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The population 
is divided into 

five equal-sized 
groups (called 

‘quintiles’), from 

least deprived  
(QUINTILE 1) 

TO  
most deprived  
(QUINTILE 5).

20% of the population live in the  
most deprived areas, but make up 23% 
of all surgery in NZ2 and 27% of deaths 

after surgery.3

Poverty is measured with the ‘Deprivation Index’:1 As deprivation increases:4

It is based on: The number of operations increases, especially emergency surgery
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For people in the most deprived areas:
The chance of dying after surgery5 depends on:

ILLNESS: at least 15x GREATER RISK  
for those who have a life-threatening illness

The higher surgical death rate for people 
living in poverty may be because they 
are more likely to:

•	 have emergency surgery (which has a higher 
death rate than planned surgery)6

•	 be more sick at the time of surgery7 

•	 have less access to hospitals that can do 
complicated surgery8 

•	 have more risk factors, like smoking and obesity.9


