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  CEO WORD  
FROM  THE  CE

“   “   
To enable our health services to improve we need to know both where we are 
now and where we want to get to.  
To know where we are, this Pharmacy in MidCentral Services Overview,  for 
the first time, brings together snapshots of our population and current 
pharmacy service delivery.  Importantly it shows the detail of where services 
are delivered, accessibility of services, and the pharmacist workforce.  
Evident in every section is the breadth of pharmacy across all localities, 
all demographics, all conditions and all health outcomes - pharmacy is an 
integral part of our health care experience.  
In setting our future direction, we have the opportunity to make the best use 
of pharmacists unique skills to enhance medication management for better 
health outcomes, better value from medications and reduction in medicine 
related harms.  The rich picture in this overview provides an excellent 
platform for joint creation of that pharmacy strategy.   

Dr David Ayling
Clinical Executive, Primary, Public and Community Health 
MidCentral DHB

02



Executive Summary

Strategic Direction

Current MidCentral DHB Investment in Pharmaceutical Services 

Population Demographics 

Health Profiles 2017 – MidCentral DHB Region 

Health Quality Evaluation 2018 

Medication Use and Harm

Current Pharmaceutical Service and Access 

Workforce 

Locations

Future pharmacy in MidCentral 

04

06

15

16

30

34

37

41

51

57

62 

Contents

03



Executive Summary
Within the MidCentral District Health Board, we are 
committed to delivering on ‘Quality Living, Healthy 
Lives, Well Communities’. Pharmacy in MidCentral 
will deliver on this through increased integration 
of services by the ‘care continuum’ – from Hospital 
to Community. To ensure that we are able to deliver 
quality and effective services, it is essential that we 
conduct regular reviews of the existing services. In order 
to address inequities, it is important that these reviews 
identify where the current services are being provided – this 
is achieved through a Pharmaceutical Service Overview. 

This Pharmacy in MidCentral Service Overview is a snapshot 
of our region and the services provided to the population 
of MidCentral in 2018. It outlines the health concerns of our 
population and reviews the existing pharmaceutical services 
offered within the MidCentral region. It will be used to identify 
areas for potential review, investment, development and 
improvement in services and workforce to achieve better health 
outcomes for our population. 

Pharmaceutical Service Overviews can usefully inform: 
• Health Think Pieces
• Health Equity Plans 
• Locality Planning 
• Pharmacy Strategies
• Specialised services commissioning 
• Interdisciplinary planning and commissioning 

 

TOO OFTEN IN THE PAST WE 
HAVE DEVOTED TOO MUCH TIME 
AND ENERGY TO ANALYSING THE 
PROBLEMS AND NOT ENOUGH 
TO DEVELOPING AND DELIVERING 
PRACTICAL SOLUTIONS THAT CONNECT 
WITH REAL LIVES.
(Choosing Health , page 14, DM, 2004)

“ “
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Strategic Direction
What national strategies guide the Pharmacy in MidCentral Services Overview? 

The New Zealand Health Strategy

The New Zealand Health Strategy contains five themes that describe the future direction for the overall 
health system: 

• People powered - Supporting people to understand and manage their care and make choices, and 
to have a say in service design. 

• Closer to home - Providing services closer to home and in an integrated way, with a view to 
promoting wellness at all stages of life and preventing and managing long-term conditions. 

• Value and high performance - Improving performance and the culture of performance in order to 
get better outcomes, equity of outcomes, experience of care and value for resources. 

• One team - Strong leadership and a capable workforce working as one team in a high trust system. 

• Smart system - A system that learns and shares innovations, and makes good use of new 
technologies

Closer to home
Ka aro mai ki te 

kāinga

Smart system
He atamai te 

whakaraupapa
All

New Zealanders
live well  
stay well  
get well

 Value and high 
performance

Te whāinga hua 
me te tika o ngā 

mahi

One team
Kotahi te tīma

 People-powered
Mā te iwi hei kawe
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He Korowai Oranga
As New Zealand’s Māori Health Strategy, He Korowai Oranga sets the overarching framework that 
guides the Government and the health and disability sector to achieve the best health outcomes for 
Māori. Pae Ora(Healthy Futures) is the Government’s vision and aim for the refreshed strategy. It builds 
on the initial foundation of Whānau Ora (Healthy Families) to include Mauri Ora (Healthy Individuals) 
and Wai Ora (Healthy Environments). 

The 4 pathways of the original He Korowai Oranga framework continue to tell us how to implement the 
strategy. These pathways are: 

• supporting whānau, hapū, iwi and community development;

• supporting Māori participation at all levels of the health and disability sector; 

• ensuring effective health service delivery; and

• working across sectors.
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Pharmacy Action Plan 2016-2020 

This Action Plan identifies four focus areas for 
changing models of care over the next three to five 
years: 

1. population and personal health;

2. medicines management services; 

3. minor ailments and referral; 

4. dispensing and supply services. 

The four essential tools for change, closely aligned to 
themes in the New Zealand Health Strategy, have also been 
identified as necessary to support this change: 

1. leadership; 

2. smart systems;

3. workforce; 

4. regulation. 

Implementing Medicines New Zealand 2015 to 2020 

In 2015 the Ministry of Health released a new action plan, 
Implementing Medicines New Zealand 2015 to 2020 (Ministry of Health 
2015a). It identifies the following seven impact areas to achieve the 
three core outcomes set out in the Government’s Medicines Strategy: 

• making the most of every point of care 

• enabling shared care through an integrated health care team 

• optimal use of antimicrobials 

• empowering individuals, families and whānau to manage their own 
medicines and health 

• optimal medicines use in older people and those with long-term conditions 

• competent and responsive prescribers 

• removing barriers to access. 
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What local strategies guide the Pharmacy in MidCentral Services Overview?

MidCentral District Health Board Strategy

The strategic intentions guiding this Pharmacy in MidCentral Services Overview are the MidCentral 
DHB Strategic Imperatives of: 

• Partner with people to support health and wellbeing 

• Connect and transform primary, community and specialist care 

• Achieve quality and excellence by design 

• Achieve equity of access across communities, and 

The MidCentral DHB Strategy outlines our future direction, identifying the following goals:

The Future We Want – A Ten Year Outlook

• All people and whānau have a healthcare home;

• Everyone has the opportunity to achieve equitable health outcomes;

• Consumers, families and whānau have a positive experience of the healthcare system;

• Our healthcare system is grounded in continuous quality improvement and clinical excellence;

• Our people are recognised for innovative approaches to healthcare;

• People make healthy choices and stay well longer;

• People are experts in their own lives and are partners in their healthcare;

• An integrated healthcare system operating as one team;

• More services closer to home; and

• We will have an adaptable and responsive healthcare system.

LIVES WELLHEALTHY
LIVING
QUALITY

Kia pai te noho Kia ora te tangata Kia ora te hapori
 COMMUNITIES
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Pū Rongoā Te Pae Hauora o Ruahine o Tararua Ngā Rautaki - Pharmacy in MidCentral Strategy

The Pharmacy in MidCentral Strategy aims to make a positive contribution to the health outcomes of 
the MidCentral District. It will be used to make changes necessary to continuously improve our health 
system, as part of the wider heath sector and social service network. The Strategy places MidCentral 
District residents and their families/whānau at the centre of planning decisions and system design to 
best meet the needs of our communities.

The three themes of the Strategy are:

• Everything we do is for the benefit of our people in MidCentral.

• The services we provide must address inequities to ensure our people achieve better health 
outcomes.

• We maintain best practice in everything we do. 

From these themes, three guiding principles have been identified:

• People Centric

• Better Health Outcomes

• Best Practice

It is important that everyone contributing to pharmacy services in the MidCentral district  
work as one team towards implementing the Strategy.
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Integrated Service Model

The Integrated Service Model (ISM) is a major 
organisational, clinical and cultural change to the 
way healthcare will be structured and provided in the 
MidCentral DHB Region.

The objectives of the Integrated Service Model:

• Delivering a holistic, person-centered healthcare 
system where consumer derived goals and wrap around 
coordinated care is at the core of every health encounter

• The consumer’s health and social care journey is seamless; 
transfers of care between providers are not noticeable to 
consumers or staff as we work as one team

• Care is planned and coordinated so there are no unnecessary 
delays, and care is delivered as close to home as possible

• Improving outcomes and ensuring equity for all service users is 
vital.

The ISM will use people with the most clinically relevant skill sets 
to support more collective decision-making at all levels. It will allow 
extended multidisciplinary care team members to support seamless care 
through the use of the continuum of care pathways, therefore supporting 
complex care more fully than traditional healthcare models.

People and whānau will benefit through greater access to information 
and services to make informed decisions on the care options, which will be 
supported by the use of new models of care. They will be digitally enabled 
by the ability to determine those with the greatest need and wrap around 
proactive wellness services that is targeted specifically to their needs.

The ISM will support care in any setting and will facilitate care closer to home, 
in the home or at the workplace. It is envisaged that hospitals then become 
health settings for only the most complex or unstable conditions. The Hospital 
to Community Pharmacist, Population Health Pharmacist, Primary Care Support 
Pharmacists and Community Pharmacists will be used to enable the ISM and support 
all aspects of care.

The Integrated Service Model planning and delivery is in its early stages.
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Locality Planning

MidCentral DHB

Well communities

The engagement processes that we undertook during the 2017/18 year as part of our locality planning 
for the Horowhenua, Ōtaki, Tararua and Manawatū  wards identified four key themes:

• Access to primary care: easy and timely access to my healthcare practice, build and maintain 
a trusted relationship with my healthcare practice, and reduce the barriers of time, distance and 
transport on access

• Improved easy access to Mental Health and Addiction support in our community: easy and 
timely access to Mental Health services locally, reduce the presence and impact of drugs, and 
increase early intervention and prevention

• Valuing the power of communication: increase the awareness of how to get to the right help 
at the right time, people have a positive experience of healthcare from a joined-up system, and 
people feel well informed and can better manage their health and wellbeing

• Encourage, support and maintain the health and wellbeing of our community: improved 
management of long-term conditions, encourage and support healthy eating, physical activity 
and spiritual health, provide children with the best possible start, and have healthy and safe 
environments.

As a result of this, Health and Wellbeing Plans have been created, where health providers and its 
partners have committed to work together to improve health outcomes for each community. The 
Health and Wellbeing Plan for Palmerston North commenced in 2017/18 and is expected to be 
completed in the 2018/19 year.

The most common theme with respect to pharmacy that was identified via the engagement with the 
community is that it is evident that people were unaware of what service their local pharmacy could 
offer. They identified that access to local pharmacies and pharmacy advice and support worked well. 
However, they outlined that prescription costs and after hours services were a barrier to access. 

These issues to access can be improved through the Pharmacy in MidCentral Strategy. For example, 
increasing access to services through better afterhours provisions and investigating ways in order to 
address inequities.
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Achieving Equity

eq.ui.ty

Just and fair inclusion. An equitable society is one in which all can participate and prosper.  
The goals of equity must be to create conditions that allow all to reach their full  

potential. In short, equity creates a path from hope to change.

Differences in health between population groups exist in all countries. Some variations in health 
outcomes are inevitable such as differences that result from age, sex and genetic factors, and these 
are referred to as health inequalities. However, there are also many differences in health between 
groups of people that are avoidable and unfair. These differences are health inequities. Health 
inequities largely exist because people have unequal access to society’s resources including education, 
employment, income, health care, and environments that are clean, safe and relevant to our identity, 
beliefs and values. These are all important factors that society can do something about and therefore 
health differences that occur due to unequal access to these factors are avoidable and unfair.

Achieving equity requires us to acknowledge that different groups of people may benefit from different 
approaches to clinical problems in order to get comparable outcomes. “Standard” or “single ways” of 
dealing with clinical problems do offer equal care for all, but they become inequitable and unfair as 
soon as there are differences between groups. By contrast, equitable approaches are very rarely equal 
because they are deliberately designed to respond to problems in ways that minimise the impact of 
important differences between groups.

Meatia ngā mea ka taea 
As a health system we cannot address all of the causes of health inequity however we have a 

responsibility to take action in the areas over which we have some control or influence.

Pharmacy in MidCentral is committed to addressing issues of inequity – this is be engrained into 
every decision we make. We will develop services to ensure that the right people have access, at the 
right time to ensure we are providing ‘Quality Living, Healthy Lives, and Well Communities’. Through 
working in an integrated manner, we will better identify issues of inequity and be better positioned to 
develop systems to prevent issues of inequity from widening. 

Mā te mahi tahi i te hinengaro auaha
Together we can address health inequities through renewed ways of thinking and acting.
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“The “inverse care law” states the availability 
of health care varies inversely with the 
population’s need for it; in effect, those most in 
need of health care have the least access to it”
(Hart 1971)
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Current MidCentral DHB Investment in  
Pharmaceutical Services
MidCentral DHB forecast to fund pharmaceutical services within our region to $62.6 million for the 
2018/2019 year (net of Rebates). These pharmaceutical costings can be further separated into a 
hospital forecasted spend of $17.8 million and $44.8 million in the community. 

We continue to focus on commissioning services that target our priority populations, whilst ensuring 
that we address Ministry of Health led targets. Outside of the pharmaceutical services spend, the DHB 
funds additional medication management and support services through the hospital, Central PHO, 
MidCentral Community Pharmacy Group and our community pharmacies.

We have recently commissioned a service in the hospital for a ‘hospital to community pharmacist’. In 
order to align with our community ‘Integrated Family Heath Centres’, MidCentral DHB in partnership 
with the Central PHO have invested in providing Population Health (PHP) and Primary Care Support 
Pharmacists (PCSPs) into these practices. This enables the ongoing partnership between Central PHO 
and the DHB to focus on population health concerns and address issues around equity and access. 

The MidCentral Community Pharmacy Group (MCPG) is an organisation that was set up in order to 
manage and facilitate locally commissioned services in our community pharmacies. Currently, they are 
funded to support the provision of the following services in community pharmacies:

• Operational Support of MidCentral Community Pharmacy Group
• Smoking Cessation Support Services  
• Sharps Disposal – Promotion (injectable medicines)  
• Emergency Contraception Services  
• Paediatric Gastroenteritis  

The community pharmacies provide the following additional services to the MidCentral DHB Region:

• Under 14s afterhours Dispensing   
• Sharps Container Disposal   
• Mental Health High Frequency Dispensing  
• Safe & Efficient Disposal of Unused Medicines 
• Woodville Depot

The community pharmacies operate under a national ‘fee for service’ contract – Integrated Community 
Pharmacy Services Agreement. As a result, the forecasted share for community pharmacy can vary 
depending on the number of prescriptions dispensed. There is a handling fee per dispensing and 
then handling fee multiplier depending on the service provided. Seasonally, they are extended the 
opportunity to undertake vaccinations. 
ProPharma provide replacement sharps containers to community pharmacy to swap new sharps 
containers with those returned for disposal. “The “inverse care law” states the availability 

of health care varies inversely with the 
population’s need for it; in effect, those most in 
need of health care have the least access to it”
(Hart 1971)
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Population Demographics

1. MIDCENTRAL DHB REGION

For the purpose of the Pharmacy Services Overview, the primary area is defined as the MidCentral DHB 
region (the ‘Region’) – the 8,912km2 area governed by the MidCentral District Health Board. This area is 
then broken down into five separate territorial wards where possible (figure 1). Territorial wards are well 
recognised as key building blocks of the New Zealand administrative geography and therefore, well used 
boundaries. 

In 2018, the population within the region was estimated 
at 180,733 people, an increase of approximately 3,400 
people from 2017. This was the strongest regional 
increase in the 22-year series for which population 
estimates have been available (1996-2018). Tararua 
had the smallest percentage increase (0.3%) and Otaki 
District had the largest percentage increase (8.8%), 
however, Palmerston North had the largest nominal 
increase of 1,400 people (Table 1). 

1.1 Transient Population 
The region has a reasonably transient population as a result of three tertiary institutions (Massey, UCOL 
and Institute of the Pacific United) and three New Zealand Defence force locations (Linton, Hokowhitu and 
Ohakea). Serving defence force personnel in the region may be subject to re-basing after a period of time, 
and this brings about changes in the 

POPULATION

180,733
3.7%#

Total Population

Population Growth
Annual average % change

of national total

2018 Last 10 years

MidCentral District 1.5% 1.1%
New Zealand 1.9% 1.4%

Estimated Population as at 30 June 2017 to 2018 Change
Local Ward 2017 2018 Number Percentage Change

Palmerston North 87,300 88,700 1,400 1.6%

Manawatū District 30,300 30,990 690 2.3%

Horowhenua District 32,500 33,000 500 1.5%

Tararua District 17,850 17,900 50 0.3%

Otaki 9,382 10,143 762 8.8%

Table 1: Population change in MidCentral DHB Region 2017-18

Source: Statistics New Zealand, forecast.idnz and Infometrics District Regional Profiles

# Although according to Infometrics, forcast.idnz and statistics NZ data reflect a total MidCentral population percentage of 3.7 percent, the 2018/2019 
PBFF share for MidCentral is 4.0 percent - The PBFF formula takes into account the number of people who live in MidCentral (and our transient 
population), their age, socio-economic status, ethnicity, and sex. It also has mechanisms to compensate MidCentral as we service rural communities and 
areas of high deprivation.

Figure 1: MidCentral DHB Region

Tararua
Horowhenua District
Otaki Ward
Manawatu District
Palmerston North District

MidCentral DHB Region
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population as they move with their families. For the serving personnel, there are medical and 
pharmaceutical services provided by the New Zealand Defence forces ‘defence medical treatment 
programmes’. Massey University reports 4,881 students at their Manawatū campus, UCOL have 2,146 
and PU have 485. Approximately 1,000 people are based at Ohakea, and 2,670 between Hokowhitu and 
Linton1.

1.2 Refugee Resettlement   
New Zealand resettles 1000 refugees annually through our Refugee Quota Programme. Refugees who 
arrive in New Zealand under the Refugee Quota Programme are granted Permanent Residence status 
in New Zealand. They spend their first six weeks at the Mangere Refugee Resettlement Centre. After 
completing the reception programme, quota refugees are settled in eight regions throughout New 
Zealand: Auckland region, Waikato, Manawatu, Wellington region, Nelson, Christchurch, Dunedin and 
Invercargill. Suitable housing is located for refugees prior to completion of the reception programme – 
either Housing New Zealand or private rentals.

In the community, quota refugees are provided settlement support for up to 12 months including a 
community orientation programme that complements the reception programme and support to link to 
services they require to support their settlement in communities. The Manawatū region has been home 
to 1323 refugees since 2006. Since 2010, this averages out at about 110 refugees per year. Refugees to 
the Manawatū region are predominately Afgani, Bhutanese and Myanmar. This has unique challenges 
to the public health system (cultural and interpretation services) and the relationships are most often 
managed by the MidCentral DHB’s public health team. 

1.3 Gender  
The gender split for the region, based on the 2013 Census data, is 48 percent male and 52 percent 
female. This matches the national average of 48.7 percent male and 51.3 percent female.  

1.4 Age
The spilt between age ranges for the region based on the 2018 Regional data is shown in table 2 below:

Table 2: Population Age Ranges - MidCentral DHB Region 2018

The dependency ratio is the number of under 15 year olds and over 65 year olds as a ratio of the rest of 
the population (working age) – 100 percent would indicate one working age person to one ‘dependent’. 
This is significantly higher in most of the regional wards in comparison to the rest of New Zealand 
(Table 3). 

<14 years 15-64 years >65 years
MidCentral 19.4 percent 60.3 percent 20.3 percent

New Zealand 19.5 percent 65.4 percent 15.1 percent

Location Percentage
Palmerston North 50.2%

Manawatū  District 60.3%

Horowhenua District 72.7%

Tararua District 68.9%

Otaki 80.5%

MidCentral 65.8%

New Zealand 52.9%

Table 3: Population dependency ratio - MidCentral DHB Region 2018

  1Source: https://www.pncc.govt.nz/media/3129473/defence-sector-profile-2016.pdf

Source: Statistics New Zealand and Infometrics District Regional Profiles
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1.5 Ethnicity
Based on the 2013 Census data2, the majority of the population in the region identify as NZ European/
Other at 72.4 percent. The proportion of the population identifying as Māori was 18 percent, Pasifika 
at 3.5 percent and Asian at 6.1 percent. New Zealand’s proportion of ethnic diversity continues to 
grow from the 2006 Census through to 2013 with the proportion of the population identifying as NZ 
European at 74 percent, Māori at 14.9 percent, Pasifika 7.4 percent and Asian 11.8 percent. 

1.6 General Practice enrolment 
Primary health care services are vital to maintain and promote health, particularly for priority 
population groups who have inequitable health outcomes. Evidence shows that primary care helps 
prevent illness and death, regardless of whether the care is characterised by supply of primary care 
physicians, a relationship with a source of primary care, or the receipt of important features of primary 
care3. The evidence also shows that primary care (in contrast to specialty care) is associated with a 
more equitable distribution of health in populations, a finding that holds in both cross-national and 
within-national studies. Poor access to primary care is known to compound existing inequalities in 
health. Investment in primary health care has been shown to be more effective in reducing health 
inequities than investments in the health care system in general.

The Ministry of Health Quarter 1 2019 statistics report4 that the Central PHO are accountable for 
161,408 enrolments. Of these enrolments, 40,714 are reported as being highly deprived and 61,529 as 
having high needs. Central PHO reports that the Integrated Family Health Centres cover approximately 
75 percent of the enrolled population, with 7 percent of the total population not enrolled with a GP at 
all. Within MidCentral, the GP to population ratio is approximately 1:1900. 

1.7 Aging Population - Community Support
New Zealanders are living longer, and our older population is growing faster than our younger 
population, bringing many challenges to our health, disability and aged care sectors. The number of 
people aged 65+ doubled between 1988 and 2016 to reach 700,000. This number is expected to double 
again by 2043 to between 1.3 – 1.42 million. The number of people living at aged 85+ is expected to 
grow significantly over the next 25 years, from 83,000 in 2016 to between 240-280,000 in 2043 – the 
fastest growing population group on the planet5.  With this growth, there will be increasing pressure 
on families and the community to provide more care at home, often for people whose health is frail or 
complex, and who are suffering from physical impairment and struggle with many of the functions of 
independence. 
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As a District Health Board, we have responsibility to find options to help with the health of older people 
– these include community support at home and permanent residential care. The DHB supports around 
3000 people with home and community support (personal care and home management) and around 
another 1700 people who live in permanent aged residential care facility. Within the district there are 
1869 contract beds used by the DHB, ACC and the Ministry of Health.   

Given the complexities in our aging population, clinicians are prescribing multiple medicines for 
multiple chronic conditions, potentially resulting in polypharmacy (more than 5 medications being 
prescribed simultaneously). There is a high prevalence of polypharmacy in residential aged-care, which 
raises particular concerns as this population has a higher risk of medicine errors.  MidCentral DHB as a 
response to medication errors in residential aged-care has undertaken significant work over the past 
three to four years and supported the implementation of MediMap or 1Chart in all provider facilities. 
This has drastically reduced the medication errors reported. More recently, with the introduction of the 
Primary Care Support Pharmacists, the DHB and Central PHO are targeting polypharmacy in residential 
aged-care in conjunction with the General Practice and in the future with the Health of Older Persons 
teams. 

2  https://www.stats.govt.nz/topics/census

3 Starfield B, Shi L, Macinko J. (2005). Contribution of primary care to health systems and health. Milbank Q. 83(3):457–502.

4 https://www.health.govt.nz/our-work/primary-health-care/about-primary-health-organisations/enrolment-primary-health-organisation 

5 https://nzaca.org.nz/assets/Caring-for-our-older-Kiwis/NZACA-Caring-for-our-older-Kiwis-2018.pdf 



Location 2018 ($)
Palmerston North 91,400
Manawatū  District 88,600

Horowhenua District 68,000
Tararua District 76,500

Otaki 44,621
New Zealand 104,400

Location Unemployment Percentage Number on Benefit as at 
September 2018#

Palmerston North 5.5% 6,147
Manawatū  District 3.8% 1,617

Horowhenua District 6.9% 3,372
Tararua District 4.3% 1,584

Otaki 8.4% 353*
New Zealand 5% 284,315

Source: Regional Economic Activity Web Tool 2018

* Based on Kapiti Coast District data divided by Otaki’s population percentage of 11%
# Sourced from Ministry of Social Developments quarterly report to September 2018 

1.8 Average Life Expectancy 
The average life expectancy at birth in the region is 78.4 for males and 82.4 for females. This is 
compared to 79.5 for males and 83.2 for females nationally. Horowhenua has the lowest average life 
expectancy for both males and females (78 and 81.9 respectively), while Manawatū  have the highest 
male and female life expectancies respectively (78.8 and 82.6). Maori live on average 6.1 years shorter 
than non-Maori for males and 6 years shorter for females in MidCentral. 

1.9 Average Household Income (2018)
In 2018, household income levels across the region were lower on average at $64,900 compared to the 
New Zealand average of $104,400 (Table 4). This has the potential to affect access to healthcare as a 
percentage of the population are unable to afford doctors visits or to fill their prescriptions resulting in 
poorer health outcomes. 

Table 4: Average Household Income - MidCentral DHB Region 2018

Table 5: Average Unemployment rate and benefit statistics - MidCentral DHB Region 2017-2018

1.10 Unemployment
The unemployment rates across the region vary significantly ranging from 3.8 percent in the Manawatū 
to 8.4 percent in Otaki. In 2018, the unemployment rates across the region were higher on average 
at 5.6 percent in comparison to the New Zealand average of 5.0 (Table 5). Like household income, 
unemployment is more likely to result in poor health outcomes as a result of being unable to afford 
healthcare.  An alternative indicator of labour force trends is data on the number of people aged 
between 18 and 64 years receiving the Ministry of Social Development Job Seeker benefit.
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Urban/rural classification Area type Definition
Urban Main urban Towns and cities with a minimum population 

of 30,000 people
Secondary urban Towns with a population between 10,000 and 

29,999 people
Minor urban Towns with a population between 1000 and 

9999 people
Rural Rural centre Population between 300 and 999 people

True rural Population less than 300 people

1.11 Urban vs Rural
The first level of classification is a broad categorisation of areas as either urban or rural.  Urban areas 
are defined as those cities and towns with a population of at least 1000 people.

The second level of classification is a more detailed categorisation of areas by area type. This includes 
three types of urban areas (main urban areas, secondary urban areas, and minor urban areas) and 
two types of rural areas (rural centres and true rural areas).  The term true rural areas has been used to 
differentiate truly rural areas from rural centres and from the more general rural classification, which 
includes both rural centres and truly rural areas (see Table 6).

Table 6: Definition of Rural and Urban Areas

Within MidCentral we have one main urban area (Palmerston North City), three secondary urban areas 
(Dannevirke, Feilding, and Levin), four minor urban areas (Foxton, Pahiatua, Otaki and Woodville) and 
a number of rural centres and true rural areas. As a result, given the wide range of population densities, 
our services are required to be spread out widely to service our population. 

1.12 Deprivation
Across the region, 38.7 percent of the population live in areas designated as being the most deprived in 
New Zealand (index rating of 9-10) (Figure 3). Horowhenua and Otaki both had population totals of the 
most deprived of greater than 60 percent of the population. Higher levels of deprivation are associated 
with higher mortality rates, and higher rates of many diseases as well as social problems such as crime, 
family violence, disengagement from education and risk-taking behaviours. 

Figure 3: MidCentral DHB Region Index of 
Deprivation (NZDep2013)
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Area No Vehicle 1 Car 2 Cars 3 Cars Not stated Total
Main Urban 4,223 17,892 14,442 5,379 1,353 43,302

Secondary Urban 1,899 7,350 5,121 1,761 714 16,842
Minor Urban 759 3,507 2,859 1,086 216 8,430
Rural Centre 312 3,786 6,189 3,135 531 13,953

True Rural 42 462 660 231 90 1,485

Research shows:

• Individuals are less likely to access needed services when they face transportation difficulties.
• Individuals who depend on public transportation with lengthy transit routes, multiple transfers, 

inadequate or irregular service, or the inability to pay for transit are at an increased risk of 
foregoing needed services7.

• Public transportation that is convenient, fast, and easy to navigate is associated with increased 
access to health care services and healthy food8.

Table 6: Car Ownership – MidCentral Rural and Urban Areas 

In 2016, per 1000 head of population, the region had a lower than national average of 761 vehicles. The 
national average is 7749. 

There is a relationship between car ownership and rurality; residents in districts in rural MidCentral are 
more likely to have access to a car than residents across urban MidCentral, as outlined in table 6. On 
average rural areas in MidCentral have a higher car ownership rate of 99.56% compared to 94.97% in 
urban areas.

1.14 Future State
Looking to the future, the region expects modest population growth (4.9 percent over 10 years) but 
significant change in the age structure. The number of adults in the 65+ age group is expected to 
double by 2038. This age group uses more health services, a tendency expected to be compounded by 
increasing health needs associated with long-term conditions driven by lifestyle factors. 

The proportion of Māori and Pacific peoples is also expected to rise, particularly in the 0–24 age group. 
By 2030 over 50 percent of our population aged under 25 will not record New Zealand European as 
their main ethnicity and we must ensure we can provide culturally responsive services for these young 
people.

Other challenges we face include financial sustainability, which has been an issue for the last two 
financial years, and an infrastructure not fit for purpose. Not only do we have an ageing population (as 
described in section 5.1) but MidCentral DHB’s workforce is ageing with an average age of 46.7, slightly 
over the national average of 45.8. This provides challenges in ensuring we will have the workforce 
required to meet the growing service demands that come with an ageing population.

1.13 Vehicle Ownership
Transportation barriers are often cited as barriers to healthcare access. Transportation barriers lead 
to rescheduled or missed appointments, delayed care, and missed or delayed medication use. These 
consequences may lead to poorer management of chronic illness and thus poorer health outcomes6. 
Furthermore, access to healthy food, places for physical activity, and health care which a significant 
impact on individuals’ health and well-being are reduced when transportation is a problem. Some form 
of transportation – whether public or private– must generally be used to access these goods and services. 
The need for adequate transportation becomes greater when these resources are not readily available 
within a community.

6 Syed, S. T., Gerber, B. S., & Sharp, L. K. (2013). Traveling Towards Disease: Transportation Barriers to Health Care Access. Journal of Community Health, 38(5), 976–993. http://
doi.org/10.1007/s10900-013-9681-1
7 Farhang, L. & Bhatia, R. (2006). Transportation for Health. Race, Poverty & the Environment 2005/2006. Source: https://reimaginerpe.org/files/13.Lili.Farhang.pdf.
8 Litman, T. (2016). Evaluating Public Transportation Health Benefits. Victoria Transport Policy Institute. Source: http://www.vtpi.org/tran_health.pdf.
9  https://www.transport.govt.nz/resources/vehicle-fleet-statistics/
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He aroha whakatō, he aroha puta mai.  
If kindness is sown then kindness you shall  
receive.
- Māori Proverb



PALMERSTON NORTH CITY COUNCIL WARD

• 14.2 percent of the population are 65 years and over – 
this is compared to 15.3 percent nationally. 

• 19.2 percent of the population are 14 years and 
younger – this is compared to 19.3 percent nationally. 

• Based on 2013 census data, the proportion of the 
population identifying as Maori was 17.1 percent, 
Pasifika 4.6 percent and Asian 10.2 percent. 

• 24.7 percent of the population are estimated to live 
with a disability – this is compared to 24 percent 
nationally. 

• 18 percent of the people living in the Palmerston North 
City Council Ward live in areas designated as being 
among the most deprived in New Zealand. 

POPULATION

88,700
1.8%

Total Population

Population Growth
Annual average % change

of national total

2018 Last 10 years

Palmerston North District 1.6% 0.6%
New Zealand 1.9% 1.4%
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MANAWATŪ DISTRICT COUNCIL WARD 

• 17.5 percent of the population are 65 years and over – 
this is compared to 15.3 percent nationally. 

• 20.1 percent of the population are 14 years and 
younger – this is compared to 19.3 percent nationally. 

• Based on 2013 census data, the proportion of the 
population identifying as Maori was 14 percent, 
Pasifika 1.5 percent and Asian 1.8 percent. 

• 26.6 percent of the population are estimated to live 
with a disability – this is compared to 24 percent 
nationally. 

• 12 percent of the people living in the Manawatū 
District Council Ward live in areas designated as being 
among the most deprived in New Zealand. 

POPULATION

30,900
0.6%

Total Population

Population Growth
Annual average % change

of national total

2018 Last 10 years

Manawatu District 2.3% 1.2%
New Zealand 1.9% 1.4%
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HOROWHENUA DISTRICT COUNCIL WARD 

• 24.2 percent of the population are 65 years and over – 
this is compared to 15.3 percent nationally. 

• 17.9 percent of the population are 14 years and 
younger – this is compared to 19.3 percent nationally. 

• Based on 2013 census data, the proportion of the 
population identifying as Maori was 21.6 percent, 
Pasifika 4.6 percent and Asian 3.2 percent. 

• 31.1 percent of the population are estimated to live 
with a disability – this is compared to 24 percent 
nationally. 

• 66 percent of the people living in the Horowhenua 
District Council Ward live in areas designated as being 
among the most deprived in New Zealand. 

POPULATION

33,000
0.7%

Total Population

Population Growth
Annual average % change

of national total

2018 Last 10 years

Horowhenua District 1.5% 0.6%
New Zealand 1.9% 1.4%
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TARARUA DISTRICT COUNCIL WARD 

• 19.1 percent of the population are 65 years and over – 
this is compared to 15.3 percent nationally. 

• 21.7 percent of the population are 14 years and 
younger – this is compared to 19.3 percent nationally. 

• Based on 2013 census data, the proportion of the 
population identifying as Maori was 20.1 percent, 
Pasifika 1.5 percent and Asian 1.9 percent. 

• 27.3 percent of the population are estimated to live 
with a disability – this is compared to 24 percent 
nationally. 

• 42 percent of the people living in the Tararua District 
Council Ward live in areas designated as being among 
the most deprived in New Zealand. 

POPULATION

17,900
0.4%

Total Population

Population Growth
Annual average % change

of national total

2018 Last 10 years

Tararua District 0.3% 0.1%
New Zealand 1.9% 1.4%
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OTAKI WARD 

• 26.4 percent of the population are 65 years and over – 
this is compared to 15.3 percent nationally. 

• 18.2 percent of the population are 14 years and 
younger – this is compared to 19.3 percent nationally. 

• Based on 2013 census data, the proportion of the 
population identifying as Maori was 24.9 percent, 
Pasifika 0.4 percent and Asian 0.4 percent. 

• 29.7 percent of the population are estimated to live 
with a disability – this is compared to 24 percent 
nationally. 

• 71 percent of the people living in the Otaki Ward live in 
areas designated as being among the most deprived in 
New Zealand. 

POPULATION

10,143
0.2%

Total Population

Population Growth
Annual average % change

of national total

2018 Last 10 years

Otaki District 8.8% 1.1%
New Zealand 1.9% 1.4%
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Health Profiles 2017 – MidCentral DHB Region

2.1 Disabilities 

The estimated percentage of people living with a disability within the MidCentral DHB Region is 26.4 
percent. The proportion of people in New Zealand with a disability is estimated at 24 percent, having 
increased from 20 percent in 2001. Most of this increase has been attributed to the ageing population 
balance. 

Older people are at higher risk of disability than younger people. Although disability rates were 24 percent 
for the population overall, they ranged from 11 percent for those under 15 years old to around 60 percent 
for people aged 65 years and over. The sub-areas of Horowhenua, Otaki, and Tararua, have particularly high 
proportions of older residents in their populations. This implies greater need for disability support services 
for residents of these areas.

Multiple impairment is common. About half of all disabled people have more than one disability. This 
likelihood increases with age: 63 percent of disabled people aged 65 years and older had more than one 
disability, compared to 42 percent of disabled people aged 15 to 44 years.

Although Maori have a younger population age balance, their disability rate is similar to the European rate 
(26 and 25 percent respectively). Both Pacific and Asian populations have lower disability rates (19 and 13 
percent respectively). However, when the rates are age adjusted (where any differences in age balance are 
compensated for), Maori disability rate rises to 32 percent, higher than the European disability rate of 24 
percent. The Pacific disability rate also rises to just above the European rate (26 percent). Asian disability 
rate remains below the European rate.

2.2 Obesity and physical activity

Excess weight is a leading contributor to a number of health conditions, including type 2 diabetes, 
cardiovascular diseases, many types of cancer (eg, colorectal, post-menopausal breast, kidney and 
endometrial), osteoarthritis, gout, sleep apnoea, some reproductive disorders and gallstones. Obesity is 
defined as a person having a body mass index (BMI) of 30 or more (or equivalent for those younger than 18 
years). 

Within New Zealand, high BMI (overweight or obese), accounted for about 9 percent of all illness, disability 
and premature mortality in 2016, making it the leading modifiable risk to health. Almost 1 in 3 adults 
(32 percent) were obese in 2016/17, up from 27 percent in 2006/07 (ie, an increase from 887,000 adults 
in 2006/07 to 1.2 million adults in 2016/17). Obesity rates among adults varied by ethnic group: Pacific 
(69 percent), Māori (50 percent), European/Other (30 percent) and Asian adults (15 percent). These rates 
represent respectively about 162,000 Pacific; 248,000 Māori; 893,000 European/Other and 72,000 Asian 
adults who were obese in 2016/17. After adjusting for age and sex differences, Pacific and Māori adults were 
2.4 and 1.8 times more likely to be obese than non-Pacific and non-Māori adults respectively. 

The estimated percentage of obese people living within the MidCentral DHB Region is 35.4 percent – above 
the national average. Maori represent our highest proportion of patients living with obesity with 50.5 
percent, Pasifika at 44.5 percent and Asian at 10.9 percent. 
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2.3 Mental Health

The New Zealand Health survey measures psychological (mental) distress using the Kessler Psychological 
Distress Scale (K10)10. This measures a person’s experience of symptoms such as anxiety, confused 
emotions, depression or rage in the past four weeks. People who receive a score of 12 or more have a high 
probability of having an anxiety or depressive disorder.  The term ‘psychological distress’ means high or 
very high levels of psychological distress according to the K10 scale (ie, a score of 12 or more) in the past 
four weeks.  About 290,000 adults (8 percent) experienced psychological distress in the four weeks before 
taking part in the 2016/17 survey within New Zealand. For MidCentral, this percentage decreased to 7.3 
percent. 

Adult respondents (aged 15+ years) are defined as having a mood and/or anxiety disorder if they had ever 
been told by a doctor that they have depression, bipolar and/or anxiety disorder. The percentage diagnosed 
with mood/anxiety disorders in MidCentral is 23 percent. This is compared to 19.9 percent nationally. 

2.4 Alcohol and Drugs

Alcohol harm is driven by both the total volume consumed and by patterns of drinking11. Alcohol use 
accounted for about 5 percent of total health loss in New Zealand in 201612. The percentage of adults who 
had a drink containing alcohol in the past year, ‘past-year drinkers’, provides context for the potential for 
alcohol-related harm. Within New Zealand, four in five adults (79 percent) drank alcohol in the past year, 
down from 84 percent in 2006/07. Men (84 percent) were more likely to have drunk alcohol in the past year 
than women (75 percent). 

The percent total for drinkers within MidCentral matches the national total at 80.2 percent. Adults in 
the most socioeconomically deprived areas were less likely to have drunk alcohol in the past year (75.2 
percent) than adults in the least deprived areas (87 percent). However, nationally, this difference in alcohol 
consumption was reversed for drinking patterns that are hazardous to health: those living in the most 
socioeconomically deprived areas were more likely to have been hazardous drinkers than those living in the 
least deprived areas. ED had 488 presentations between 1 January 2018 and 31 July 2018, and of these 52 
were admitted – 0.2 percent of total admissions13. 

People with drug addiction often have one or more associated health issues, which could include lung or 
heart disease, stroke, cancer, or mental health conditions. Methamphetamine can cause severe dental 
problems, known as “meth mouth,” and that opioids can lead to overdose and death. In addition, some 
drugs, such as inhalants, may damage or destroy nerve cells, either in the brain or the peripheral nervous 
system (the nervous system outside the brain and spinal cord)14. Drug use can also increase the risk of 
contracting infections. Human immunodeficiency virus (HIV) and hepatitis C (a serious liver disease) 
infection can occur from sharing injection equipment and from impaired judgment leading to unsafe sexual 
activity. Infection of the heart and its valves (endocarditis) and skin infection (cellulitis) can occur after 
exposure to bacteria by injection drug use. Drug use and mental illness often co-exist. In some cases, mental 
disorders such as anxiety, depression, or 

10 Kessler R, Barker P, Colpe L, et al. 2003. Screening for serious mental illness in the general population. Archives of General Psychiatry 60(2): 184–9
11 WHO. 2014. Global Status Report on Alcohol and Health 2014. Geneva: World Health Organization.
12 IHME. 2017. GBD Compare Data Visualization [Data File]. URL http://vizhub.healthdata.org/gbd-compare.
13 MidCentral DHB Patient administration system data
14 Kelly TM, Daley DC. Integrated treatment of substance use and psychiatric disorders. Soc Work Public Health. 2013;28(0):388-406. 
doi:10.1080/19371918.2013.774673

31



schizophrenia may come before addiction; in other cases, drug use may trigger or worsen those mental 
health conditions, particularly in people with specific vulnerabilities. 

Within MidCentral, 9.2 percent of the population consumed cannabis with the previous 12 months for 
recreational or non-medical purposes and 0.7 percent of the population used amphetamines. Despite 
the total number of hospitalisations because of drug related harm increasing, the total percentage of the 
population using drugs has decreased by 0.5 percent. 

2.5 Smoking

Smoking was one of the three leading modifiable risks to health in New Zealand in 2016, accounting for 
about 8 percent of all illness, disability and premature mortality15. Smoking harms nearly every organ and 
system in the body. It is the main cause of lung cancer and chronic obstructive pulmonary disease (COPD). It 
is also a major cause of heart disease, stroke and many other cancers. 

Nationally, 16 percent of adults were current smokers (smoke at least monthly) and 14 percent of adults 
were daily smokers in 2016/17. Both current and daily cigarette smoking rates have decreased since 
2006/07, when 20 percent of adults were current smokers and 18 percent of adults were daily smokers. 
Thirty-five percent of Māori adults were current smokers in 2016/17, down from 42 percent in 2006/07. 
Thirty-eight percent of Māori women were current smokers, down from 45 percent in 2006/07. Twenty-five 
percent of Pacific adults were current smokers in 2016/17 (not a significant change from previous years – 26 
percent in 2011/12). Adults living in the most socioeconomically deprived areas were 3.3 times more likely 
to be current smokers and 3.8 times more likely to be daily smokers than adults living in the least deprived 
areas, after adjusting for age, sex and ethnic differences. 

Smokers within MidCentral account for 17.4 percent of the population. Māori have the highest proportion of 
the population with 34.6 percent, followed by Pasifika at 32.1 percent and Asian at 9.4 percent. Those living 
in the most socioeconomically deprived areas are 1.3 times more likely to smoke than those in the least 
deprived (12.3 percent against 27.8 percent).  

15 IHME. 2017. GBD Compare Data Visualization [Data File]. URL http://vizhub.healthdata.org/gbd-compare.
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Health Quality Evaluation 2018

The ensuing infographics are part of the greater Health Quality & Safety Commission’s (the Commission’s) 
report ‘A Window on the Quality of New Zealand’s Health Care (Window)16. The Window focuses mostly 
on the quality of health services delivered rather than population health, broader measures of system 
capability, sustainability, workforce or productivity. Health outcomes depend on all of these issues, 
including factors such as poverty, housing, employment and education, just as much as they do on ensuring 
all New Zealanders have timely access to effective and safe health services. As our approach to reporting on 
the quality and safety of health care evolves, the Window is necessarily expanding to consider wider issues, 
opportunities and flags for deeper analysis and attention. 

3.1 Equity

The pattern of worse outcomes for some groups is reflective of inequity for Māori and Pacific peoples and 
those living with greater socioeconomic deprivation. These groups are more likely to have greater health 
needs and to find it difficult to access care. They are less likely to get the best care, even when they do 
access it, and are less likely to find care a positive experience. Previous Windows have highlighted issues 
of ethnic inequity. Inequity can also be seen across socioeconomic status, age, gender and rurality. This 
section considers types of inequity among different population groups. Concerning examples are evident 
for all groups.

Cost barriers to accessing primary care affect Māori, younger and more deprived populations 
disproportionately and have done so consistently for the past five years, despite changes in public health 
funding to reduce these barriers. Even if we restrict this question to people who have at some point been 
able to access services, the pattern holds for ethnic groups (Figure 4) and can also be seen, even more 
starkly, for age groups (Figure 5). Younger people in need of health care are much more likely to experience 
cost barriers to accessing care. For Figures 4 and 5, lower percentages reflect lower reported access barriers 
due to cost. Therefore, lower percentages are better.

Figure 4: Percentage of respondents reporting cost barriers to access in the primary care patient experience survey by 
ethnicity.

16 ROI: https://www.hqsc.govt.nz/assets/Health-Quality-Evaluation/Windows_Document/Window-Jun-2018.pdf
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Even if we restrict this question to people who have at some point been able to access services, the pattern 
holds for ethnic groups (Figure 12) and can also be seen, even more starkly, for age groups (Figure 13). 
Younger people in need of health care are much more likely to experience cost barriers to accessing care. 
For Figures 12 and 13, lower percentages reflect lower reported access barriers due to cost. Therefore, lower 
percentages are better.
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a time when you did not visit a 
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Figure 12: Percentage of respondents reporting cost barriers to access in the primary care patient experience 
survey, by ethnic group, New Zealand, November 2017

Figure 13: Percentage of respondents reporting cost barriers to access in the primary care patient experience 
survey, by age group, New Zealand, November 2017
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3.2 Patient Experience 

The Commission is committed to ensuring patient experience is part of its measurement of health care 
quality and safety, because the evidence shows that patient experience is a good indicator of the quality of 
health services. Results around medication are concerning in both the hospital and primary care settings. 
Patients were asked to rate services on a scale of 0-10 where 10 is the most positive. 

Figure 6: Patient experience of healthcare services 

Figure 5: percentage of respondents reporting cost barriers to access in the primary care experience survey by age. 
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Even if we restrict this question to people who have at some point been able to access services, the pattern 
holds for ethnic groups (Figure 12) and can also be seen, even more starkly, for age groups (Figure 13). 
Younger people in need of health care are much more likely to experience cost barriers to accessing care. 
For Figures 12 and 13, lower percentages reflect lower reported access barriers due to cost. Therefore, lower 
percentages are better.

Has cost stopped you 
from seeing a specialist 

doctor?

Has cost stopped you 
from seeing a health care 

professional?

Has cost stopped 
you from picking up a 

prescription?

In the last 12 months was there 
a time when you did not visit a 
GP or nurse because of cost?

35

30

25

20

15

10

5

0

Pe
rc

en
ta

ge
 o

f r
es

po
nd

en
ts

 e
xp

er
ie

nc
in

g 
a 

co
st

 b
ar

rie
r

Age

EuropeanAsian Māori Other Pacific

Figure 12: Percentage of respondents reporting cost barriers to access in the primary care patient experience 
survey, by ethnic group, New Zealand, November 2017

Figure 13: Percentage of respondents reporting cost barriers to access in the primary care patient experience 
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The Commission is committed to ensuring patient experience is part of its measurement of health care 
quality and safety, because the evidence shows that patient experience is a good indicator of the quality of 
health services. 

Effectiveness
A high-quality health care system will provide the most effective treatment at the right time and in the right 
place. To review this, we can look at the ultimate outcomes of care, how well different health services are 
organised around the patient, and whether or not the right treatments are provided for individual conditions. 

Care organised around the patient
A Commonwealth Fund survey of New Zealand GPs found that, while coordination of different parts of New 
Zealand’s health care system tended to be better than similar countries, room for improvement remained 
(Figure 32).12 

12 Schneider C, Sarnak D, Squires D, et al. (nd). Mirror, Mirror 2017. New York: The Commonwealth Fund. URL: www.commonwealthfund.
org/publications/fund-reports/2017/jul/mirror-mirror-international-comparisons-2017 (accessed 26 April 2018).

Figure 31: Average score out of 10 for questions about medication, primary care patient experience survey, 
New Zealand, November 2016 to August 2017 compared with November 2017

In the last 12 months have you been given the wrong medication or 
wrong dose by a doctor, nurse or pharmacist (outside of hospital)?

Has cost stopped you from picking up a prescription?

Did you follow the instructions when you took the medication?

Were you told what to do if you experienced side effects?

Were you told what could happen if you didn’t take the medication, 
in a way you could understand?

Were the possible side effects of the medication explained 
in a way you could understand?

Was the purpose of the medication properly explained to you?

Were you involved as much as you wanted to be in decisions 
about the best medication for you?
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Medication Use and Harm 

Use of Medicines in New Zealand

PHARMAC is the New Zealand government agency that decides which pharmaceuticals to publicly fund in 
New Zealand. 

PHARMAC makes choices about District Health Boards’ (DHBs’) spending on vaccines, community and 
cancer medicines. PHARMAC also makes decisions about the medicines funded in DHB hospitals and is 
working towards budget management of hospital medicines and medical devices.

$849.6

45.8 MILLION

MILLION

In 2017 17

with

Spent on medicines in the community
(excludes medicines used in hospitals)

Funded prescription items filled

3.6  
MILLION

New Zealanders 
received funded 

medicines 
out of a total 
population of

 4.7 million 
(77%)

On average 
42% of people 
over the age 
of 65 are on 
more than 5 
medications

17 PHARMAC. 2017. Annual Report of Pharmaceutical Management Agency (PHARMAC) for the year ended 30 June 2017. Medication numbers:  
https://www.hqsc.govt.nz/assets/Health-Quality-Evaluation/Atlas/PolypharmacySFNov2017/atlas.html 37



Medication Group Millions of Dollars ($)
Immunosuppressants and biologics (for arthritis) 191.78

Antivirals (Viral infections) 118.52

Vaccinations 97.61

Chemotherapeutic agents (for Cancer) 83.16

Diabetes 53.87

Inhaled long-acting beta-adrenoceptor agonists (for Asthma) 52.99

Antithrombotic agents (for stopping blood clots) 52.94

Antiretrovirals (for HIV/AIDS, viral infections) 36.66

Antipsychotics (for Mental health psychoses) 35.58

Antiepilepsy drugs (for epilepsy) 35.51

The overall total Pharmaceutical spend increases each year via PHARMAC. Table 7 represents the top 
10 medicine groups and the total spend per group. Whilst most medicine groups increase marginally 
year on year with an increase in population, some decrease due to common medications coming 
off patents. However, in 2017, Antivirals increased significantly by more than $100 million annually 
(from $18million to $118 million). This is because of a 703% increase in funding for advancements in 
the treatment of Hepatitis C with a cure rate of up to 95%. As a result, it is expected that the Antiviral 
expenditure will reduce again in the 2018/2019 year. 

Table 7: The Top 10 Medicine Groups by expenditure (main use) in millions of dollars for 2017

Nationally unfilled prescriptions 
due to cost 2017/2018

• About 28,000 children (3.0%) had a prescription 
that was not collected due to cost in the past year, 
down from 6.6% in 2011/12.

• About 257,000 adults (6.6%) reported not 
collecting a prescription due to cost in the past 
year.

• Māori and Pacific adults and children were 
more than twice as likely to not have collected 
a prescription due to cost as non-Pacific and 
non-Māori adults and children respectively, after 
adjusting for age and sex differences.

38



Medicine Related Harm

Recent research 18 19 20 21 22 into Medicine Related Harm has indicated that: 

In Hospital

Medicines most commonly implicated for causing medicine 
related harm:

For every 100 admissions

28% of people experienced one or more medicine-
related harm. Most events (96%) were minor, with 
no long-term harm.

4% of patients experienced serious harm

1.6% of patients experienced permanent disability 
or death

65%

30%
7%

29%
of harms 
were caused 
by medicines 
started in the 
hospital

Started in the 
community, and 
required the person 
to be admitted to 
hospital

18 Health Quality & Safety Commission. nd. Primary care patient experience. Wellington: Health Quality & Safety Commission. URL: www.hqsc.govt.nz/our-programmes/
health-quality-evaluation/projects/patient-experience/primary-care-patient-experience
19 Robb G, Loe E, Maharaj A, et al. 2017. Medication-related patient harm in New Zealand hospitals. New Zealand Medical Journal 30: 146.
20 Davis P, Lay-Yee R, Briant R, et al. 2002. Adverse Events in New Zealand Public Hospitals I: Occurrence and impact. NZMJ 115(1167): U271.
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Opioids (strong painkillers like 
morphine and oxycodone)

Anticoagulants and antiplatelets 
(like aspirin, warfarin and  
enoxaparin)

29%
Of adverse 
drug events  
in hospital are 
preventable.
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In the community 23

8%

9%

46%
of patients surveyed 
experienced a 
medication error 
(prescribing or 
dispensing) in the last 
12 months

of emergency hospital 
admissions were related 
to medicine related harm 
started in the community. 

of those people 
experiencing an error 
had to seek medical 
advice or attention

13% 58% 82%
for two drugs for five drugs for seven or more

23 Health Quality and Safety Commission New Zealand: Medicines and Harm 2016. 
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Frequency of Medicine related harm
The risk of medicine related harm increases with the more medicines taken:



Current Pharmaceutical Service and Access

Service Outline – Community Pharmacy

The Integrated Community Pharmacy Services Agreement (ICPSA) provides the contract that governs the 
services that pharmaceutical service providers can provide. This section therefore describes pharmaceutical 
services as defined in the ICPSA. Under the ICPSA, community pharmacies provide three tiers of 
Pharmaceutical Services: 

• Core Services – services all pharmacies are required to provide (Schedules 1 and 2);

• Advanced Services – services pharmacies can opt to provide if they are accredited or opt into providing 
(Schedules 3A and 3B);

• Enhanced Services – services that are commissioned locally by the DHB (Schedule 3C).

Core services

Core Services are services which providers of MidCentral DHB pharmaceutical services must provide and are 
specified by the national ICPSA for community pharmacies. These services are: 

• Dispensing medicines and/or appliances 

• Disposal of unwanted medicines 

• Repeat dispensing 

• Referring to other services

4.1 Dispensing and advice

• Pharmacies are required to provide dispensing services to enable Eligible Persons to have appropriate 
access to Pharmaceuticals in a way that is responsive to the health needs and priorities of Service Users 
and communities: and

• Professional Advisory Services to enable Eligible Persons to whom Pharmaceuticals are dispensed 
to have appropriate access to clinical checks, professional advice, and counselling services that are 
responsive to the health needs and priorities of Service Users and communities.

• In order to derive maximum benefit for people caring for themselves or their families, community 
pharmacies are required to provide them with advice and support. This includes giving advice on 
managing medical conditions and lifestyle choices. 

4.2 Disposal of unwanted medicines

• Pharmacies are required to accept, for disposal, unwanted drugs presented to them for safe destruction 
by households and individuals. Within MidCentral DHB, these items are then collated for destruction by 
Central Drive In Pharmacy in Palmerston North. 

4.3 Repeat dispensing

Under the repeat dispensing service, pharmacies are required to work in partnership with patients and GP 
prescribers to: 

• Dispense repeat dispensing prescriptions issued by a GP 

• Ensure that each repeat supply is required 

• Communicate any clinically significant issues to the prescriber/GP 
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4.4 Referring to other services

• Community pharmacies are required to provide information to people visiting the pharmacy who 
require further support, advice or treatment, which cannot be provided by the pharmacy. They are also 
required to signpost such people to other health and social care providers or support organisations that 
may be able to assist the person, including making referrals where appropriate.

Advanced services 
Community pharmacy contractors can opt to provide the advanced services listed below: 

4.5 Vaccinations

• Some community pharmacies provide an Influenza vaccination service to specified eligible persons 
(individuals aged 65 and over and pregnant women). Community pharmacies are able to provide some 
unfunded vaccination services such as vaccines for shingles and whooping cough.

4.6 Long Term Conditions (LTC)

• The Long Term Conditions programme enables community pharmacies to provide additional support to 
users with a diagnosed long-term condition, who have poor medicine adherence and who are assessed 
as having the capacity and willingness to benefit from additional support. In 2019, this programme 
supports 5,919 patients across the MidCentral region. 

4.7 Age-related Residential Care (ARC)

• There is a provision for some community pharmacies to provide additional support and supply of 
medicines to DHB contracted ARC facilities and their service users. The pharmacies must provide the 
additional services for a minimum of 5 days a week during normal business hours. 

4.8 Community Residential Care (CRC)

• Local pharmacies who contract to CRC’s have the ability to be funded additionally to provide pharmacy 
services to users living in community residential care. Service users are normally living long-term and 
continuously in CRC and receiving a residential support subsidy – this includes those over 65 in CRC. 

4.9 Clozapine

• Pharmacy Clozapine Services are specifically targeted towards the objective of improving access to the 
atypical antipsychotics and in this case to clozapine. Prescribers and pharmacies will play appropriate 
roles in the safe provision of clozapine. The purpose is to ensure that Pharmacists are able to support 
Service Users taking clozapine appropriately and reflects best practice for the management of this 
pharmaceutical.

4.10 Community Pharmacy Anti-coagulation Management Service (CPAMS)

• The overall objective of CPAMS is the provision of INR point-of-care testing by some community 
pharmacies, and the adjustment of warfarin doses within a defined range with the aid of an approved 
decision-support system.

4.11 Methadone Services

• Some pharmacies are funded for methadone service (Opioid Substitution Treatment Services) for Opioid 
Dependence, that provide appropriate access to comprehensive, integrated and continuing alcohol and 
drug services guided by harm reduction philosophies. 
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4.12 Special Foods Services

Currently, some pharmacies provide a Special Foods Service which enables them to be able to provide 
subsidised special foods (i.e. Ensure). 

Enhanced Services
4.13 Emergency Contraceptive Pill (ECP)

Local pharmacies have trained staff who can provide the morning after pill. If you are 25 years or younger 
the consultation and medication will be free (for NZ residents). This is a confidential service and you do not 
need to make an appointment. 

4.14 Paediatric Gastroenteritis

Pharmacists are trained to assess and manage childhood gastroenteritis for those aged 3 months to 15 years 
inclusive. Where appropriate this could include the provision of oral rehydration fluid e.g. Pedialyte, advice 
and an oral rehydration chart to allow children with gastro to be rehydrated in their own home.  Children 
who are outside the scope of this service, e.g. there may be other factors involved or their dehydration may 
be too severe, will be referred for further medical care.

4.15 Smoking Cessation

Smokers can visit a community pharmacy to get advice on quitting, a “starter pack” of NRT and referral to 
Te Wakahuia Manawatū Trust Hauora (TOAM) smoking cessation team. This service is offered as it has been 
shown that the chances of having a permanent quit are five times greater when engaging with a coach. The 
service is being offered through collaboration between MCPG, MCDHB, the Central PHO, Public Health and 
TOAM and looks to support more smokers to quit.

4.16 Afterhours

Some community pharmacies have contracts to provide subsidised afterhours services for under 14s. 
Afterhours constitutes hours outside of the ordinary business hours of 8:00am to 6:00pm on Monday to 
Friday (excluding public holidays in the DHB’s Geographical Area).  

4.17 Woodville Depot

The Woodville Depot is located at 56 Vogel Street in Woodville and is open 9am till 5pm, Monday through 
Friday. This depot is aligned to the hours of the local medical centre and services the population of 
Woodville who would otherwise need to travel to Pahiatua, Dannevirke or Palmerston North to get their 
prescriptions dispensed. This is operated by the Botanical Road Pharmacy. 

4.18 Mental Health High Frequency Dispensing

MidCentral DHB has agreed to support the high frequency mental health dispensing of some local 
pharmacies. Pharmacies must have more than double the normal dispensing’s for high risk mental health 
which means that they may be required to do daily dispensing rather than monthly dispensing. 

4.19 Safe and Efficient Disposal of Unused Medicines (SEDUM)

MidCentral DHB is committed to ensuring that the amount of pharmaceutical waste is reduced and 
that any community returned medicines are disposed of in a safe and efficient manner – this includes 
sharps containers.  Currently, Central Drive In Pharmacy collects, reports on and disposes of the returned 
medications via Interwaste. Reporting metrics collected by the SEDUM programme provide guidance to the 
Primary Care Support Pharmacist and Endocrinology teams. 
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Non-Subsidised Services
Pharmacists are your medicines experts. They can undertake further training to provide some additional 
non-subsidised primary health care services. These services follow published algorithms, and the types of 
services include: 

• Uncomplicated Urinary Tract infections  (UTIs, cystitis) in women between 16 and 65 years of age.

• Uncomplicated Eye Infections (Conjunctivitis) in any one over 2 years of age.

• Selected Oral Contraceptives as continuation therapy for women.

• Men may wish to discuss erectile dysfunction with their pharmacist.

All consultations are undertaken in a consulting room. The pharmacist can check that the medicine is right 
for you, provide advice and dispense the appropriate medicine. If it is deemed appropriate, they will refer 
you to your general practice team.

Pharmacists routinely provide expert advice on medicines and common illnesses e.g. stomach upset, hay 
fever, fungal/thrush infections, pain, coughs, colds and flu. This is usually without an appointment and a 
variety of pharmacies are open for extended hours.

Pharmacists also provide health advice, assistance in navigating the health system or access to funded 
health schemes, screening and health education. e.g. blood pressure monitoring, weight management, 
stopping smoking, staying safe in the sun.

Pharmacists invest heavily in their community and the pharmacy workforce: including sponsorship, 
the training of interns, pharmacy technicians, Pharmacy Accuracy Checking Technicians and Pharmacy 
Assistants to assure the future provision of pharmacy services. Community pharmacies have also invested in 
a wide variety of technological and robotic solutions, to help optimise medicine supply for patients.



Services – Community Pharmacy (by Location)
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Table 8: MidCentral DHB Provision of Services 2019

Ward Location: T – Tararua, M – Manawatū , H – Horowhenua, O – Otaki, P – Palmerston North

Bollards T x x x x x x x
Botanical Road P x x x x x x
Central Drive In P x x x x x

City Health P x x x x x x x
Cook Street P x x x x x x
Countdown P x x x x x x x

Feilding Central M x x x x x x x x x
Feilding Health M x x x x x x x x x

Gimbletts H x x x x x x x x
Grant Irvine P x x x x x x x x

Hamish Barham O x x x x x x x x
Hokowhitu P x x x x x

Horowhenua Health H x x x x x x x x
Hospital Health P x x x x

Levin Mall H x x x x x x x
Life – The Plaza P x x x x x x x

Milson P x x x x x x x
Roses P x x x x x x

Smiths M x x x x x x
Steeds H x x x x x x x x
Tararua H x x x x x x

Unichem – Awapuni P x x x x x x x x x
Unichem – Chemist Shop P x x x x x x x x x x x

Unichem – Kauri P x x x x x x x x
Unichem – Levin P x x x x x x x x x x

Unichem – The Palms P x x x x x x x
Unichem – Terrace End P x x x x x x x

Vautier – Downtown P x x x x x
Vautier – Pioneer P x x x x x x x

Vautier – Summerhill P x x x x x x x x
Vogel Street P x x x x x x

Wards T x x x x x x x x x x x
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Service Outline – Primary Care Support Pharmacy

The Primary Care Support Pharmacy team is a collaborative and integrated approach to clinical pharmacy 
between the Central Primary Health Organisation and MidCentral DHB. The team compromises of two 
distinct roles who work in an integrated manner with the primary care prescribers and teams. 

The first role is the Population Health Pharmacist role and helps understand trends in prescriber and 
dispensing data for the population of MidCentral and design best practice guidelines to influence prescriber 
and patient behaviours. 

The second role, the Primary Care Support Pharmacists (PCSP) will initially be tasked with working in the 
Integrated Family Health Care Centres (IFHC) across the system to complete complex medication review and 
medicine therapeutic assessments. The aim is to ensure individual patients medications are correct and 
address inequity issues at an IFHC level through patient audits. 

The services the Primary Care Support Pharmacist team currently provides are as follows:

the provision of independent, evidence-based advice on pharmaceutical/medication issues to primary 
and community care prescribers and practice staff, with the purpose of encouraging and reinforcing 
positive changes in medication prescribing and utilization;

Facilitate the development of advice about evidence-based research, best practice prescribing, 
collaborative care approaches, and patient and provider education, which will assist providers and 
service users alike to better understand and manage complex demands of chronic illness;

Development of a six monthly best practice guide to positively influence prescriber behaviours based 
on identified medicines of ‘local interest or concern’;

the provision of complex medicine assessments and medicine therapeutic assessments of individual 
patients’ medicines and treatment regimens, improve health outcomes for patients;

The provision of prescriber audits to locate and develop interventions for priority populations. 

The provision of comprehensive medication management (CMM) services − where a PCSP integrated 
in the health care team provides support and advice on all matters related to the medication 
management of patients with complex clinical needs.

5.1 Trend Analysis – Population Health

A population health focus is aimed at improving the health of priority populations and reducing 
inappropriate medication. It requires in-depth dispensing and prescriber data analyses to identify trends 
across a targeted group and effective outreach tactics that leverage these populations with optimal 
interventions at the right time, in order to better health outcomes.

5.2 Medicine Therapeutic Assessments

The Medicines Therapy Assessment (MTA) is a systematic, patient-centred clinical assessment of all 
medicines currently taken by a patient, identifying, resolving and preventing medication-related problems 
as well as optimising the effectiveness of medication treatment.

1)

2)

3)

4)

5)

6)
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5.3 Best Practice Guidelines

Best practice guidelines provide evidence-based medical education and guidance for health professionals, 
with a primary focus on the responsible use of pharmaceuticals. These guidelines align actual practice 
prescribing versus baseline with explanatory narratives. 

5.4 Prescriber Audits

The first step to improving medical practice is to identify the criteria where gaps exist between expected 
and actual performance and then to decide how to change practice. One of the ways to identify these gaps 
is through prescriber audits. For example if an audit was completed on polypharmacy: 

• Select 20 patients who are currently prescribed ten or more medicines

• Review each patient’s notes to establish if there is documented evidence of a medicine review by 
yourself, another prescriber or a pharmacist in the last 12 months

• Patients who are taking ten or more medicines, who have not had a medicine review in the last 12 
months, should be flagged for a review. This could involve sending out letters.

Once a set of priorities for change have been decided on, an action plan is developed to implement any 
changes.

5.5 Clinical Pharmacy Input (non-patient specific) 

• Medicine Information and Education 
• Increased adherence to best practice guidelines.
• Participation in practice staff meeting 
• Input on practice’s medicine related policies, procedures and guidelines 
• Clinical Population Audits 
• Quality Improvement Initiatives e.g. medicine safety projects 
• Clinical Pathways (e.g. regional Care pathways)  
• Involvement in ‘primary care’ initiatives at CPHO and IFHC. 

5.6 Clinical Pharmacist Service provided for Prescribers/GP Healthcare Team

• Participation in the ACR/ other rounds 
• Participation in MDT e.g. HOPS
• Participation in shared consultation (Prescriber/Pharmacist/Patient) 
• Improve accuracy of clinical records
• Prescriber Contact  
• Contact with specialist
• Contact with and support community and hospice pharmacists.

The primary care support pharmacist role is not only about the completion of ‘complex medication 
reviews’, medicine therapeutic assessments and audits, but rather, about becoming a recognised member 
of the general practice team. For example, clinical governance, clinical care co-ordination, cornerstone 
accreditation and system changes to reduce medicine related risk/waste. 
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Service Outline – Hospital Pharmacy

The Palmerston North Hospital Pharmacy (Whare Rangoa Te Putake) provides medicine management 
services to the in-patient wards, ambulatory clinics, the Regional Cancer Treatment Service (RCTs), Star 
4 and Horowhenua Health Centre clinics. The Palmerston North Hospital Pharmacy also provides an out-
patient service which is usually restricted to the supply of rare or unique medicines.

The Pharmacy operates from 8:00 to 17:00 Monday to Friday and provides an on-call service outside of 
these hours. The on-call service includes an on- site service from 9:00 to 12:00 by and pharmacist and 
pharmacy technician on weekend days and public holidays.

The staff in the Pharmacy is comprised of pharmacists, pharmacy technicians, pharmacy assistants and one 
dedicated purchasing officer. 

The services the Hospital Pharmacy currently provides are as follows:

Medication ward supply and management

Purchasing of medicines

Dispensing and management of high risk medicines

Compounding services, including aseptic compounding services

Medication safety initiatives (includes assistance with information system solutions that have 
medicines management dimensions e.g. Smart pumps, ePrescribe for chemotherapy).

Medicines Information for health professionals and patients

Participation in ward rounds and multidisciplinary meetings

Assistance with guideline development

Medication reconciliation initiation / Medication history determination

Antimicrobial stewardship programmes

Clinical Trial support

6.1 Core Clinical Services

These are the services where evidence demonstrates a reduction in mortality, morbidity and in drug-related 
costs. This includes the Medication ward supply and management, purchasing of medicines, dispensing and 
management of high-risk medicines, compounding services (including aseptic compounding services) and 
Medication safety initiatives. 

6.2 Medicines Information for health professionals and patients

Provided either through a formal medicine information service, specifically assigned Pharmacist(s) and/or 
by the clinical ward pharmacist. Does not require a physical location called a medicines information centre. 
Pharmacist presents continuing education to the wider healthcare team (doctors, nurses, pharmacists, etc.) 
on a scheduled basis at least four times per year

1)
2)
3)

4)

5)

6)

7)
8)

9)

10)

11)
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6.3 Participation in ward rounds and multidisciplinary meetings

The pharmacist regularly rounds with a medical / surgical team (at least 3 days/week), actively provides 
pharmacotherapeutic advice and support for patients under the team care. Within some disciplines 
multidisciplinary or case conferences are undertaken.

6.4 Assistance with guideline development

Pharmacists as part of a multidisciplinary team draft and develop treatment guidelines, protocols and 
policies that encapsulate medicines management issues to direct healthcare professionals in best practice 
use of medicines.

6.5 Medication reconciliation initiation / Medicine Histories acquirement

The pharmacist provides admission histories, including the identification and documentation of Adverse 
Drug Reaction (ADRs), an accurate history of ADRs and allergies, prescribed medicines, over the counter and 
complementary medicines. An accurate medicines history is the cornerstone for medicine reconciliation at 
admission, transfer and discharge. Medicine reconciliation has been mandated by the Health Quality and 
Safety Commission.

6.6 Antimicrobial Stewardship Programmes (ASP)

Antimicrobial use is an international public health and patient safety issue due to increasing bacterial 
resistance. Global collective action is required to effectively address the challenge of optimal antimicrobial 
use. How we use antibiotics today impacts how effective they will be in the future.

Antimicrobial stewardship is defined as ‘coordinated interventions designed to improve and measure 
the appropriate use of antimicrobials by promoting the selection of the optimal antimicrobial regimen 
including dose, route of administration and duration of therapy’. 

ASPs programmes aim, and have been proven to, achieve optimal clinical outcomes while minimising 
adverse events and limiting the selective pressure on bacterial populations that drive the emergence of 
antimicrobial resistant strains. Implementation of such programmes help ensure patients receive the right 
antibiotic, at the right dose, by the right route, at the right time and for the right duration. Cost savings 
result from shorter hospital stays and reduced use of antimicrobials.

ASPs typically include the implementation of antibiotic usage guidelines, the monitoring of compliance 
against the guidelines, and step down therapy (intravenous to oral switch in antimicrobial as soon as 
clinically appropriate). Pharmacist participation in ASPs have demonstrated increased rates of appropriate 
antibiotic usage, reduced antibacterial resistance and decreased antibiotic costs.

6.7 Clinical Trial Support

Performed by Pharmacist either as a principal investigator or co-investigator. The pharmacist is likely to 
be (co-)author on a published paper. This does not include activity that is limited to investigational drug 
distribution or record keeping.
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Workforce

Worldwide there are statistics that break down the ratio of practising pharmacists per 10,000 
population. In New Zealand, the ratio is 7.75 compared to Australia (11.64), Ireland (10.46), Canada 
(10.17) and the UK (8.08)24. Currently, the breakdown nationally is by regional council and as such, 
Manawatū -Whanganui has a ratio of 6.62 – lower than the national average (approx. 159 practising 
pharmacists)25. 

Source: Pharmacy Council. 2018 Workforce Demographic

24 Available on https://www.fip.org/files/FIPEd_Trends_report_2015_web.pdf 
25 Pharmacy Council. 2018 Workforce Demographic. DOI: http://www.pharmacycouncil.org.nz/Portals/12/Documents/Final%20workforce%20demographic%20report%20
2018.pdf?ver=2018-11-07-004558-427

TOTALS
4,793,200 Estimated Population 2017

3,787 Practising pharmacists 2018
7.89 Density (pharmacists per 10,000 people)

Note: Estimated 2018 NZ population = 4,885,300 
7.75 Density pharmacists per 10,000 people)

As demonstrated on the heat map of New Zealand, throughout the regions, there is considerable variation in the indicative workforce density. This could be further 
exacerbated given the lower population density in rural regions. (Regional estimated population data for 30 June 2017).

Demographic profile of the pharmacy workforce

Gisborne
48,500 Estimated population 2017
28 Practising pharmacists 2018
5.77 Density (pharmacists per 10,000 people)

Southland
98,400 Estimated population 2017 (2.1% of NZ total)
64 Practising pharmacists 2017 (1.4% of NZ total)
6.40 Density (pharmacists per 10,000 people)

Hawkes Bay
164,000 Estimated population 2017
125 Practising pharmacists 2018 
7.56 Density (pharmacists per 10,000 people)

Wellington
513,900 Estimated population 2017
509 Practising pharmacists 2018
9.87 Density (pharmacists per 10,000 people)

Marlborough 
46,200 Estimated population 2017
38 Practising pharmacists 2018
8.23 Density (pharmacists per 10,000 people)

Canterbury 
612,000 Estimated population 2017
463 Practising pharmacists 2018
7.53 Density (pharmacists per 10,000 people)

Otago
224,200 Estimated Population 2017
210 Practising pharmacists 2018
9.32 Density (pharmacists per 10,000 people)

West Coast
32,500 Estimated population 2017
17 Practising pharmacists 2018
4.92 Density (pharmacists per 10,000 people)

Nelson and Tasman
102,600 Estimated population 2017
73 Practising pharmacists 2018
7.12 Density (pharmacists per 10,000 people)

Manawatu-Wanganui
240,300 Estimated population 2017
159 Practising pharmacists 2018
6.62 Density (pharmacists per 10,000 people)

Taranaki
118,000 Estimated population 2017
89 Practising pharmacists 2018
7.63 Density (pharmacists per 10,000 people)

Waikato
460,100 Estimated population 2017
288 Practising pharmacists 2018
6.26 Density (pharmacists per 10,000 people)

Auckland
1,657,200 Estimated population 2017
1,413 Practising pharmacists 2018
8.52 Density (pharmacists per 10,000 people)

Northland
175,400 Estimated population 2017 (3.7% of NZ total)
106 Practising pharmacists 2018
6.04 Density (pharmacists per 10,000 people)

Bay of Plenty
299,900 Estimated population 2017
205 Practising pharmacists 2018
6.87 Density (pharmacists per 10,000 people)

TOTALS
4,793,200 Estimated Population 2017

3,787 Practising pharmacists 2018
7.89 Density (pharmacists per 10,000 people)

Note: Estimated 2018 NZ population = 4,885,300 
7.75 Density pharmacists per 10,000 people)

As demonstrated on the heat map of New Zealand, throughout the regions, there is considerable variation in the indicative workforce density. This could be further 
exacerbated given the lower population density in rural regions. (Regional estimated population data for 30 June 2017).
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7.1 Age of the Workforce

Regionally, we have a relatively young workforce with greater than 50 percent under the age of 45. 

7.2 Types of work

Nationally, community-based pharmacy continues to be the largest field of employment for the industry:

Source: Pharmacy Council. 2017 Workforce Demographic

Source: Pharmacy Council. 2018
 Workforce Demographic

4. Pharmacist type of work
Community-based pharmacy continues to be the largest field of employment for the industry as shown below:

Type of work Number of pharmacists

Community 2,958

Hospital 485

Pharmacy related (e.g. PSNZ, Medsafe, Pharmac etc) 62

Other 55

Teaching/research 56

Primary Health Organisation, District Health Board 67

Pharmaceutical Industry 27

Number who did not provide their work type 77

TOTAL 3,787

Number worked in two or more areas of pharmacy 285

2017 Workforce Demographic Report 8 As at 30 June 2017

2. Pharmacist regional statistics

As at 30 June 2017, across New Zealand, the key highlights in terms of regional 
statistics for practising pharmacists were: 

74 percent of pharmacists work in five regions

56.7 percent of Auckland pharmacists are 35 years old or younger

63.9 percent of Marlborough pharmacists are 46 years old or older

Age distribution by region

The following graph shows the Age distribution for pharmacists within each region. 
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Community Pharmacy Workforce

Primary, Public and Community - MidCentral

Community Pharmacies within MidCentral were canvased to ascertain the make-up of the Pharmacy 
workforce. This data was then collated based on head count, and did not outline full time versus part-time. 
Table 9 is the breakdown of the Community pharmacy workforce:

Within MidCentral we have supported the formulation of a Population Health Pharmacist and the Primary 
Care Support Pharmacist team. Currently, the team is a partnering between the DHB and Central PHO who 
support two full time equivalent (FTE) Primary Care Support Pharmacists each and the DHB is employing 
the Population Health Pharmacist. 

The Population Health Pharmacist role is to understand trends in prescriber and dispensing data for the 
whole population of MidCentral and design best practice guidelines to influence prescriber and patient 
behaviours. 

The Primary Care Support Pharmacists will be tasked with working in the Integrated Family Health Care 
Centres (IFHC) and across the system to complete complex medication reviews and medicine therapeutic 
assessments. The aim is to ensure individual patients medications are correct and address inequity issues 
at an IFHC level through patient audits.

The Primary Care Support Pharmacists FTE is allocated as per table 10 below:

Additionally, ten Locum Pharmacists practice within MidCentral on a regular basis. 

Role Type Number practicing within MidCentral
Pharmacists 87

Pharmacist Interns 7
Pharmacy Technicians 85

Pharmacy Technician Trainees 30
Other Clinical Support Staff 47

Location of Primary Care Support Pharmacist Level of FTE
Kauri Healthcare 0.5

Feilding Health Care 0.4
The Palms Medical Centre 0.6

Tararua Health Group 0.5
Horowhenua Community Practice 0.6

Te Waiora Your Community Health Service 0.8
Whakapai Hauora 0.2

NGOs – MASH Trust 0.4
Total 4

Table 9: MidCentral DHB Community Pharmacy Workforce

Table 10: Location of the Primary Care Support Pharmacists within MidCentral
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Hospital Workforce

In New Zealand, there is a wide variation in workforce and service delivery within and across hospital 
groups, with the differences not necessarily relating to hospital size or type26. Clinical pharmacist staffing 
levels (number of clinical pharmacists per 100 occupied beds) correlate negatively with patient in hospital 
mortality. That is, there is a significant decrease in patient mortality with increasing numbers of clinical 
pharmacists and clinical pharmacist activities. It has been demonstrated that lower medication error rates 
and reduced hospital medicine costs follow as clinical pharmacist staff levels increase27.

One clinical pharmacist working a five-day week, eight-hour day, can provide clinical pharmacy services to 
30 inpatients at most when the patients are at the lower end of the scale of need, and only 10-15 inpatients 
in critical care or specialty units where there is a heavy reliance on medicines with patients requiring a more 
intensive clinical pharmacy service28.

Additional resource is required for centralised operational functions (e.g. medicines procurement, 
dispensary, extemporaneous compounding [aseptic and non-aseptic], medicines distribution and 
outpatient services), adequate technical support staff, education & training, and pharmacy management.

The Pharmaceutical Society of New Zealand (based on the Society of Hospital Pharmacists of Australia 
guidelines) has recommended the following minimum staffing required to deliver clinical pharmacy services 
during normal business hours based on bed type, ‘overnight beds’ (Table 11)28.

Category Service Related Group/Bed Type Beds to 1 FTE 
pharmacist for 5 

days/week
Specialist units, high dependence on medicines Haematology, immunology and infections, medical 

oncology, renal medicine, transplantation, qualified 
neonates.

15

Medical Bed Type General medical units, cardiology, interventional 
cardiology, dermatology, endocrinology, 

gastroenterology, chemotherapy, neurology, 
psychiatric, respiratory medicine, rheumatology, 

pain management, definitive paediatric medicine.

20

Surgical Bed Type General surgical units, breast surgery, cardiothoracic 
surgery, colorectal surgery, upper GIT surgery, head 

and neck surgery, neurosurgery, orthopaedics, 
plastic and reconstructive surgery, urology, vascular 

surgery.

25

Palliative care Palliative care 25

Minimal change to medicines anticipated Ear nose and throat, gynaecology, obstetrics, 
unqualified neonates, perinatology

30

Longer Stay admissions Drug and alcohol, non-acute geriatric, geriatric 
evaluation and management, rehabilitation.

30

Table 11: Pharmacist staffing levels for provision of clinical pharmacy services based on ‘overnight beds’.

26 Source: https://www.psnz.org.nz/Folder?Action=View%20File&Folder_id=86&File=PSNZPharmacistServicesFramework2014FINAL.pdf
27 Bond et al.(2007). Pharmacotherapy, 27 (4): 481-493
28 Society of Hospital Pharmacists of Australia. Standards of Practice for Clinical Pharmacy Services. Chapter 9: Staffing levels and structure for the provision of clinical 
pharmacy services. Journal of Pharmacy Practice and Research Volume 43, No. 2 (suppl), 2013.
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Within MidCentral Hospital Pharmacy, pharmacy assistants and pharmacy technicians undertake technical 
tasks under supervision to support pharmacists.

The pharmacy technical workforce at Palmerston North Hospital is smaller than at other hospitals. The 
technical staff are well motivated with two pharmacy assistants undertaking pharmacy technician training, 
and the pharmacy technician workforce constantly increasing their range of skills. Most technicians can 
undertake aseptic compounding, although not for cytotoxic medicines. One technician has qualified as a 
Pharmacy Accuracy Checking Technician (PACT) and a second has commenced training.

The MidCentral Hospital Pharmacy workforce compromises of 13 pharmacists, four pharmacy technicians, 
one PACT, two pharmacy technicians in training, two pharmacy assistants and one non-admin clinical 
support staffer.  Of the 13 pharmacists, one as the hospital to community pharmacist, three are related 
to aseptic compounding for the Regional Cancer Service and one is the Chief Pharmacist.  Based on the 
categories presented in Table 11, the resourcing of pharmacists within MidCentral (recommended and 
actual) are presented in Table 12. 

Category Service Related  
Group/Bed Type

Recommended 
Beds to 1 FTE 
pharmacist 

PSNZ

Total 
Actual 
Beds 

Recommended 
FTE pharmacist 

Total Actual 
FTE pharmacist

Specialist units, 
high dependence on 

medicines

Haematology, immunology and 
infections, medical oncology, 

renal medicine, ICU.

15 45 3 2

Medical Bed Type General medical units, cardiology, 
endocrinology, gastroenterology, 
psychiatric, respiratory medicine, 

paediatric medicine.

20 97 4.85 4

Surgical Bed Type General surgical units, breast 
surgery, colorectal surgery, 

upper GIT surgery, orthopaedics, 
urology.

25 74 2.96 1

Minimal change to med-
icines anticipated

Ear nose and throat, gynaecology, 
obstetrics, neonates.

30 62 2.07

Longer Stay admissions Non-acute geriatric, geriatric 
evaluation and management, 

rehabilitation. 

30 86 2.87 1

Total 364 15.74 8

Total Hospital Clinical Pharmacists 8

Total Pharmacist to Bed Ratio in MidCentral 1:46

Centralised Operational 
Functions

Medicines procurement, 
dispensary, extemporaneous 

compounding [aseptic and non-
aseptic], medicines distribution 

and outpatient services, adequate 
technical support staff, education 

& training, and pharmacy 
management.

Includes our Chief 
Pharmacist. The 

requirements for running 
the Regional Cancer Service 
and the associated aseptic 

compounding is 3 FTE. 
Total requirements is 4 FTE.

4 4

Hospital to Community 
Pharmacist

Medicines reconciliation, complex medication reviews, 
medicine management, education, training and primary care 

prescriber relationships.

1 1

Total Core Services Pharmacists 5

Total Hospital Clinical Pharmacists 8

Total Pharmacists 13

Table 12: Pharmacist staffing levels for provision of pharmacy services in MidCentral 2018
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Locations

MidCentral DHB at a district level:

Currently within the region, there is a total of 32 pharmacies and one pharmacy depot. The depot provides 
limited dispensing services only to the residents of Woodville who would otherwise be required to travel to 
Palmerston North, Pahiatua or Dannevirke. The population ratio to pharmacy/depot in the MidCentral DHB 
Region is currently 1:5,433.

There is one pharmacy in Otaki, one in Foxton, one in Pahiatua, one in Dannevirke with the remaining 28 
pharmacies in Levin, Feilding and Palmerston North. Levin has five pharmacies and services approx. 27,295 
people of the Horowhenua population. Feilding has three pharmacies and services approx. 15,770 people of 
the Manawatū population – although it is likely that a greater proportion of the Manawatū population come 
into Feilding from its surrounding areas rather than going into Palmerston North or Levin. The remaining 
20 pharmacies are within the Palmerston North city boundaries and services approx. 88,700 people. The 
population ratio can be found in Table 13. 

Pharmacy

Legend

See Palmerston North Expanded
See Feilding Expanded
See Levin Expanded
Pharmacy Depot

Dannevirke

Feilding Woodville
Palmerston North

Foxton Pahiatua

Levin

Otaki
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According to the International Pharmaceutical Federation, the global median ratio is one pharmacy to 
every 4,182 people (ranging from 1 to 1765 in Armenia to 1 to 130,385 in Ethiopia). In 2016, the New Zealand 
average was 1 to 4,486; however, the recommend ratio is 1 to 5,000 ‘inhabitants’ based on OECD data29.  

Towns Expanded

All five pharmacies are within a 1.4km of another pharmacy; four within 200metres.

Pharmacy Location Population Ratio (1 per : X)

Otaki 10,143

Levin 5,459

Foxton 5,205

Palmerston North 4,435

Feilding 5,256

Woodville 1,401

Pahiatua 5,436

Dannevirke 11,013

Table 13: Ward Locations and Population ratio per pharmacy - MidCentral DHB Region 2018

Levin

29 Based on OECD data with 1.99 pharmacies per 10,000 inhabitants. Source: https://tas.health.nz/assets/Publications/Pharmacy-Documents/Pharmaceutical-Margins/
grant-thornton/GTNZ-R-TAS-True-Costs-of-the-Pharmaceutical-Supply-Chain-v03.3-dated-17.11.2016.pdf

Legend

Pharmacy
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Two pharmacies are within 100 metres of each other. 

The majority (12) of central city pharmacies are within 1km of each other. 

Feilding

Palmerston North
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Deprivation Overlay – Locations

Palmerston North

Tararua 

Otaki 

Manawatū 

Legend

Pharmacy
Pharmacy
Depot

Horowhenua
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Future of Pharmacy in MidCentral

Community Pharmacy

Given the population increases per area outlined previously in Table 1, potential changes to the number 
of community pharmacies and location is modelled in Table 14 below. This modelling is based on the 1 
pharmacy to 5,000 population ratio and the timeframes based on current population increases30. 

Table 14 evidences that the existing number of pharmacies that we have in Levin, Foxton, Palmerston 
North, Feilding, Pahiatua and Woodville are sufficient given the current population levels within those 
wards. Palmerston North, based on current levels, has an over service to the level of approximately 
three pharmacies. Both Otaki and Dannevirke could potentially sustain an additional pharmacy which is 
indicative in the MidCentral DHB Region ratio of 1:5,433. 

The deprivation overlays indicate that there is an area of high deprivation that has no pharmaceutical 
services within 20kms:

• Himitangi Beach.

Ashhurst, Rongotea, Shannon and Sanson were identified in the locality planning meetings as areas where 
people identified a lack of pharmaceutical services. Ashhurst is within 11km of Palmerston North and a 
Palmerston North Pharmacy does daily deliveries to the local convenience store. Rongotea is a small rural 
village located 20km from Palmerston North, and the population is serviced via daily deliveries from a 
Palmerston North Pharmacy. Shannon has a delivery service from Foxton. Eketahuna has pharmacutical 
services provided to them by the Paihiatua pharmacy. Sanson has a pharmacy within 5kms (located in 
Bulls); however, this across DHB boundaries. Considerations for what types of services can be provided, and 
the promotion of existing services in these areas of concern should be investigated further. 

Table 14: Ward Locations and estimated timeframes for a new pharmacy based on population increase

Pharmacy Location Population Ratio Number of  
Pharmacies  

(current)

Population change 
2017/2018

Estimated timeframes 
till new pharmacy 

(years)
Otaki 10,148 1 764 Under Serviced

Levin 5,459 5 400 12

Foxton 5,205 1 200 24

Palmerston North 4,365 20 1,400 8 – over Serviced

Feilding 5,256 3 400 10

Woodville 1,401 Depot 50 72

Pahiatua 5,436 1 100 46

Dannevirke 11,013 1 150 Under Serviced

30 Based on OECD data with 1.99 pharmacies per 10,000 inhabitants. Source: https://tas.health.nz/assets/Publications/Pharmacy-Documents/Pharmaceutical-Margins/
grant-thornton/GTNZ-R-TAS-True-Costs-of-the-Pharmaceutical-Supply-Chain-v03.3-dated-17.11.2016.pdf
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Local services are to be developed or reviewed in conjunction with the MidCentral Community Pharmacy 
Group (MCPG), community pharmacies, consumer representation, MDHB clusters, Hospital pharmacists, 
PCSPs, and the Central PHO. These include:

• Investigation into dispensing Oral Contraceptives as part of an extension to the existing Emergency 
Contraceptive Pill (ECP) programme. This will provide oral contraceptives to women who are eligible 
and have been dispensed three or more ECPs. Reporting metrics were changed as of 1 November 2018 
to ascertain the unmet need in the community. 

• Investigation into programmes for children and youth. With the implementation of the Rotovirus 
immunisation programme in infancy, the number of paediatric presentations at GP’s and the Emergency 
Department has remained stable31. As a result, the number of people presenting to Community 
Pharmacies for access to the Paediatric Gastroenteritis Oral Rehydration programme has significantly 
reduced. A review is underway about the funding for this programme and whether it should be realigned 
to another service to address inequities in our youth. 

• Review into the effectiveness of the smoking cessation (smoking brief advice) programme. 
Conversations are being conducted with other DHBs to ascertain if the continuation of the programme 
is cost effective and addressing inequities. Reporting metrics indicate a significant drop in the ‘take up’ 
of the programme, and in conjunction with MOH32 data which shows significant decreases in overall 
smoking levels nationally, a different approach to targeting smokers maybe required.

• A review of the Long Term Conditions provisions under the ICPSA agreement will be conducted locally. 
This programme of work will be initiated once the LTC work programme mapping in the Primary, Public 
and Community and Central PHO has been completed.  This service will map the LTC definitions across 
the DHB and focus on targeting inequities. 

31 MidCentral DHB Patient Administration System data and Public Health Gastroenteritis formal notification data (2018). 
32 https://www.health.govt.nz/publication/tier-1-statistics-2017-18-new-zealand-health-survey 
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Primary Care Support Pharmacists

Future Primary Care Support Pharmacists’ (PCSP) service requirements are large and complex. 
The healthcare system consists of various parts (e.g. hospital, GP practice, pharmacy, etc.) that are 
interconnected to fulfil the purpose of maintaining and creating better health outcomes. The Population 
Health Pharmacist (PHP) is a role developed in MDHB and works to identify trends and focus areas at a 
population level, ensure strategic alignment, engage health clusters and system-level stakeholders, and 
lead the PCSPs team. 

PCSPs’ service is seen as a complex and adaptive service. Using an innovative and adaptive approach to 
patient engagement, the PCSPs will have the freedom and ability to respond to emerging challenges in a 
strategically aligned manner. 

Through collaboration and strategic alignment with MidCentral Pharmacy Programme Board, the 
Clinical Governance Group, and the Health Quality and Safety Commission NZ (HQSC), the PHP will 
create conditions that allow the PCSPs’ service to evolve and grow overtime. By providing simple service 
specifications, setting a vision that aligns with the Pharmacy in MidCentral Strategy and creating a space 
for natural innovation to emerge will enable the PCSPs to integrate fully into the Primary Care Teams. 
The PCSPs future requirement will set service boundaries for which the PSCPs can deliver best practice 
healthcare in an evolutionary fashion through:

1. General direction pointing, e.g. MidCentral DHB and Pharmacy Strategy 

2. Prohibitions, e.g. medicines dispensing and

3. Resource or permission providing e.g. holistic patient centred care. 

The PCSPs clinical interventional areas and future requirements include:

• Develop a smart and innovative reporting system.  

• Prove the PCSP concept and expand to cover more GP practices

• Develop a strategy to grow the PCSP team.

• Support pharmacists and the wider professional role expansion.

• Support expanding pharmacists prescribing rights whether in the community or as designated 
prescribers. 
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Table 14: Ward Locations and estimated timeframes for a new pharmacy based on population increase

Hospital Pharmacy

Clinical pharmacists employed in future would strengthen the clinical services offered by the Hospital 
pharmacy team with an emphasis on clinical services that would reduce medication related harm and 
improving patient understanding of their medicines34. The clinical services that have been shown to reduce 
mortality are:

• Medicines History taking;

• Attendance of ward rounds;

• Medicines education for patients (one on one counselling) at the point of discharge, smoothing the 
transition from hospital to community medicines management;

• Adverse drug reaction management;

• Medicine guideline for management; and

• Medicines information at the point of patient care.

In addition, the Hospital Pharmacy, is investigating compounding medicines that would provide better 
services to our patients and makes best use of our medicine resources. This would include making fortified 
antibiotic and other “special formulation” eye drops and intravitereal injections immediately available to 
the ophthalmology team. 

The Hospital Pharmacy team will be investigating work flow options to maximise the use of Pharmacy 
Accuracy Checking Technicians (PACTs) so that pharmacists are released to undertake clinical tasks, and to 
maintain excellence in dispensing services.

Hospital pharmacists have been and are continuing to undertake post graduate clinical study. This 
will enhance the contribution to clinical pharmacy services as well as provide opportunities for the 
development of pharmacist prescriber roles. One such role is under development and will be established 
during 2019. The prescribing pharmacist role will be for the those patients in the emergency department.

The Standards of Practice for Clinical Pharmacy Services33  identifies safe and efficient staffing levels to 
operate a hospital pharmacy service. Investigating information presented in Table 11 previously, indicates 
that in order to align to the recommendations, MidCentral DHB would need to increase the number of 
Pharmacists employed by approximately eight full time equivalents. This is presented in table 15 below:

33 Society of Hospital Pharmacists of Australia. Standards of Practice for Clinical Pharmacy Services. Chapter 9: Staffing levels and structure for the provision of clinical 
pharmacy services. Journal of Pharmacy Practice and Research Volume 43, No. 2 (suppl), 2013.
34 Bond et al. (2006). Pharmacotherapy, 26(6): 735-747

Table 15: Hospital Pharmacist workforce requirements

Total Actual Beds Recommended FTE pharmacists 
based on bed numbers

Actual FTE pharmacist

364 15.74 8

Total Hospital Pharmacists FTE increase to meet recommendations 7.74
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