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Hope for 
Women Facing 
the Ravages of 
Chemo
By Sue Claridge

In the near future, women with early breast cancer 
may be able to avoid the debilitating, ravaging, and 
relentless impacts of chemotherapy. Recent research 
has found that a gene test can calculate a patient’s 
risk of breast cancer recurring, and millions of 
women worldwide may be able to be safely treated 
with hormone therapy alone without affecting their 
survival time or risk of recurrence.

A major, nine-year long international clinical trial  
has provided compelling evidence that a genomic  
test, known as Prosigna, could transform the 
treatment of early-stage breast cancer. This test 
could potentially spare millions of women from the 
debilitating side effects of chemotherapy without 
compromising their chances of survival.1 Researchers 
from the United Kingdom, led by Professor of Breast 
Oncology, Dr Robert Stein, of University College 
London, enrolled 4429 newly diagnosed breast  
cancer patients over the age of 40 from the UK, 
Norway, Sweden, Australia, New Zealand and 
Thailand.1, 2, 3 

The patients all had oestrogen receptor positive 
(ER+) and Her2 negative early breast cancer, with 
spread to between zero and nine axillary (under arm) 
lymph nodes*, and with tumours of more than 30mm 
in size if there was no lymph node involvement. 
Across the participant cohort, patient characteristics 
were well-balanced; 62% were postmenopausal, 37% 
premenopausal and 0.8% male†.

The study, known as the OPTIMA trial (Optimal 
Personalised Treatment of Early Breast Cancer Using 
Multi-parameter Analysis), investigated whether the 
gene test could identify patients with early breast 
cancer who would derive little or no benefit from 
adjuvant chemotherapy.3 The results suggest that 
many women currently classified as high risk based 
on traditional clinical factors, may be able to receive 
hormone therapy alone while achieving outcomes 
comparable to those who undergo chemotherapy.1, 2 

The Burden of Overtreatment
When most people hear the word cancer, chemo-
therapy is one of the first treatments that come 
to mind. Chemotherapy encompasses a range of 
cytotoxic chemicals — intracellular poisons — that 
are designed to inhibit cell division or to destroy 
cancer cells. Chemotherapy targets rapidly dividing 
cells, which is how cancer tumours form and in- 
vade tissues. However, chemotherapy drugs are 
systemic. While this is important for reaching cancer 
cells that have moved away from the primary 
tumour to other parts of the body (e.g. lymph nodes 
and other organs), chemotherapy can have far 
reaching adverse impacts on the body, particularly 
where there are naturally rapidly dividing cells, 
such as mucous membranes in the digestive tract, 
hair follicles, and nerve endings.

For decades, chemotherapy has been a cornerstone 
of breast cancer treatment following surgery, 
particularly for patients considered at higher risk of 
recurrence. The recommendation of chemotherapy 
is usually met with dread and trepidation because 
of side-effects that can be debilitating, ravaging,  
and relentless. Sometimes those side-effects can 
cause permanent damage.

*	 where cancer cells have spread from the original breast tumour 
to the lymph nodes located in the armpit (the axilla).

† 	 although breast cancer is primarily a disease of women, men 
do get breast cancer; between 0.7 and 1% of breast cancer 
diagnoses in Aotearoa New Zealand are in men, about 25 per 
year.
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While chemotherapy can reduce the likelihood of cancer 
returning, it is associated with significant short- and 
long-term toxicity and side-effects, including fatigue, 
nausea, hair loss, infertility, peripheral neuropathy, 
cognitive impairment, and increased susceptibility to 
infection. 

Since as far back as 1998, we have known that 
chemotherapy doesn’t benefit all patients with breast 
cancer and may contribute only modestly to improved 
survival rates.4 A 2001 paper found that chemotherapy 
for breast cancer only contributed an average of an  
extra 10.3 months disease-free survival and an average 
of an extra 5.4 months of overall survival within ten 
years of diagnosis in women younger than 50 years. In 
women over 50 years, the benefits were lower with an 
extra 6.8 months of disease-free survival and an extra 
2.9 months of overall survival within 10 years.5 

In 2004, a paper that reviewed randomised clinical 
trials reporting a five-year survival benefit attributable 
solely to chemotherapy in adult cancers, found 
that the “overall contribution of […] chemotherapy 
to 5-year survival in adults was estimated to be 2.3%  
in Australia and 2.1% in the USA.”6 Additionally, some 
types of chemotherapy for breast cancer can increase  
the risk of death from other causes, such as heart  
disease, myeloma and leukaemia.7

Clearly, the challenge for oncologists has been ident- 
ifying which patients could benefit from chemotherapy  
and which patients can safely avoid it. From the mid-
2010s, research increasingly setout to define those 
patients who would benefit and allow those that 
wouldn’t benefit to avoid chemotherapy.8 Traditional 
risk assessment relied on factors such as tumour size, 
grade, and lymph node involvement, but genomic 
profiling has emerged as a way to provide more precise 
treatment recommendations.9, 10

Findings From the OPTIMA Trial
In the latest study, the genomic test Prosigna was used. It 
measures the activity of 50 genes associated with breast 
cancer growth and progression. The assay* generates a 
Risk of Recurrence (ROR) score and classifies tumours 
into molecular subtypes, providing a more accurate 
estimate of the likelihood that cancer will return after 
treatment.11 

Participants in the study were randomly assigned 
to receive standard treatment decisions or treatment  
guided by the Prosigna test. The results were striking. 
More than two-thirds of patients who underwent 
genomic testing were classified as having a sufficiently 
low recurrence risk to avoid chemotherapy. These 

*	 an assay is an investigative procedure or laboratory test used to 
analyse a sample, in this case to measure the activity of specific 
genes.
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patients received hormone therapy alone. The five-
year disease-free survival rate of the hormone 
therapy alone group was 93.7%, compared with a 
disease-free survival rate of 94.9% among patients 
who received chemotherapy as part of their care.2 

Dr Robert Stein told Oncology News Central that 
“we have shown that patients with low ROR score 
tumours gain minimum, if any, chemotherapy 
benefit.”3

The Implications for New Zealand Women
This study only included breast cancer patients with 
ER+ and Her2- early breast cancer, so it excluded 
those who were Her2+ and PR+ (progesterone 
receptor positive), and also those who are triple 
negative as these breast cancers do not respond to 
hormone therapy. Approximately 3900 women/
wāhine are diagnosed with breast cancer each 
year in Aotearoa New Zealand, with diagnoses 
generally increasing by, on average, about 70 per 
year.12 Approximately 75% of early cancer diag-
noses in are ER+ HER2- cancers,13 which means  
that as many as 2900 women/wāhine might be 
suitable for the Prosigna test. On the basis of 
the results of the OPTIMA trial as many as 1900  
women/wāhine could be candidates for hormone 
therapy alone and avoid chemotherapy. 

By identifying patients who are unlikely to benefit  
from chemotherapy, clinicians can reduce unneces-
sary toxicity while maintaining excellent treatment 
outcomes, and the implications extend beyond 
individual patients.

Not only will genomic testing significantly reduce 
the number of women who suffer temporary and 
permanent damage from chemotherapy, thus 
improving their quality of life both during and after 
breast cancer treatment, but it will reduce the cost 
of providing a treatment that is now shown to be  
of limited benefit. 

Chemotherapy is costly, resource-intensive, and 
places considerable demands on healthcare systems. 
Reducing unnecessary chemotherapy could lower 
treatment costs, decrease hospital visits, and free 
up oncology resources for patients who truly need 
intensive therapy. New Zealand breast cancer 
researchers found that, in the initial phase of 
treatment, chemotherapy for ER+ Her2- early breast 
cancer (Stage I and Stage II) represented 5% of the 
total cost of treatment, the average cost of which is 
$23,467 per patient.13

On that basis, there could be an approximate 
saving of $2.3 million per year by not administering 
chemotherapy to breast cancer patients who would 
not benefit from it, although it is likely that this 

saving would be taken up by cost of the Prosigna  
test. However, there is no accounting for the  
economic burden suffered by women/wāhine, 
their families/whānau and communities from the 
impact of side-effects of chemotherapy. In addi- 
tion there is the loss of productivity from both 
attending chemotherapy sessions and recovery time, 
as well as the long-term economic burden from 
permanent harm caused by chemotherapy, such as 
peripheral neuropathy and cognitive impacts from 
which some women/wāhine never recover. 

If adopted widely, genomic testing could become 
standard practice for many patients with ER positive, 
Her2 negative breast cancer. This would represent 
a significant shift toward precision oncology, 
where treatment decisions are tailored according 
to the molecular characteristics of each patient’s 
cancer rather than relying solely on traditional 
clinicopathological factors. 

While chemotherapy remains an essential treatment 
for many breast cancer patients, this advance 
represents a huge reduction in the burden of 
treatment for women/wāhine with breast cancer. 
For thousands of New Zealanders facing a breast 
cancer diagnosis, the prospect of achieving the same 
chance of cure without the burden of chemotherapy 
represents a major step forward in cancer treatment. 
We must urge our health authorities and cancer 
experts to ensure that the benefits of genomic testing 
become a standard part of breast cancer treatment 
as soon as currently ongoing clinical trials3 provide 
additional confirmation of these results. 

NB: it is important to keep in mind that the OPTIMA 
trial included only women and men over 40 years, 
with 0-9 involved axillary nodes and tumour size of 
>30mm if node negative, and that this level of detail 
in patient characteristics for Aotearoa New Zealand 
is not available so the numbers provided are broad 
estimates.
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Budget 2026: 

By Sue Claridge

Poll: 85% of New Zealanders support increasing public healthcare funding! 

Reality: are we going to get what our health system needs?

In March this year, Kaitiaki Hauora1, a new coali- 
tion of health workers, patients, unions and 
community groups, commissioned a nationwide 
Talbot Mills Research poll asking what New 
Zealanders thought about funding our public 
health system. There was overwhelming support 
for increased public funding regardless of their 
politi-cal views and party support; 85 per cent of  
New Zealanders support increasing health funding  
by at least enough to keep up with rising costs, 
wages and a growing and aging population.

Forty percent of those polled want funding increased 
above rising costs to improve care, while 45% want 
funding increased to keep up with rising costs.2 

Kaitiaki Hauora Chair, Rob Campbell, said the  
results sent a clear message ahead of Budget deci-
sions on health spending.3

“This is not  a close call. New Zealanders are clearly 
saying they want public healthcare funded properly.”

“And importantly, that support cuts across party 
lines. People may disagree on plenty, but they 
agree the health system needs more support 
than it’s getting.”3

Was it Enough for our Health System?Was it Enough for our Health System?
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Kaitiaki Hauora followed the poll up 
with the release of their report, How 
much funding is needed for Health in  
the 2026 Budget?4 released on the 
20th of May ahead of the Budget on 
the 28th of May.

The report, written by economists 
Dr Bill Rosenberg and Dr 
Jacqueline Cumming, provides 
new analysis that examines the 
level of funding likely to be 
required to maintain Aotearoa 
New Zealand’s public health 
system under current pressures. 
It “explores health spending 
trends, demographic and cost 
pressures, international com-
parisons, unmet need, and what current funding 
settings are likely to mean in practice.”5

In this article, we will take a look at the report and 
what Drs Rosenberg and Cumming estimate is 
the absolute bottom line in funding for our health 
system to meet cost and demographic pressures for 
the year to June 2027, compared with what Finance 
Minister Nicola Willis’ budget promised to deliver.

How Much Funding is Needed for 
Health in the 2026 Budget?
Dr Bill Rosenberg and Dr Jacqueline Cumming’s 
report provides two funding estimates, which 
realistically don’t come close to funding the quality 
of public health care that New Zealanders have 
every reason to expect. 

The first of their funding approaches, the estimate 
for which covers the absolute bare minimum to keep 
it at the current level, is what they call ‘meeting cost 
and demographic pressures’.

The second, which they call ‘funding the gap’, is the 
“funding needed to meet some of the health needs of 
our people over and above what is needed to meet 
cost and demographic pressures.”

The operative word here is “some”. Not all, but 
“some”. In other words, even at the ‘funding the gap’ 
level of funding, there is still going to be significant 
unmet health need. 

However, the report does ac-
knowledge this.

“We do not pretend that raising 
spending to the average spent by 
other countries would provide an 
adequate level of funding.”

“These estimates must therefore be 
seen as a “floor” to what is needed 
to fund the gap. It cannot reasonably 
be less — but it is likely to need 
much more.”

Rosenberg and Cumming also point 
out that there is a capacity issue;  
that even if money was no object 
and the health system was suddenly 
provided with all the funding it need-
ed to meet all currently unmet health 

need, it couldn’t possibly happen overnight:

“The Health System does not have the capacity to 
develop the services needed, ramp up the skills  
and staffing needed to provide them, and in some 
cases, procure equipment and other supplies or 
construct or acquire buildings.”

Meeting Cost and  
Demographic Pressures
The authors estimate that $1.405 billion of increased 
funding is needed to simply meet cost and 
demographic pressures for the year to June 2027. 
This means that anything less than an allocation 
of $1.405 billion in the budget, or if some of that 
amount is to be spent on new services, there will not  

“There is sound evidence that the health of our people is deteriorating.  
Some of that is due to deteriorating determinants of good health such as  

housing, incomes and nutrition, but some is due to under-resourcing  
of our Health System.”5 

be enough money to maintain current provision of 
services “in the face of rising wage and non-wage 
costs, and increasing demands from a growing and 
aging population.”

They also estimate that $1.9 billion of capital 
investment should be provided for hospitals in  
the 2027 year. 

Kaitiaki Hauora says that this money “doesn’t 
improve things, reduce waitlists, make it easier to 
see a GP, or rebuild exhausted essential services.”
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Funding the Gap
The report highlights a number of issues that have 
led to a significant gap between health funding in 
Aotearoa New Zealand “compared to average health 
spending in 16 similar countries.” On the surface of it 
we are only $1.1 billion per year behind the average 
of those countries. However, it doesn’t account 
for “at least a decade and a half of underfunding 
(especially during the 2010s), stresses resulting 
from the pandemic, and other social and economic 
determinants of health.”

Rosenberg and Cumming find that the shortfall from 
2010 to 2017 averaged $3.2 billion per year in 2025 
dollars, “taking into account cost, population and 
demographic factors.” 

A shortfall of $3.2 billion per year! Against a 2025 
budget that forecast a mere $1.37 billion increase  
in health funding in the coming year.

To fund the gap, the report sets out the estimated 
shortfall per year in six areas where the health system 
provides substantially less than is needed: 

•	 Population health — $973m

•	 Primary care — $1,309m

•	 Hauora Māori — $1,716m

•	 Workforce — $1,619m

•	 Electives/planned services — $281m; and

•	 Dental health — $936m operational (plus an extra 
$1,061m in capital expenditure). 

This amounts to a $6.8 billion per year shortfall.

So, what did the Government promise in the 2026 
budget? Did we get the bare minimum, did we get 
less, or did we get enough to fund the gap? 

Funding for Health in Budget 2026
While the Government portrayed health as the 
biggest winner on Budget night, the reality is it is 
“not enough to maintain a system already under 
significant strain, let alone improve health services.”6

The Government stuck to the extra $1.37 billion  
per year in operational expenditure for the next 
four years that it promised last year; $35 million 
less per year than the Kaitiaki Hauora report said 
was necessary just to meet cost and demographic 
pressures.4

There was also new spending on “special projects”. 
While it is great to see funding capital works, such 
as more for Dunedin Hospital, for purchasing land 
for a new hospital in South Auckland; and more 
mental health funding, funding for lowering the 
bowel screening age, and other similar projects, this 
funding is inadequate to address the current level  
of unmet need.  

Yes, it is great to have this funding, we’ll never 
say no, but it is simply not enough. There were 
some winners on the night, but a lot of losers going 
home empty handed. In addition, while some of  
the announcements seemed cause for celebration, 
but the reality is somewhat more dismal.

For example, implementing the Pae Ora (Healthy 
Futures) (3 Day Postnatal Stay) Amendment Bill, 
which will receive $1.6 million in funding in each  
of the first two years, going up to $13.3 million  
in the third year and $17.9 in the fourth year.  
But of course, the devil is in the detail. For a  
start we already have insufficient beds and 
insufficient staffing to allow all women their exist-
ing hospital stay entitlement, and $1.6 million in  
the first two years is going to do little to change  
that. You can’t procure extra beds and more staff  
out of thin air. 

Dr Bill Rosenberg Dr Jacqueline Cumming Nicola Willis
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PM Christopher Luxon was forced to dial back 
the budget night excitement to clarify that an 
announcement by Health Minister Simeon Brown 
and Associate Health Minister Casey Costello, that 
stated “all mothers would be entitled to three-night 
postnatal hospital stays from now on was incorrect.”7

In fact, when you look at the break down of the 
funding, the three-night stay would be phased in 
and not fully implemented for another three years.

Christopher Luxon told Morning Report the 
announcement had been “incorrectly characterised 
and has been corrected.”7 

On top of the extra $5.48 billion to meet demo- 
graphic demand and inflation, $876 million was 
allocated to capital expenditure, and $350 million 
to operating expenditure over the next four years,8 
including:

•	 Almost $35 million for road ambulance services;

•	 $54 million for Pharmac;

•	 $15.5 million to paediatric palliative care;

•	 $33 million to lower the bowel screening age  
to 56.

In total, the extra $876 million for operating ex- 
penses over four years falls well short of addressing 
Kaitiaki Hauora’s estimated $6.8 billion per year it 
would take to “fund the gap”.

So, what did we really get for health in the budget? 
Enough to keep the lights on and not much more.

The Government Must do More
The Government — this one and the next one, 
whichever party is in power after November’s 
election — simply must do more!

We all know how tough the economic situation is 
right now. We are living it. But we also know from 

our lived experience just how bad the public health 
system is. 

As the Kaitiaki Hauora report states very clearly, 
“services are overwhelmed because of the 
shortcomings or insufficient capacity of services 
which would stop people’s conditions becoming 
increasingly serious, and because the social and 
economic determinants of health (such as good 
housing, adequate incomes and good nutrition) are 
deteriorating.”4

Health IS wealth! 

Without our health more of us are living with 
debilitation, dysfunction, and disability that not 
only contributes to an ever-increasing burden on a  
failing health system, but significantly reduces the 
productivity that would contribute to our nation’s 
fiscal wealth. 

Declining health and well-being owing to the 
inadequacy of existing health services “leads to 
higher spending in other parts of the health system, 
higher costs to people as they try to have their health 
needs met privately, economic costs where people  
are unable to work or unable to work to their poten-
tial, and higher social costs from pain and suffering 
for those who are unwell and their whānau.”4 

Good health is an unassailable human right!9

And yet, Andrea Black writes, in Aotearoa New 
Zealand health “has been in a form of managed 
decline since 2011/12 — according to the Ministry  
of Health’s annual survey.”9

According to data produced by this Government’s 
own Ministry of Health “excellent health is only for 
a small minority of the population, and we have  
40% more of the population in fair health than  
we did in 2011/12.”9

People are finding it “increasingly difficult to access 
mental health care and see a general practitioner. 

Auckland Women's Health Council — June 2026	 Page 9
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This unmet need doesn’t simply disappear. Instead, 
it shows up in other parts of the health system —  
like the emergency department — and results in 
people’s health deteriorating.”9

This is not ‘rocket science’! 

You do not have to be an economist to see that 
the persistent underfunding of our health system 
by successive Governments over two decades, is 
contributing to greater downstream costs at all  
levels of our society, our health system and our 
economy.

To all political parties, Auckland Women’s 
Health Council implores you on behalf of all New 
Zealanders:

•	 Stop treating health as a political football.

•	 Stop making election year promises that sound 
great on the surface but do little to address the 
problems.

•	 Start seeing proper health funding as a critical 
investment for the well-being, economic stability 
and growth of our entire nation.

Please, make some no doubt difficult and costly 
decisions, and take a long-term, cross-party view 
of health. Acknowledge and truly believe in the 

vital importance of improving the health system, 
and come up with a properly funded plan that will 
actually fix it for all New Zealanders. 
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https://www.rnz.co.nz/news/political/597006/post-natal-stay-announcement-incorrectly-characterised-christopher-luxon-says
https://www.treasury.govt.nz/sites/default/files/2026-05/b26-sum-initiatives.pdf
https://asms.org.nz/wp-content/uploads/2025/10/Managed-Decline-Final.pdf
https://asms.org.nz/wp-content/uploads/2025/10/Managed-Decline-Final.pdf
https://www.reuters.com/business/healthcare-pharmaceuticals/veracyte-genomic-test-identifies-breast-cancer-patients-who-can-skip-chemo-2026-05-27
https://www.reuters.com/business/healthcare-pharmaceuticals/veracyte-genomic-test-identifies-breast-cancer-patients-who-can-skip-chemo-2026-05-27
https://tewhatuora.shinyapps.io/cancer-web-tool/
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Informed consent in healthcare is a basic right, not 
a ‘nice to have’ to be dispensed with as soon as it 
becomes inconvenient to health care professionals. 
Yet, despite this right being entrenched in our 
legislation, health consumers repeatedly and 
regularly have to fight for it to be upheld.

It is 30 years since the Code of Health and Disability 
Services Consumers’ Rights (the Code) came 
into force. Given the status of the right of health 
consumers to provide informed consent in health-
care, including in the context of teaching medical 
and healthcare students, it is quite frankly bizarre 
and mind boggling that every year, I have cause to 
write yet another article about health professionals 
who have either: blatantly breached these rights;  
are suggesting that it is okay to do so; or suggesting 
that these rights be overturned.

Yet here we are!

An opinion piece, entitled ‘Patient consent is a  
barrier to training junior doctors on 
the job — a rule change is needed’, 
first appeared in The Conversation on 
the 13th of May1, then was published 
by both the Otago Daily Times2 and 
The New Zealand Doctor3 on the 15th 
of May.

The piece was written by Dr Ben 
Gray, Associate Professor of Primary 
Health Care and General Practice at 
the University of Otago (Wellington 
campus). 

His concern appears to be the critical 
shortage of doctors in Aotearoa 
New Zealand in both hospitals and 
general practice, which no-one could 
argue with. 

Informed 
Consent 
is a Basic 
Right, Not an 
Inconvenience
By Sue Claridge

However, he has somehow come to the conclusion 
that the requirement for trainee/student doctors to 
have the consent of patients when present during 
treatment or surgery is a major barrier to training 
enough doctors. The shortage of doctors in our  
health system is not about the rights of health 
consumers. It is about insufficient funding, poorer  
pay than other comparable nations, a worldwide 
shortage of healthcare workers, unsafe working con-
ditions, ridiculously long shifts that cause exhaus-
tion and burnout, and chronic under resourcing 
of our public health system over very many years  
and across successive governments. 

How dare Dr Gray blame the right of consumers 
to make informed decisions and provide informed  
consent for the failings of those who control the 
public purse.

Dr Gray claims that “a strict requirement for patient 
consent to train junior doctors” is an impediment 

to medical training. His first argument 
against the requirement that patients 
consent to medical students or junior 
doctors being present during treatment 
or surgery as part of their ongoing 
training, is that in other jurisdictions  
the rules are weaker or non-existent. 

He specifically mentions the UK, 
Ireland, the US, Australia, Singapore 
and Malaysia. 

How dare he suggest that because other 
jurisdictions have weaker informed 
consent laws, we should follow suit. 

With that attitude women in Aotearoa 
New Zealand wouldn’t have won the 
right to vote until the mid-20th century! Dr Ben Gray
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Dr Gray seems particularly enamoured with 
Singapore and Malaysia, writing “Consent for 
teaching is not mentioned at all in Singapore and 
Malaysia.” To put this in perspective, Singapore 
gave women the vote in 1947 and Malaysia in 1957, 
so I’m not sure that I would be holding them up  
as paragons of virtue when it comes to basic rights.

Dr Gray goes on to talk about informed consent 
rights being defined broadly in the Code of Rights, 
“but has been interpreted as including graduate 
doctors and learning in all settings.” He is not the 
first to suggest that informed consent rights are ill-
defined or open to interpretation. 

In 2020, then Waitematā District Health Board 
claimed, in relation to breaches of informed consent 
rights in a teaching situation at North Shore Hospi-
tal, that “a lack of consistent national guidance is 
partly at fault” and that the “board resolved to 
urgently request the Ministry of Health to provide 
national guidance on informed consent that covers 
training aspects of clinical work.”4

These statements were made five years after the 
2015 consensus statement on medical students and 
informed consent, prepared by among others, the 
Chief Medical Officers of District Health Boards.5

The statement, which was updated in 2023,6  
clarifies expectations for informed consent in the 
training of medical students. It sets out key principles 
and includes numerous specific examples. There is 
little room for ambiguity regarding the obligations 
on medical students and their medical supervisors 
in obtaining informed consent where students were 
present or taking part in providing care to a patient.

In an entirely ridiculous analogy, Dr Gray compares 
student doctors with trade apprentices, saying 
that “a client cannot refuse to have the apprentice  
builder, plumber, law clerk or junior accountant 
involved in their work,” with the clear inference that 
patients should not be able to refuse to have student 
doctors involved in their care.

It might surprise Dr Gray to know that builders, 
plumbers, law clerks or accountants, or any other 
such professionals, DO NOT have their hands on or 
inside my body! 

They do not take my life in their hands.

Kannai et al., write that “the obligation to train 
future physicians must be balanced with patients’ 
autonomy and their right to choose who is involved 
in their care.”7

The theatre nurse who blew the whistle on the 
breaches of informed consent rights at North Shore 

Hospital back in 2019, was very clear about the 
concept of informed consent in a teaching situation:  

“For me, informed consent would be 
knowing who actually is going to be 

touching me. Who’s doing the operation, 
who’s going to be in the room? And if my 
body is going to be used as something to 

be taught upon, I want to know.”8

Dr Gray goes on to raise the spectre of wholesale 
refusal by patients to consent to medical students 
being present or involved in care. Clearly, Dr Gray 
has not bothered reading the medical literature that 
shows that the majority of patients are happy to 
consent to the involvement or presence of medical 
students. 

International studies “generally show that patients 
respond positively to student involvement, par-
ticularly when supervision is provided.”7

The Code of Rights
The Code of Health and Disability Services 
Consumers' Rights (the Code) is legislated for under 
the Health and Disability Commissioner (Code of 
Health and Disability Services Consumers' Rights) 
Regulations 1996. These regulations are secondary 
legislation under the Health and Disability 
Commissioner Act 1994. 

Under the HDC Act, the right to informed consent 
is the first right that is set out in section 20 Content 
of the code:

(a)	 the principle that, except where any enactment 
or any provision of the Code otherwise 
provides, no health care procedure shall be 
carried out without informed consent

The Act explicitly states that the Code shall contain 
provisions for informed consent in health teaching 
and health research.

The regulations that give effect to the Code as of 
the 1st of July 1996, state under Right 7 of Rights of 
consumers and duties of providers that consumers 
of health and disability services have the “Right 
to make an informed choice and give informed 
consent.” 

Further, Right 9 establishes that “The rights in this 
Code extend to those occasions when a consumer 
is participating in, or it is proposed that a consumer 
participate in, teaching or research.”

https://www.legislation.govt.nz/secondary-legislation/pco-drafted/1996/78/en/latest/#DLM209080
https://www.legislation.govt.nz/secondary-legislation/pco-drafted/1996/78/en/latest/#DLM209080
https://www.legislation.govt.nz/secondary-legislation/pco-drafted/1996/78/en/latest/#DLM209080
https://www.legislation.govt.nz/act/public/1994/88/en/latest/#DLM333584
https://www.legislation.govt.nz/act/public/1994/88/en/latest/#DLM333584
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An Aotearoa New Zealand study found that “most 
patients … were willing to contribute to student 
learning in all scenarios, with their views on the 
appropriate consent generally aligning with the 
consensus statement recommendations.”9

It seems that the patients least likely to consent to 
student involvement in their care, are patients who 
are also physicians, and particularly physician-
teachers, and in particular regarding intimate care or 
examinations.9 

So, it seems that it’s okay to not gain patient consent 
for medical student presence or involvement in 
care… unless that patient is also a physician, in 
which case they want to right to withhold consent! 

How is that for a dose of double standards?

As HDC Morag McDowell says in her response, it is 
about respect and partnership. 

In a truly patient-centred health system, the 
relationship between doctor and patient is a 
partnership, and both parties need to treat the other 
with respect. It is only respectful to ensure that 
patients consent to the care and treatment that they 
are receiving, who is involved in providing that care 
and treatment, and who is in the room observing 
what can often be deeply private health concerns at 
a vulnerable time in a person’s life.

My body, my decision, my right to consent… or not.

HDC disagrees with the positioning of informed 
consent as a barrier to medical education 
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The Health and Disability Commissioner, Morag 
McDowell, disagrees with Dr Gray’s opinion 
piece and has provided the following comment to 
Auckland Women’s Health Council:

Complaints to HDC highlight that, across diverse cultural 
groups and circumstances, people want to know who 
is involved in their treatment, including their role and 
whether teaching or training will be occurring. The Code 
of Rights is clear that people should not be involved 
in teaching without their informed consent. This does 
not mean medical training cannot occur. It means 
patients should be told, in a way that is meaningful and 
appropriate to their circumstances, when they will be  
involved in teaching. 

HDC does not accept that consent rights under the Code 
means that students or junior doctors are deprived of 
learning in acute settings or where patients lack capacity 
to consent. The article does not accurately outline how 
the Code and other laws apply in these situations. 
For example, substituted decision-makers, such as the 

parents of a child or a 
Power of Attorney, have 
the authority to consent 
on that person’s behalf. 
By way of additional 
example, if a medical stu-
dent or junior doctor is 
assigned an essential role 
in resuscitation, Right 
7(4) of the Code would 
apply as it is clearly in the 
patient’s best interests for this to occur.

Upholding people’s right to informed consent supports 
both good patient care and good medical education. 
Patients are more likely to support training when they  
are treated as informed partners in their care. Further-
more, role modelling respectful interactions where 
a person’s right to informed consent is upheld is an 
important aspect of teaching, and ethical leadership 
from senior clinicians and teachers is required in this 
regard.

Morag McDowell

https://theconversation.com/patient-consent-is-a-barrier-to-training-junior-doctors-on-the-job-a-rule-change-is-needed-281463
https://theconversation.com/patient-consent-is-a-barrier-to-training-junior-doctors-on-the-job-a-rule-change-is-needed-281463
https://www.pressreader.com/new-zealand/otago-daily-times/20260515/281891599908582
https://www.pressreader.com/new-zealand/otago-daily-times/20260515/281891599908582
https://www.nzdoctor.co.nz/article/opinion/patient-consent-barrier-training-junior-doctors-job-rule-change-needed
https://www.nzdoctor.co.nz/article/opinion/patient-consent-barrier-training-junior-doctors-job-rule-change-needed
https://www.rnz.co.nz/news/national/408217/waitemata-dhb-seeks-national-guidance-on-consent-for-procedures
https://www.rnz.co.nz/news/national/408217/waitemata-dhb-seeks-national-guidance-on-consent-for-procedures
https://www.stuff.co.nz/nz-news/360464793/whistleblowing-nurse-its-patients-right-know-whos-touching-them
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It was fabulous to see so many women’s contribu-
tions to women’s health recognised in the King’s 
Birthday Honours this year. There were many New 
Zealanders — men and women — in these honours 
who were recognised for their contribution to  
various aspects of health and health care, but it is  
the four women who have been honoured specifi-
cally for their services to women’s health that really 
stood out for us, and Auckland Women’s Health 
Council offer our congratulations to them all.

Professor Caroline Crowther 
Transforming Maternal and Perinatal Health 
Through Research and Clinical Leadership

Professor Caroline Crowther is to be 
a Companion of the New Zealand 
Order of Merit (CNZM). She is 
internationally recognised as one 
of the world’s leading researchers 
in maternal and perinatal health. 
Over a career spanning more than 
four decades, she has combined 
clinical expertise in maternal-foetal 
medicine with rigorous evidence-
based research, improving outcomes 
for mothers and babies globally. Her work 
has influenced international clinical guidelines 
and transformed standards of care in pregnancy, 
childbirth, and neonatal medicine. 

Prof Crowther is an Emeritus Professor of Maternal 
and Perinatal Health at the Liggins Institute, and 
has held senior academic and clinical appointments 
in New Zealand, Australia, the United Kingdom and 
Zimbabwe. At the Liggins Institute she has led major 
programmes of research focused on preventing 
maternal and infant mortality, disability, and long-
term adverse health outcomes. 

Celebrating our Wāhine Toa
One of her most influential contributions was her 
leadership of a randomised trial in 2005 that  
showed that detection and treatment of gestational 
diabetes significantly reduced perinatal death and 
birthing problems. Her research led to routine 
diabetes testing during pregnancy and lowering  
the threshold for intervention, changing interna-
tional guidelines for care of preterm birth and 
mothers with gestational diabetes. The significance 
of this work was recognised internationally when 
Prof Crowther received the American Diabetes 
Association’s prestigious Norbert Freinkel Lecture 
Award in 2013. 

From that research, in 2015 Prof Crowther developed 
guidelines used in Aotearoa New Zealand 

and Australia, which also informed 
World Health Organisation guidelines 

published in 2022. 

She also significantly contributed 
to research proving magnesium 
sulphate given to women expecting 
a very preterm birth reduced the 
risk of cerebral palsy. These findings 

were subsequently incorporated into 
international guidelines and are now 

considered standard clinical practice in 
many countries; this work has contributed 

to substantial reductions in death, disability 
and cerebral palsy worldwide. 

Prof Crowther founded and led the Interdisciplinary 
Maternal Perinatal Australasian Clinical Trials 
(IMPACT) Network in 1996, and was a foundational 
editor for the Cochrane Pregnancy and Childbirth 
Collaborative Review Group and has contributed 
dozens of systematic reviews that have strength- 
ened evidence-based maternity care worldwide. In 
2011, she was awarded the inaugural International 
Anne Anderson Award from the Cochrane 
Collaboration, for meaningful contribution to the 

King’s Birthday  
Honours 2026
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One of Ruth’s most significant achievements was 
the establishment of the first mobile women’s 
health clinic. The mobile service was designed 
to reach women who faced barriers to accessing 
traditional healthcare, including those living in 
low-income communities, rural areas, and groups 
with historically low screening participation rates. 
Through partnerships with organisations such as 
Work and Income, Women’s Refuge, and local 
community leaders, she ensured services were 
tailored to the needs of high priority and vulnerable 
women/wāhine.

The impact of WWFT under Ruth’s leadership was 
substantial. The organisation provided thousands 
of cervical smear tests annually, delivered health 
education to more than 10,000 women each year, 
and trained health professionals in women’s and 
children’s health. Ruth became New Zealand’s first 
independent nurse smear taker and led WWFT to 
become an NZQA-approved training provider for 
cervical smear takers, strengthening the national 
workforce and improving access to screening 
services.

A defining feature of Ruth’s career has been her 
focus on health equity. She secured government 
contracts to improve screening rates among Māori, 
Pasifika, and Asian women who were less likely 

to access regular preventive healthcare. Her 
public health advocacy consistently 

highlighted disparities in women’s 
health outcomes. In media interviews, 

she drew attention to lower cervical 
screening participation rates 
among wāhine Māori and called 
for more culturally appropriate 
and accessible services to address 
these inequities.

She also demonstrated leadership in 
workforce development and cultural 

competence. She introduced frameworks 
for nursing education that emphasised 

cultural responsiveness and helped ensure health 
services better met the needs of wāhine Māori and 
wāhine Pasifika, and helped found two Asian health 
organisations. Her work empowering Māori and 
Pasifika women to be community health promoters 
contributed to community capacity building by 
developing programmes that trained local women 
as health advocates and promoters within their own 
communities.

After co-founding WWFT, Ruth went on to hold 
leadership roles across the not-for-profit health 
sector. She completed a Master’s of Public Health 
with Honours at the University of Auckland 
and served in senior management positions with 

promotion of women as leaders and contributors to 
the Cochrane Collaboration.

In 2023, Prof Crowther received the University of 
Auckland’s Research Excellence Medal, for her work 
and in 2025 received the prestigious Gluckman 
Medal, the University of Auckland’s highest honour 
for health research excellence. The Gluckman Medal 
selection panel noted that she had contributed 68 
systematic reviews that advanced evidence-based 
practice internationally. They went on to say:

“With over 600 publications, 25,000 citations, and 
supervision of more than 30 graduate students, 
Professor Crowther’s leadership has left an enduring 
legacy in clinical research and practice.

Her work continues to save lives, improve long-term 
health outcomes and inform global guidelines.”

Prof Crowther has also held numerous member-
ships and roles in the World Health Organisation,  
in 2019 she was elected a Fellow of the Royal  
Society Te Apārangi, one of New Zealand’s highest 
academic distinctions.  

Ruth Davy 
A Leader in Women’s Health, Nursing and Public 
Health

Ruth Davy has been honoured for her 
exceptional contribution to women’s 
health, nursing leadership, and public 
health in Aotearoa New Zealand over 
more than three decades, and is to 
be an Officer of the New Zealand 
Order of Merit (ONZM). Ruth is 
a former member of the Auckland 
Women’s Health Council, and we 
are particularly thrilled that she 
has been recognised in these King’s 
Birthday honours.

Ruth Davy’s career has been characterised 
by a commitment to reducing health inequities, 
improving access to preventive healthcare, and 
empowering communities through education and 
culturally responsive service delivery.

Her leadership emerged in the aftermath of the 
Cartwright Inquiry, which led to major reforms 
in our cervical screening services. In response to 
the Cartwright Inquiry, she helped establish the 
Well Women’s Nursing Service (WONS) in 1989, 
later renamed the Well Women and Family Trust  
(WWFT). She served as Chief Executive Officer 
and later as Chairperson of WWFT. Under her 
leadership, the organisation became one of Aotearoa 
New Zealand’s most influential community-based 
women’s health providers.
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organisations including Diabetes NZ and the Gut 
Cancer Foundation, where she brought her expertise 
in health promotion, organisational leadership, and 
community engagement.

This King’s Birthday honour reflects not only Ruth’s 
achievements as a nurse leader and public health 
advocate, but also her enduring legacy in making 
healthcare more accessible, equitable, and responsive 
for women/wāhine and their whānau throughout 
Aotearoa New Zealand.

Dr Yvonne LeFort
An internationally recognised authority in 
breastfeeding medicine. 

Dr Yvonne LeFort has made a distin-
guished contribution to women’s health, 
breastfeeding medicine, and maternal 
and infant wellbeing in Aotearoa 
New Zealand over more than three 
decades, and is to be an Officer of 
the New Zealand Order of Merit. 

Through her work as a general 
practitioner, breastfeeding medi-
cine specialist, educator, advocate, 
and leader, Dr LeFort has played a 
pivotal role in strengthening breast-
feeding support services, improving 
professional education, and promoting evidence-
based care for mothers and babies. She is recog-
nised as one of Aotearoa New Zealand’s pioneers 
in the emerging field of breastfeeding medicine. 
She became a founding member and long-serving 
leader of the Breastfeeding Medicine Association 
of Australia and New Zealand (BMAANZ), an 
organisation dedicated to promoting clinical ex-
cellence, research, and professional education in 
breastfeeding medicine. Through this work she 
has helped establish breastfeeding medicine as a 
recognised area of medical expertise and encouraged 
greater collaboration between doctors, midwives, 
nurses, lactation consultants, and allied health 
professionals.

A major achievement for Dr LeFort was the 
establishment and development of the Milford 
Breastfeeding Clinic in Auckland. Through this 
service she has provided specialised assessment 
and treatment for complex breastfeeding issues, 
including low milk supply, infant feeding diffi-
culties, tongue-tie assessment, mastitis, breast pain, 
and maternal health concerns affecting lactation.  
The clinic has become an important referral centre 
for families, midwives, lactation consultants, and 

health professionals seeking expert breastfeeding 
support.

A key aspect of Dr LeFort’s contribution has been 
her commitment to evidence-based practice and the 
translation of emerging research into clinical care. 
She has actively promoted the use of current scien-
tific evidence to guide breastfeeding support and 
has advocated for breastfeeding as a public health 
intervention with lifelong benefits for women and 
children. Her work has helped increase awareness  
of the protective effects of breastfeeding against 
infant illness, maternal breast and ovarian cancers, 
and other long-term health conditions.

Her influence extends beyond clinical practice into 
professional education and workforce development. 

Dr LeFort has delivered presentations, 
workshops, and training programmes 

nationally and internationally, sharing 
expertise on lactation physiology, 
breastfeeding management, infant 
feeding difficulties, and maternal 
health. She has become a highly 
respected educator whose teaching 
has supported the development 

of health professionals working 
with breastfeeding families across 

Aotearoa New Zealand and Australia.

She is a Fellow of, and served as Board 
member of, global organisation the Academy  

of Breastfeeding Medicine. She is the lead author 
of the Academy’s Position Statement on tongue-tie, 
which has influenced clinical practice internation-
ally, as well as co-authoring several other ABM 
publications.

Dr LeFort serves on the Professional Advisory Group 
of La Leche League New Zealand, and through this 
role has supported volunteer leaders and families 
by ensuring that information and guidance are 
grounded in contemporary medical evidence.

She has also been an influential member of the 
New Zealand Breastfeeding Alliance (NZBA), an 
organisation that promotes breastfeeding-friendly 
policies. As a board member, she has contributed  
to national advocacy efforts that encourage health-
care organisations, workplaces, and communities to 
support breastfeeding mothers. 

Yvonne LeFort’s career demonstrates how clinical 
expertise, education, advocacy, and leadership can 
transform healthcare practice. Through her work in 
breastfeeding medicine, establishment of specialist 
clinical services, support for professional education, 
and national leadership in breastfeeding advocacy,  
she has made a lasting contribution to women’s  
health and maternal-child wellbeing.
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Dr Lesley Ansell 
Advancing Midwifery Practice and Safer Childbirth 

Dr Lesley Ansell has made a significant 
contribution to women’s health, mid-
wifery practice, and childbirth safety 
in Aotearoa New Zealand through 
a career spanning more than four 
decades, and she is to become a 
Member of the New Zealand Order 
of Merit (MNZM). 

As a midwife, educator, researcher, 
and clinical leader, she has been 
recognised nationally and inter-
nationally for her work to improve 
maternity outcomes, particularly in the 
management of shoulder dystocia, a potentially 
life-threatening childbirth emergency that occurs 
when a baby’s shoulders become trapped, and 
that can lead to injury or death of the baby during 
delivery. Historically, shoulder dystocia has been 
associated with significant risks for both mothers  
and babies, requiring rapid and effective interven-
tion. Spurred by her experience of being present  
at a birth in which a baby suffered a traumatic 
complete facture of the upper arm during delivery, 
Dr Ansell recognised the need for improved 
approaches to shoulder dystocia. She undertook 
extensive research into how experienced practitioners 
successfully managed these emergencies, seeking to 
identify techniques that could improve outcomes. 

Her doctoral research, and subsequent publications, 
transformed understanding of shoulder dystocia 
management. Through qualitative and clinical 
research, she explored the practical knowledge 
and decision-making processes of expert midwives 
and obstetric clinicians. This work contributed 
to the development and wider adoption of the 
axillary traction technique, an evidence-based 
manoeuvre that assists in safely delivering babies 
when conventional methods are unsuccessful. The 
technique has since been incorporated into clinical 
training and emergency skills programmes, and has 
influenced maternity practice both within Aotearoa 
New Zealand and internationally.

Dr Ansell’s commitment to improving childbirth 
safety extends beyond research. She is a respected 
educator and mentor, training midwives, obste- 
tricians, and maternity staff in emergency obstetric 
skills. Her teaching emphasises teamwork, 
communication, and practical clinical competence 
during high-pressure situations. Through work-

shops, simulation training, and professional deve-
lopment programmes, she has helped strengthen  
the capability of maternity teams to respond 

effectively to obstetric emergencies, thereby 
improving outcomes for women and 

babies.

A notable aspect of Dr Ansell’s 
work has been her ability to bridge 
the worlds of clinical practice and 
academic research. In an article 
reflecting on her professional 
journey, she described how ques-

tioning established practices led her 
to pursue doctoral study and challenge 

conventional approaches to shoulder 
dystocia management. This willingness 

to critically evaluate practice and seek better 
solutions exemplifies the leadership qualities that 
have defined her career.

Beyond her clinical and academic achieve-ments, Dr 
Ansell has contributed significantly to the professional 
development of midwifery in New Zealand. She has 
been an advocate for lifelong learning and evidence-
based practice and has encouraged midwives to engage 
in research, reflection, and innovation. Her work 
has demonstrated the important role that midwives  
play not only in providing care, but also in  
generating knowledge that advances the profession 
and improves health outcomes.

Her work has been included in the development 
of New Zealand hospital guidelines, the Pacific 
Emergency Maternal and Neonatal Training Manual, 
and the Royal College of Obstetrics and Gynae-
cology guideline. 

Lesley Ansell’s career illustrates the significant impact 
that a clinician-researcher can have on women’s 
health and maternity care. Through her pioneering 
work, her leadership in midwifery education, and 
her commitment to improving childbirth safety, she 
has helped shape maternity practice in Aotearoa 
New Zealand and beyond. Her legacy is reflected 
in safer births, more confident practitioners, and the 
countless women and families who have benefited 
from advancements she helped bring to maternity 
care.

Sources:
Sources for the profiles in this article include the King's 
Birthday Honours List (Department of Prime Minister 
and Cabinet), and various online academic and research 
profiles, professional web pages, and the websites of 
various organisations with which the featured women have 
been involved or affiliated. 

https://www.dpmc.govt.nz/publications/kings-birthday-honours-list-2026#cnzm
https://www.dpmc.govt.nz/publications/kings-birthday-honours-list-2026#cnzm
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In our last Newsletter (May 2026) we published the article ‘New Evidence on the 
Harms of Vaping”, which looked at two recent medical papers, written by Australian 
and New Zealand research groups, that published the results of research on 
carcinogenic risk of vaping.

One of our members, Emeritus Professor of Population Health at the University of 
Auckland, Dr Ruth Bonita, emailed about the article soon after publication. Among 
her many research interests in non-communicable diseases, Ruth is particularly 
passionate about tobacco control and reducing the harm from smoking. She felt 
that Sue Claridge’s article was misleading and unbalanced.

While we stand behind the article as published, we offered Ruth the opportunity 
to provide a response or rebuttal, which we have published below. 

Continuing the Conversation:  Continuing the Conversation:  
Smoking & VapingSmoking & Vaping

Vaping, Smoking and Women’s 
Health: Getting the Framing Right
By Dr Ruth Bonita

Thank you for the opportunity to contribute to  
this important discussion. While concern about  
youth uptake and potential harms is entirely 
appropriate, I am concerned that the article, as 
framed, risks undermining women’s health by 
overstating uncertain science and not sufficiently 
recognising what is at stake for women who smoke.

I understand that the primary focus of the article 
is on the harms of vaping among young people 
who have never smoked. This is an important issue 
that warrants careful attention. However, focusing 
predominantly on this group risks obscuring a 
broader public health context, namely, the very  

large number of women 
who continue to smoke —
around 150,000 — and for whom the relative risks 
of smoking and vaping have the greatest immediate 
health implications.

First, the studies cited in the May Newsletter are 
largely theoretical and modelled, drawing on 
laboratory work, animal studies, and inferred risk. 
As the article itself notes, there is currently no  
direct epidemiological evidence that vaping causes 
cancer in humans. These approaches identify  
hazard, not real-world risk. This distinction matters. 
Yet the article moves from uncertainty to strong 

https://www.womenshealthcouncil.org.nz/wp-content/uploads/2026/05/AWHC_Newsletter_May_2026-C.pdf
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conclusions, suggesting cancer is “highly likely” 
and invoking “massive alarm bells.” This overstates  
what the evidence can support.

Second, the most important public health question is 
not whether vaping is harmless — it clearly is not  
— but how it compares to smoking. The well 
established reality is simple: people smoke for 
nicotine, but die from the tars and toxins in the 
smoke. It is the combustion of tobacco, rather 
than nicotine itself, that drives the overwhelming  
burden of disease.

Third, this has direct implications for women. 
Significant numbers of women in Aotearoa New 
Zealand remain dependent on smoked tobacco. For 
these women, vaping may provide a less harmful 
alternative. If messaging overstates risks or blurs 
differences between smoking and vaping, it may 
discourage switching — resulting not in abstinence, 
but in continued smoking.

This is particularly important from an equity 
perspective. Daily smoking is around three times 
greater (15%) among Māori women compared with 
non-Māori women, while vaping — although more 
common among Māori — is concentrated in younger 
age groups.

The figure above illustrates this clearly. Among 
younger women, smoking is now rare and vaping 
predominates. Among older women, however, 
smoking remains substantially higher than vaping, 
particularly among Māori women, where the burden 
of harm is greatest.

Fourth, while the article highlights higher vaping 
prevalence among Māori and those in more 
deprived communities, it does not fully consider 
the implications of this pattern. The key question  
is not simply who vapes, but what happens if  

access to lower-risk alternatives is constrained or  
if risk perceptions are distorted. Without this  
analysis, there is a risk of inadvertently entrenching 
inequities in smoking-related harm.

Fifth, the absence of a consumer perspective is 
notable. As a consumerfocused organisation,  
AWHC has long championed lived experience. 
Yet the voices of women who have successfully 
transitioned away from smoking are not repre- 
sented. These perspectives are critical for 
understanding how risk is interpreted and acted 
upon in everyday life.

Furthermore, the article’s visual framing reinforces 
this concern. The imagery used — particularly 
the depiction of a menacing, blue-horned “devil” 
associated with vaping — conveys a strong 
message of danger and toxicity. While intended to 
highlight risk, such imagery risks collapsing the 
distinction between vaping and smoking, and may 
unintentionally reinforce the perception that both 
are similarly harmful. In the context of cessation, 
this matters: if women who smoke interpret these 
messages as indicating little difference in risk, the 
likely consequence is not avoidance of vaping,  
but continued smoking.

Finally, the article’s tone raises broader concerns 
about risk communication. If vaping is implicitly 
equated with smoking, the likely unintended 
consequence is not cessation, but continued smoking. 
A more balanced, evidencealigned framing would 
emphasise several key points:

•	 vaping is not harmless and should not be taken 
up by non-smokers;

•	 vaping is substantially less harmful than smoking;
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•	 for people who smoke, switching can significantly 
reduce harm;

•	 policy and communication must consider equity 
and realworld behaviour.

At its core, this issue is not simply about the risks of 
vaping, but about how we communicate risk in ways 

Sue Claridge’s Reply
I am writing to respond to specific points that Dr 
Ruth Bonita has made in response to my article ‘New 
Evidence on the Harms of Vaping”, published in the 
May Newsletter. 

First, I believe the article stands up to scrutiny, and 
the views expressed were substantiated by references 
to the medical literature. 

I don’t think that the views expressed in the article 
are actually so very far away from Ruth’s views. 
While the article was deliberately focussed on the 
harms of vaping, I realise that conversations/articles 
on vaping cannot be, in the long term, separated  
from the issue of tobacco smoking. I also completely 
concur with Ruth on the critical issue of tobacco 
smoking among wāhine Māori.

I absolutely believe vaping is a vital tool in efforts 
to assist smokers of tobacco products to quit. 
The May Newsletter article, and previous AWHC  
articles and submissions on this subject have made 
that quite clear. That is the position of AWHC as  
an organisation.

•	 Smoking is dangerous and contributes to 
numerous health issues including cancer.

•	 If you don’t smoke, don’t start!

•	 Vaping is safer than smoking tobacco, but it’s 
relative.

•	 If you smoke and want to give up, vaping can be 
helpful and is safer than smoking tobacco. 

•	 If you don’t vape and don’t smoke, don’t start.

•	 If you do vape for reasons other than to give up 
smoking tobacco — stop! 

Notwithstanding the harm from tobacco, we have 
really significant concerns about the availability of 
vape products to never smokers and the harm that 
they cause, which is backed up by increasing vol-
umes of peer reviewed published medical research. 

I would like to briefly address three specific points 
that Ruth makes in her article:

The theoretical nature of the risk of cancer from 
vaping:

I strongly believe that it is unethical to not state  
now that, even without epidemiological data, the 
science demonstrates a likely risk of cancer from 
vaping. It is a basic tenet of informed choice 
and informed consent to be able to access all the 
information necessary to make an informed decision. 
That information now includes peer reviewed 
research that finds that there is a likely cancer risk 
from vaping.

The absence of a consumer perspective:

The article was not about women who have  
switched from smoking to vaping; it was about  
never smokers having taken up a habit that is not 
harmless. If I had included a consumer point of view, 
it would have been the stories of never smoking 
women who have taken up vaping.

The imagery used:

The image on the front cover of the Newsletter, and 
on page 7 of the article was not “a menacing, blue-
horned ‘devil’ ”. It was a blue vaping genie — no 
horns, just pointy ears — that had “escaped from the 
bottle” as clearly described in both the headings and 
text on the same page.

Concern for, and a desire to address, the harm 
caused to New Zealanders by tobacco smoking, 
and the harm caused by vaping to never smokers, 
especially young vapers, are not mutually exclusive. 
Undoubtedly, we need stronger regulation to pre-
vent ongoing harm to our people from both. I will 
leave the last words to Health Coalition Aotearoa,  
of which the Auckland Women’s Health Council is  
a member, and invite you to check out their webpage  
on Tobacco and Vaping: 

Aotearoa can be a Smokefree country, free 
from the harms of tobacco and the health 

inequity it brings.

We can be a country where vaping is 
effectively regulated and used only by people 

who are trying to quit smoking.

that either support – or unintentionally undermine 
– women’s efforts to move away from the most 
harmful form of nicotine use.

Dr R Bonita, PhD MD (hc), ONZM  
Emeritus Professor, University of Auckland, New Zealand.  
Email: r.bonita@auckland.ac.nz 

https://www.healthcoalition.org.nz/tobacco-and-vaping/
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