families NZ$15,900 compared to that of two paremifies of NZ$45,000.0Other risks for
children of lower income families documented wdrase of a lack of ready communication
in the absence of a family car or telephone, liviimgented accommodation, and sharing a
home with people not part of the family.



Since 1991, further restructuring has continuedftect the family budget, particularly for
those in the lowest socioeconomic bracket. Amotigsse are the market geared housing
reforms, lower wages, a trend changing full to pane employment, user charges in health
and education, a continuity of high unemploymenésareduced levels of, and access to
benefits, and the lowest return of any group fromlatest tax cuts.

Evidence of the reemergence of poverty has beermowsmated using several different
methodologies?® In 1993, one in six of New Zealand’s populationrevestimated to be
affected, with the largest group being children aheir parents. Maori contributed
disproportionately to this figure.

Child mortality and morbidity

Child mortality rates, recognised as a marker @f $scial and economic environment in
which children live, are similarly concerning whamernational comparisons are made.
Despite improvements in national annual figures 1894 New Zealand rated the third
highest amongst 11 OECD nations for infant mostadind for girls aged 1 to 4Ranking
the highest death rate of the 11 was that of boykis preschool age range, and school aged
children of both sexes. Also at the highest rate tha death by suicide of boys, whether of
school age, in adolescence or as young adults,swittide in girls over this entire age range
(5 to 24) ranking second. In comparison with 32ustdalised nations. New Zealand was
also reported as having the highest rate of youitticee in 1991, and for the years 1985-90
the sixth highest rate of infant death presumed thueabuse-®* The influence of
socioeconomic status is seen in the multiple caofésese deaths. Studies from overseas
demonstrate that children of poor families havehbigdeath rates from all cau$&sTwo
New Zealand surveys record this related influemcéhe sudden infant death syndrothe,
and in injuries and deaths due to pedestrian actideThe multiple, cumulative, and
interrelated effects of poverty and disadvantage aso translated clearly in measures of
morbidity® Failure to thrive, iron deficiency anaemia, preredite disability, glue ear, otitis
media, deafness and chronic illness inadequatelyralted are some of the results. Not only
are there increased risks in their environment, Nev Zealand studies show that these
children are less likely to be presented for préivenhealth caré’® to have low
immunisation rate§’ and increased rates of infectious diseases, arfehigtes of teenage
pregnancy carrying significant risks of low birtreight and preterm delivery (Lennon D,
personal communication). This is a double handfoaphese babies, both in the chances of
their intact survival, and the later consequencegifeir health stemming from their family
environment.

There has been a paucity of any concerted or cdrepsive response to this new morbidity.
Payment for medical consultation and pharmacesticahd the loss of a significant
proportion of community nursing services are basri® children of low income families
and their high health needs. The limitation of shege through fragmentation of delivery and
resourcing has also ended any chance of providatgpmal coordinated programmes in



preventive health care, and often, of addressirgy dite of ultimate responsibility and
expected action. Current attempts by each of tlggomal health authorities and other
community endeavours to target a select numberiglh hisk families using different
methods, demonstrate these problems.

Educational opportunities

Success in learning is an important indicator afhdd's wellbeing. Major influences are
those of the economic and social circumstances dhild's family, with these expressed
through both the provision of relevant opportusitie the home and the building of a strong
foundation on which the required abilities and siideto learn are based.

Ironically both children of lower income familiesé schools in poor communities have
been disproportionately disadvantaged by reformensghly designed to help. Restricted
funding - based on pupil numbers, not need - ardddmands of meeting the costs of
mainstreaming and deinstitutionalisation, have edothe chances of these children whose
collective problems in learning are high. Diministpiresources and the additional stress of
these children's social needs have also erodedhtdreces of their schools in attracting and
securing good teachers with additional fundingcaated to schools in poorer areas unable to
meet the range of assistance requiféd.

United States studies have demonstrated signifidéferences for poor children when
compared to those raised in higher income groupschool days missed through ill health,
and attention affected by hunger, abuse, and fastiigs$ Some of the results are measured
in increased rates of learning disabilities, sewvamtional and behavioral problems, and
lower 1Q and achievement scores. Impressively, rofifiedies have shown that given the
right educational environment these children leard do welf as has been demonstrated in
the American Head Staftand the Israeli HIPPY programmegs.

In New Zealand there is growing evidence of theakdon of concern over the same
problems of destructive and aggressive behavioveldpmental and learning problems,
suspension and soaring rates of truancy amondsirehisuffering from the multiple effects
of financial hardship and family dysfunctiGhmalnutrition® and a lack of pre-school
educatiort? are other identified problems in this sector.

In spite of these trends, the reforms in educaslbow concerning numbers of children to
escape school and roam the streets with theserehildnable to be tracked. Limited
resources continue to restrict the ability of pipaés and parents to meet even basic
educational needs. Special education services baem severely pruned, and for the
majority of poorer children any dream of tertiadueation can be abandon

Care and protection

The care and protection of children requires patetdmpetence and commitment, and a
secure and supportive environment. When these¢hfaistate has a role to play. As in other
sectors the resources and responses required/els for child protection are being eroded.
At the same time social changes have also encrdamhéhe wider care and protection of



children. Urbanisation, family isolation, restrani in the role of the family and its size,
women needing to work outside the home, and the ¢dsneighborhood cohesiveness all
contribute. So too does the emphasis on competitidevidualism and individual self
interest fostered by current changes in policies@rblic attitude.

This comes in parallel with the risks to childreses in New Zealand now with the increase
in violence and violent crime, evidence of an iasein children joining these activities and
becoming offenders (an 83% rise apprehended adtdinders and an 86% rise in
apprehended juveniles from 1992 to 1995), and wldeft abandoned and unattended (a
283% rise of reports from 1993 to 199%Hidden and more common in low income and
sole parent families are the very real dangers @abila families, mobile children, changing
names, changing addresses, and for some the riskequently changing father figures.
Exposure to abuse, neglect, and adult violenceadadk of early education and health care,
are common results. As for schools, the chancésmaig these lost children and ensuring
their oversight and access to services has beestasuially eroded with the one remaining
source available through the New Zealand Childresung Persons and Their Families
Service (NZCYPFS) now withdrawn.

The multiple effects of poverty are risk factors &buse and particularly for negléyhile

the other markers of societal disintegration spafathe indirect maltreatment of large and
increasing numbers of New Zealand children, Chiddsg and neglect are significant and
poorly addressed problems in this country. So foo,children, are the consequences of
family violence, whether as a victim or a witnés&arly support and intervention for
stressed and needy families is uncommon, and @ecoreasured outcomes for children in
need of care and protection, or who are recipientabuse or neglect have never been
recorded.

On a larger scale is the lack of any but anecdetalence of the benefits or pitfalls for
children of The Children, Young Persons and ThemHtes Act (1989) which, despite
being widely promoted overseas, has never beentamedi or reviewed. Accumulating
media reports point to the increasing inabilitytlké NZCYPFS to respond to the required
demands, despite multiple restructuring in orderctpe with the need for improved
competency, and technological advances. Thesensfaat the same time, kept within a
narrow resource base with a budget decrease ofd%llf services between fiscal years
1992-96™ despite reported increases in case loads ancttmisness of many cases during
this time?®

Despite these escalating requirements in intereenprevention programs, psychoeducation
at the time of a crisis, and the preventive besefftsupporting skilled therapy for children
who suffer the associated psychological traumamyf farm of maltreatment, these have
never been seen as paramount concerns. Similadiy,rieed of access to long term review
in light of the known chances of the later emergeuoicrelated problems in adolescence, has
been persistently ignored.



Discussion

While this information allows only suggestive cdateon rather than direct causality there
are wider markers of concern. The disproportiotage of finance for children in times of
economic decline has been demonstrated in the UfSiAteere are no indications that New
Zealand’s recent policies have not done the safme.dingers of a tolerance of an increase
in inequity within structures designed to enhan@nemic recovery have been detailed both
for this country,>?®> and in others following the same model of monstam@form which
comes accompanied by the simultaneous reductiomssistance for those inevitably
disadvantagedl. More specifically the cumulative effects of socidisadvantage and
deprivation on children's vulnerability to a widange of childhood problems, has been
documented in longitudinal research in this coufftijhis was at a time when New Zealand
was considered to have a commitment to an egalitaocial structure. The consequences of
the abandonment of this commitment evident in NealZnd's economic restructuring and
the related disregard of the necessity to incotponaot ignore, current social changes, are
likely to be carried by children. While not all thien adversely affected will suffer, the
measured outcomes in child health, welfare, andathn are already considerable.

Beyond the more obvious parameters there are otkee is the potential source of a
corruption of values and attitudes to work and arrled dependency, that these early
experiences can bring. Another cost of this abamon is the loss of the essential right to
belong which allows children to achieve a placéhiir culture and communify.For some
this carries additional dangers, in fostering assenf alienation and with it the risks of anti-
social behavior and violence.

While economic change has been inevitable, a retiefiweus on children is essential.
Investment in children is cost effective. The psbmn of their needs is the only way to
ensure the competency of future parents, the apptepeducation and skill of future
employees, and the protection of safety and sgaurény future social structure. A national
policy for children, child impact assessment asi@ary requirement in proposed legislation
and cross sectorial coordination in the determamaéind funding of children's needs, are all
ways to protect this investment. So too is researuth the collection of information that
allows accurate review and monitoring of importaspects of children's lives are all ways to
protect this investment.

The incorporation of the profound contribution at®economic disadvantage and related
family dysfunction on children's health and outcemnseen in adolescence and adulthood, a
component lacking in current strategies, is anotben of expected financial saving and
success. Present attempts to solve the hard enchaofy expensive high health risk
behaviours - smoking, alcohol and drug use, andaige pregnancy amongst them, and of
seemingly individual health problems - a lack ofmomisation, poor nutrition, glue ear and
deafness, and sudden infant death syndrome - enémbe effective unless addressed from
this perspective and collectively resourced. Thémmilies require a comprehensive



assessment, and personal, early, and long termodudpamphlets, posters, and media
campaigns may inform but cannot change their lives.

The long term cost savings in ensuring the welhgeaf children by removing any barriers
of payment for the health care for preschool ckidrand incorporating a system that
ensures universal and voluntary access for sucreptiwe review and early education, with
government protection for poor families, is anotlpatential source of value, both to
children and the country as a whole. Models of ssygtems are already in place in many
European countries and demonstrably successfsisociation with monetarist reformiés

In parallel the influence of the social and ecomolbrackground on educational opportunities
must be appreciated with resources tailored toetheseds if children's chances are to
improve. For those who have no interest in anystwment in children a response should be
seen as necessary in order to avoid the ineviddténe in the productive potential of this
country, if the importance of the asset represehyethis significant proportion of the future
workforce continues to be disregarded. In addititwe, interpretation of policies that place
the family or the community as the source of resiries all the needs and problems of
children must be countered for those families amdrounities who have neither the abilities
nor the resources to respond.

Conclusion

Economic policies introduced over the last ten yeaar hand with changing patterns of
family life are contributing to the loss of the oneetrievable chance of normal development
for an increasing number of New Zealand childreme Tultiple effects of a disadvantaged
start in life together with a lack of ready acces$ealth care, education, and social support
are already apparent. With evidence of the powenfillience of the social environment in
which a child is raised and the indelible imprirft early life experiences on the brain
development and brain function, this risk to cleldrcannot continue to be ignorédhe
costs, financial and in terms of the loss of hurpatential, health, and competency, as well
as the destructive effects of the alienation ofamé sector of the community, can be
expected to be considerable. They will also bevargble. Most are costs of choice, not
chance, and are the result of the failure to mhkeohe most effective investment of any for
this nation — that of providing for and carefullyropecting the physical and the
psychological well being of children.
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