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1. INTRODUCTION  

The respiratory system is susceptible to a wide range of diseases and disorders.  Some 

are acute, such as viral or bacterial infections; while others are chronic, for example, 

asthma, chronic obstructive pulmonary disease, cystic fibrosis, and cancer. 

 

MidCentral District Health Board’s Primary Health Care Strategy identifies respiratory 

illness as one of six high priority health areas to be addressed in order to improve 

MidCentral District’s health status.  Respiratory illness has been chosen because of its 

relatively poor record and because of its potential for improvement. 

 

MidCentral District Health Board (MidCentral) is responsible for the development and 

implementation of a coordinated, district wide plan for the management of respiratory 

illness.  This document is a strategic plan for services over the next three years.  It has 

been compiled collaboratively with primary and secondary care providers and 

community stakeholders. 

 

 

1.1 Why Does MidCentral Need a Respiratory Service 
Plan?  

According to the WHO World Health Report 2000, the top five respiratory diseases 

account for 17.4% of all deaths and 13.3% of all Disability Adjusted Life Years (DALYs).  

Lower respiratory tract infections, chronic obstructive pulmonary disease (COPD), 

tuberculosis and lung cancer are each among the leading 10 causes of death worldwide1.  

In New Zealand, respiratory illnesses such as asthma are amongst the most common 

chronic diseases in children. 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

                                                        
1 World Health Organization (2002) WHO Strategy for Prevention and Control of Chronic Respiratory Diseases pg 4 

 

• Currently in NZ, 1 in every 200 deaths is due to asthma 

• Lung cancer is the leading cause of cancer death for both men and women worldwide 

• MidCentral District’s lung cancer incidence is 135 cases per 100 000 population 
compared with the national rate of 119 per 100 000 (1998-2000) 

• Chronic obstructive pulmonary disease is the fourth leading cause of death after 
cancer, ischaemic heart disease and stroke in NZ 

• Pneumonia is more common in New Zealand than in any other developed country and 

currently childhood pneumonia costs the country almost $7m a year in direct medical 

costs 

• Tuberculosis is the world’s leading infectious disease, infecting 1 in 3 of the world’s 

population.  Each year in NZ there are about 400 cases of the disease (with about 10-
15 deaths each year.) 

 

SOURCE:  Alliance for Lung Cancer  Advocacy, Support and Education  
http://www.alcase.org/about_us/global_awareness.html 
Child Research Foundation on Childhood Pneumonia–Deadly Costly Disease 
www.curekids.org.nz/Story?Action=View&Story_id=1132 
World Health Organization Tuberculosis http://www.who.int/mediacentre/factsheets/fs104/en/ 
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1.2 Purpose of the Respiratory Service Plan 

The overall purpose of the Respiratory Service Plan is to: 

 

• Reduce the incidence and impact of respiratory illness 

• Improve the quality of life for people with respiratory illness and their 

family/whanau 

• Reduce inequalities in respiratory health outcomes through better access to 

services and improved service delivery 

• Improve the respiratory health status of Maori and Pacific peoples 

• Improve the respiratory health status of children. 

 

Figure 1 shows the pathway to our vision for respiratory services. 

 

Figure 1: The Pathway to Our Vision 
 

 
 

 

1.3 Vision for the Future 

This service plan strives to offer people in MidCentral District the best possible health 

and independence.  By taking a life course approach, which considers health and non 

health influences throughout the lifespan, the vision is to:  

 

“Maintain and improve the respiratory health of MidCentral District’s population by 

enabling people and their family/whanau to have the skills, confidence and support to 

stay well throughout their life.” 

 

Support offered to people will help them to take responsibility for their own respiratory 

health. 

 

For non preventable illnesses such as Cystic Fibrosis, this service plan strives to offer 

people the best possible quality of life. 
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1.4 Objectives         

The objectives of the respiratory service plan, based on the continuum of care, are: 

 

1 Raise awareness and reduce the incidence of respiratory disease through 

disease prevention and health promotion strategies 

2 Ensure early detection and intervention to reduce the impact of respiratory 

illness on wellbeing 

3 Manage respiratory illness through effective support, treatment, 

rehabilitation and palliative care to improve the quality of life for people 

with respiratory illness and their family/whanau 

4 Improve respiratory services through a responsive workforce 

5 Improve the quality of respiratory services through planning, innovation 

and quality assurance. 

 

 

1.5 Principles        

• Issues for Maori will be addressed within the framework of the Treaty of 

Waitangi 

• Inequalities among different population groups will be reduced 

• Cultural diversity will be recognised and respected 

• All services will be sustainable 

• There will be informed decision making–every person is unique and requires 

options and quality information to enable him/her choose what best suits 

him/her  

• A well resourced, multi disciplinary approach will be taken to achieve excellence 

in transition practices 

• The care provided to people with respiratory illness will be organised, and 

coordinated across providers and the continuum of care 

• Service options will be consistent in terms of quality and best practice; advice 

and support provided by services will also be consistent  

• Respiratory services will be accessible and affordable 

• There will be a commitment to upskilling staff 

• Current services that are working well will be supported and strengthened 

• There will be a commitment to working intersectorally. 
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2. THE PLANNING FRAMEWORK–STRATEGIES 

2.1 Government Strategies 

The key government strategies which provide the strategic context for this respiratory 

service plan are: 
 

• The New Zealand Health Strategy (December 2000) 

• The Primary Health Care Strategy (February 2001) 

• Youth Health Strategy (September 2002) 

• The New Zealand Disability Strategy (April 2001) 

• Health of Older People Strategy (April 2002) 

• The Pacific Health and Disability Action Plan (February 2002) 

• He Korowai Oranga–Maori Health Strategy (November 2002) 

• The Palliative Care Strategy (2001) 

• Cancer Control Strategy (2003). 
 

 

2.2 MidCentral’s Planning Framework 

Figure 2 shows the respiratory service planning framework.  This framework has been 

developed by considering national and international literature, and building on the 

principles of MidCentral’s Primary Health Care Strategy.  It involved focused 

consultation with people in the health profession and the community2. 
 

Figure 2:  Respiratory Service Plan Framework 
 

 
                                                        
2
 Adapted from: Ministry of Health Healthy Eating–Healthy Action, Oranga Kai–Oranga Pumau: A Strategic Framework 

pg 15 
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Table 1 illustrates the main linkages between respiratory illness and other priority 

health areas in the New Zealand Health Strategy and MidCentral’s Primary Health Care 

Strategy. 

 

Table 1: Main Linkages Between Respiratory Illness and Other Priority Health 
Areas 

 

Objective Details 

Reduce smoking 

Almost 90% of lung cancer is caused by smoking, which 
makes it one of the most preventable cancers.  Almost 99% 
of chronic obstructive pulmonary disease (COPD) is caused 
by smoking regardless of whether a patient continues to 
smoke or stop smoking, the burden of disease continues.  
The significant burden of disease associated with this 
population group, is dependent on the person’s ability to self 
manage. 

Improve child health  
Asthma is one of the most common chronic diseases in 
children and is a major cause of healthcare utilisation among 
children3. 

Reduce obesity 

The risks of suffering from sleep apnoea are greatly 
increased in the obese population4. 

Reduce the incidence 
of cancer 

In New Zealand, lung cancer is the third most common 
cancer in men and the fourth most common in women5. 

Improve oral health 

Recent studies suggest an association between dental 
plaque, poor oral health and lung diseases6 

Increase the level of 
physical activity 

Studies have shown that lifestyle change, specifically 
decreased physical activity, is a contributor to the increase in 
asthma prevalence and severity. 7 

Reduce the incidence 
of cardiovascular 
disease 

Obstructive sleep apnoea appears to be associated with 
coronary heart disease, heart failure, and cardiac 
arrhythmias8. 

Manage depression 

� Depression is a common problem in patients with 
obstructive sleep apnoea9. 

�  Asthma in adolescence and young adulthood has also 
been linked with an increased likelihood of major 
depression10.  

� There is a high incidence of anxiety and depression 
amongst those patients with chronic lung disease thus 
affecting self efficacy. 

                                                        
3
 Poulos et al (March 2005) The Burden of Asthma in Children: An Australian Perspective Paediatr Respir Rev. 2005 

Mar;6(1):20-7 
4 World Health Organization (June 2003) 132nd Session of the Executive Committee Washington, D.C., USA, pg 11 
5 Cancer Society of New Zealand Lung Cancer 

http://www.cancersoc.org.nz/index.php?url=/html/early/cs_early_02_types.php 
6 World Health Organization WHO Oral Health Country/Area Profile Programme (CAPP) Systemic and Oral Health 

Respiratory Diseases and Periodontal Diseases http://www.whocollab.od.mah.se/expl/systemic.html 
7 Lucas SR, Platts-Mills TA (May 2005) Physical Activity and Exercise in Asthma: Relevance to Etiology and Treatment 

Allergy Clin Immunol. 2005 May;115(5):928-34 
8 Victor, Lyle D (Nov 15, 1999) Obstructive Sleep Apnoea American Family Physician Journal Vol 60 (8). 
9 Wells  et al (2004) Depression Predicts Self-Reported Sleep Quality in Patients with Obstructive Sleep Apnoea 

Psychosom Med. Sep-Oct 2004;66(5):692-7 
10 Goodwin et al (Nov 2004) Asthma and Depressive and Anxiety Disorders Among Young Persons in the Community 

Psychol Med. Nov 2004;34(8):1465-74 
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2.2.1 Chronic Disease Management 

A global health needs assessment completed during 2001 indicated that disease 

(morbidity) and death (mortality) rates for people living within MidCentral District’s 

boundaries need to be addressed within the primary health care sector11.  Such issues 

are goals of MidCentral’s Primary Health Care Strategy.  

 

The goals of the Primary Health Care Strategy have six objectives: 
 

1 Access–People will have ease of access to health care services throughout the 

District 

2 Community participation–The community will actively contribute to shaping 

primary health care services 

3 Coordination of services–There will be seamless follow-through of services 

for all people 

4 Infrastructure development–Primary health care services are supported by 

planned infrastructure development  

5 Integration between primary and secondary care–People receive care that is 

not interrupted between primary and secondary care events 

6 Quality–People can expect the best possible quality when receiving primary 

health care services. 

 

 

2.3 Maori Health        

The need to address health inequalities among Maori has been emphasised in strategic 

health policy documents including The New Zealand Health Strategy (2000), The New 

Zealand Public Health and Disability Act 2000 and He Korowai Oranga–Maori Health 

Strategy (2002). 

 

He Korowai Oranga–Maori Health Strategy (2002) recognises that there must be a 

partnership between Maori and health and disability organisations if aspirations for 

Maori health and desired whanau outcomes are to be realised. 

 

It is essential that the principles of the Treaty of Waitangi are followed: 

 

Partnership 
Working together with iwi, hapu, whanau/family and Maori 

communities. 

Participation 
Involving Maori at all levels including planning, development 

and the delivery of health care programmes and services. 

Protection 
Striving for equal levels of health as non Maori and caring for 

the cultural concepts and values of Maori. 

  
 

 

                                                        
11

 MidCentral DHB (2004) Primary Health Care Strategy pg 35 
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The Maori world view places greater emphasis on the group dynamic as opposed to the 

individual.  In keeping with this belief the Maori view of health is that personal 

wellbeing is based upon a balance of spiritual, whanau, mental and physical wellbeing.   

 

This is encapsulated in the Whare Tapa Wha model (Table 2), a concept recognised by 

the World Health Organization. 

 

Table 2: The Whare Tapa Wha Model12 

 

 

 

Te Whare Tapa Wha likens the four dimensions of health (taha wairua, taha hinengaro, 

taha tinana, taha whanau) to the walls of a house.  Symmetry of these four dimensions 

gives strength and balance to a person in much the same way that walls contribute to a 

house. 

 

This concept, together with upholding the principles of the Treaty of Waitangi–ie, 

partnership, participation and active protection–needs to be carefully considered when 

developing and implementing strategies to address respiratory health in the Maori 

population.    

 

 

2.4 The Pacific Concept of Health 

The Pacific Health and Disability Action Plan (2002) sets out a strategic direction and 

actions for improving health outcomes for Pacific peoples and reducing inequalities 

between Pacific and non Pacific peoples.  The vision, principles and priorities of the 

plan form the basis of Pacific health and disability support policy and services. 

 

MidCentral’s Respiratory Service Plan is consistent with the six priority areas identified 

in the Pacific Health and Disability Action Plan. 

 

For Pacific peoples, health is a holistic concept which encompasses spiritual, emotional, 

mental, physical and social wellbeing.  The emphasis is on total wellbeing of the  

 

                                                        
12 Durie, M. (1994) Whaiora:  Maori Health Development.  Auckland, Oxford Press 

 Taha Wairua Taha Hinengaro Taha Tinana Taha Whanau 

 
Focus 

 

Spiritual 
 
Mental 

 
Physical 

 
Extended 
 

Key Aspects 
 

The capacity for 
faith and wider 
communion 

The capacity to 
communicate, to 
think, and to feel 

The capacity  for 
physical growth 
and development 

The capacity to 
belong, to care, 
and to share 

 
Themes Health is related to 

unseen and  
unspoken energies 

Mind and body are 
inseparable 

Good physical 
health is necessary 
for optimal 
development 

Individuals are part 
of wider  
social systems 
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individual within the context of the family.  The family includes both the nuclear family 

and the extended family13. 

 

 

2.5 MidCentral’s Respiratory Model of Care Across the 
Health Continuum 

Following the continuum of care framework, the vision for MidCentral’s respiratory 

services sees the person with respiratory illness on a collaborative journey from 

diagnosis to treatment across the lifespan.  As Figure 3 illustrates, primary and 

secondary health professionals will work together in a coordinated and unified way to 

deliver the best possible programmes across the health continuum. 

 

Figure 3: MidCentral’s Respiratory Model of Care Across the Health Continuum 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                        
13

 Ministry of Health (2003) Healthy Eating–Healthy Action, Oranga Kai–Oranga Pumau:  A Background pg 61 

 

Palliative 
Care 
 

 

 

Long-
term 

Care 

 

 

 

 

Prevention and 
early detection 

Pharmacies 
Behavioural 
Healthcare 

Emergency 
Care 

GP and 
Specialist 
Services 

Specialist 
Health care 
professionals  

Rehabilitation 

Homecare 

 

PHOs - Tararua, Otaki, 
Horowhenua & Manawatu 

 

General practice teams, 
pharmacy, Maori providers, 
disease state management 

nurses, residential care, 
community groups, 
community workers, 

palliative care and hospice 
services 

 

Health Professionals  

 

 

Family and 
Community 
services 

Keeping Healthy – Improving Health – Maintaining Health – Restoring Health – Maximising Wellbeing 

Nursing 

 

 

Multi-disciplinary 
Respiratory Specialist 

Team 
Medical, nursing, 

psychologist, psychosocial 
services, physiotherapist, 
technicians, and dietetics,  

� 

Person with 
respiratory 
illness and 

their 
whanau/ 
family 

CRITICAL SUCCESS FACTORS 
•  A skilled and experienced workforce  •  Health and wellness plans across the health continuum 

•  Shared information  •  Shared policy, procedure and guidelines                 
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Achieving the vision of the Respiratory Service Plan requires the attainment of four 

critical success factors. 

1. Health and wellness plans across the continuum 

Individuals should be able to plan their own treatment and management 

requirements in conjunction with health professionals who provide them with 

information tailored for optimum support.  People need to review their clinical 

status and plan the year ahead.  Health and wellness plans are a comprehensive 

assessment of each person’s health condition and needs.  These health and 

wellness plans should be easy for the person with respiratory illness to 

understand, so people are able to set themselves targets and learn how to 

achieve them. 

 

People with respiratory illness and their family/whanau need a range of choices.  

They need advice and support from health professionals who are engaged in 

multi disciplinary, multi agency approaches, including the involvement of 

iwi/Maori providers.  Strengthening of clinical alliances improves coordination 

and collaboration across services and has the ability to reduce respiratory 

complications in the future. 

2. Shared Information  

Enhancing communication and collaboration across the health care continuum 

is necessary to give enhanced understanding of respiratory disease and optimise 

management strategies.  Sharing information helps to standardise practice and 

assist in the best possible health care being delivered across the continuum.   

3. Shared policy, procedure and guidelines 

Shared policy, procedure and guidelines across the District are necessary to 

provide optimum care.  Evidence based best practice guidelines should be used 

to help health care practitioners and consumers make decisions about health 

care needs.  Clinical workers should participate in the planning of services 

including the involvement of Maori health providers and they should engage in 

multi disciplinary, multi agency approaches to screening and reviews. 

 

A positive example of coordination is the Primary Health Care Nursing 

Professional Framework.  The nursing framework is a conceptualised, tiered 

approach to nursing expertise and requires teamwork at every level.  Such 

teamwork has enabled the nursing workforce to be self training, encouraging 

expertise to be filtered downwards.        

4. A skilled and experienced workforce 

It is important to have a skilled and experienced workforce, including 

appropriate resourcing numbers and expertise.  People with respiratory illness 

and their family/whanau also need regular opportunities to seek support and 

ongoing knowledge and information which support improving self efficacy and 

self management. 
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3. DEMOGRAPHIC PROFILE FOR MIDCENTRAL DISTRICT 

3.1 Geography 

Territorial Local Authorities (TLAs) are local 

council areas.  In MidCentral District there are 

five TLAs:  Manawatu, Palmerston North, 

Tararua, Horowhenua and part of the Kapiti 

Coast.  In the Kapiti Coast TLA, the Census Area 

units (CAUs) included within MidCentral District 

are Otaki, Otaki Forks and Te Horo.  These CAUs 

make up 20 % of the population of Kapiti Coast 

TLA. 

 

While public transport is generally available in 

Palmerston North City and Feilding, public 

transport in the more rural areas is less available 

making it difficult to use public transport to 

access health services14.  MidCentral District has 

a significant rural population; 28% of the 

population live outside a major urban or 

secondary urban area.  

 

 

3.2 Population 

      Figure 4: MidCentral District–Ethnicity 
       Breakdown 

 

MidCentral District’s population of 

approximately 163 00015 comprises 

15.3% Maori, 2.0% Pacific peoples, 

3.5% Asian, and 79.3% other 

ethnicities including European16 

(Figure 4).  The population is evenly 

distributed across gender:  males 49% 

and females 51%17. 

 

                                                        
14

 MidCentral District Health Board (2001) An Assessment of Health Needs in the MidCentral District Health Board 

Region 
15 District Health Board 2005/06 Population Projections (as at 30/6/2004) 
16 2001 Census 
17 MidCentral District Health Board (2001) An Assessment of Health Needs in the MidCentral District Health Board 

Region pg 8 

Other 

Ethnicities

79.3%

Asian 

Peoples

3.5%

Pacific 

Peoples

2.0%
Maori

15.3%

 

 



 

 11 

Table 3 shows a breakdown of MidCentral District’s population by TLA and ethnicity. 
 

Table 3: MidCentral District Population Breakdown by TLA and Ethnicity 
(2001)18 

 

European Maori Pacific Asian  Total 
Num % Num % Num % Num % 

Manawatu 27 510 24 576 89.3 3 369 12.2 366 1.3 267 1.0 

Palmerston 
North 

72 036 59 316 82.3 9 426 13.1 2 172 3.0 4 332 6.0 

Horowhenua 29 820 24 549 82.3 5 793 19.4 918 3.1 663 2.2 

Tararua 17 859 15 369 86.1 3 159 17.7 204 1.1 174 1.0 

Kapiti Coast 
(part) 

7 758 5 934 76.5 1 875 24.2 216 2.8 273 3.5 

MidCentral 
District 

154 983 117 468 75.8 23 625 15.2 3 039 2.0 5 352 3.5 

Note: For TLA figures, multiple responses for a single person are allowed.  For the DHB figures, the 

Ministry of Health hierarchy of ethnicities is used to assign one ethnicity per person. 

Horowhenua District 

The Horowhenua TLA has the second largest population grouping at 19% of MidCentral 

District (29 820 people), with the highest proportion of Maori at 19.4%, and is the most 

socioeconomically deprived of the five TLAs.   

Kapiti Coast District 

The smallest population cluster in MidCentral District resides within the Kapiti Coast 

CAUs (7 758 people).  This group makes up 5% of the District’s population, and 

comprises a large aged population reflective of retirees settling on the Coast. 

Manawatu District 

The Manawatu TLA makes up 18% of MidCentral District’s population (27 510 people).  

It has low socioeconomic deprivation, and has, proportionally, a lower Maori 

population at 12.2%. 

Palmerston North City 

Forty six percent of MidCentral District’s population resides in the Palmerston North 

TLA (72 036 people).  

Tararua District 

The Tararua TLA makes up 12% of MidCentral District’s population (17 859 people), 

and has proportionately, the second highest number of Maori within its population at 

17.7%.  It has some high socioeconomic deprivation but overall tends towards moderate 

to low deprivation19. 

 

                                                        
18 Sex by Ethnic Group (Grouped Total Responses) for the Census Usually Resident Population Count 2001 
19 MidCentral District Health Board (2004) Cancer Services Plan Discussion Document pg 10 
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3.3 Age Structure 

MidCentral District’s population age distribution is similar to that of New Zealand and 

the World Health Organization World Population (WHOWP), but with notable 

features.  Figure 5 shows MidCentral District’s age population distribution and reveals 

two peaks in the 10-14 years and the 35-39 years age groups.  These two peaks arise 

from a gap in the 20-35 year age group.  This grouping at 27% of the total population is 

4% lower than the WHOWP.   

 

Figure 5: MidCentral District General Population Distribution by Age (2001)20 
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      Figure 6: Age Structure by Ethnicity  
       MidCentral District (2001) 

 

Maori continue to have a 

younger population structure 

than non Maori, due to a higher 

birth rate and lower life 

expectancy (Figure 6).  The 

difference in life expectancy 

between Maori and non Maori is 

improving.  However, it will take 

time for the population structure 

to show these changes. 
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Figure 7:  Maori Age Structure by Gender 
MidCentral District, 2001 

 

The Maori population age 

structure (Figure 7) shows 

steadily declining population 

numbers as the population ages, 

whereas the European population 

age structure  (Figure 8) shows 

relatively stable population 

numbers until the age of 

approximately 60, when numbers 

start to decline21. 
 

 
Figure 8:  European Age Structure by Gender 

MidCentral District, 2001 
 

 

 

 

 

 

 

 

 

 

 

 

Figure 9:  MidCentral District Age Band Comparison 
of Projected Populations 2001 [Base], 2006, 201122 

Figure 9 shows MidCentral 

District’s projected 

populations for 2006 and 

2011 (2001 base).  As the 

graph illustrates, clearly 

younger age groups are 

diminishing and older age 

groups are increasing. 

 

The District’s population is 

predicted to experience 

negligible growth.  Statistics 

NZ forecasts that MidCentral District will grow at a rate of 0.5% per annum, slowing to 

0.23% per annum from 2007 to 2026.  

                                                        
21

 MidCentral DHB (2003) General Health Needs Assessment Update 2003/2004 
22 Source: Statistics NZ Population Projections 2001-2026 
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3.4 Deprivation 

Socioeconomic factors are important environmental determinants of disease 

prevalence and severity and may also affect health outcomes by influencing access to 

appropriate health care.  The deprivation index of a geographical area (10 = most 

deprived, 1 = least deprived) is an important indicator of health needs.  Figure 10 shows 

that overall MidCentral District presents a slightly more deprived picture compared to 

the national average. 

 

Figure 10:  MidCentral District Deprivation Profile (2001) 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 11 is a breakdown of MidCentral District’s deprivation by TLA area. 

 
Figure 11: MidCentral District Deprivation Distribution (2001)23 
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 Technical Advisory Service (TAS) District Health Board, Territorial Authority & Ward Deprivation Profiles (2001) 
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3.5 Pacific Peoples 

The Pacific population is the largest immigrant minority and it is one of the fastest 

growing ethnic minority communities in New Zealand.  Although MidCentral District’s  

Pacific peoples’ population is small and relatively stable (2% of MidCentral District 

2001 population), their morbidity and mortality rates are higher than average for the 

District.  Table 4, below, lists some key features of Pacific populations nationwide. 
 

Table 4: Pacific Peoples–Society Issues (National Statistics)24 25 
 

Pacific Peoples 

T
h
e
 

P
e
o
p
le
 

• Samoan, Cook Island, Tongan, Niuean, Fijian, Tokelauan. 

• 58% New Zealand born. 

• 89% speak English. 

• 2% of MidCentral District’s population (approx 3 000 people). 

P
a
c
if
ic
 

C
h
il
d
re
n
 • There are approx 61 000 Pacific children under 15 years in NZ. 

• 53% of children live in houses with six or more people. 

• 34% live in households shared by relatives. 

• An average of three dependant children are in two parent families. 

• 62% of Pacific children aged between 5-14 years are obese. 

P
a
c
if
ic
 

W
o
m
e
n
 • There are approx 64 000 Pacific women aged 15 and over in NZ. 

• 24% of Pacific women have given birth to four or more children. 

• 12% of Pacific women receive the Domestic Purposes Benefit. 

• 48% of Pacific women and 27% of Pacific men are obese (high risk factors for diabetes, coronary 
heart disease, high blood pressure and some cancers). 

H
o
u
s
in
g
 

• 20% do not have access to a telephone compared to 7.7% of all of NZ. 

• 56% of Pacific peoples live in rental accommodation. 

• 32.8% own their own home or are rent free (All ethnicities in NZ 67.5%). 

W
o
rk
 a
n
d
 

E
d
u
c
a
ti
o
n
 • Pacific youth aged between 15 and 19 experience higher unemployment rates (33%) than other 

ethnicities. 

• Overall unemployment rate 17%. 

• Most common occupations are service workers and plant and machine operators. 

• 33% of Pacific peoples have a school qualification. 

• 19% have a tertiary qualification. 

In
c
o
m
e
 

• Average income for all Pacific peoples 15 years and over is $12 400. 

• Average household income is $30 000. 

• 32% of Pacific peoples main source of income was a government benefit. 

• Only 50% of Pacific peoples eligible for a community services card actually hold one. 

H
e
a
lt
h
 

Is
s
u
e
s
 

• Women have higher death rates than non Pacific women from asthma. 

• The rate of asthma doubles in communities that emigrate from the Pacific Islands to NZ. 

• Low uptake of screening services. 

• One in three Pacific adults smoke26. 

• The hospitalisation rates for Pacific children with pneumonia are higher than those of other ethnic 
groups. 

 

By the year 2031, it is estimated that the Pacific peoples population will have grown by 
114% and constitute 7.2% of the total New Zealand population27. 
                                                        
24

 Dr Karen Poutasi (2001) Pacific Vision International Conference–Society Issues 

www.minpac.govt.nz/resources/reference/pvdocs/society/poutasi.php 
25 Ministry of Health (2002) The Pacific Health and Disability Action Plan pg 3 
26 Pacific Peoples Tobacco Control Action Plan (2004) pg 6 
27 Ministry of Health Pacific Islands Health Information pg 7 
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3.6 Asian Peoples 

MidCentral District’s Asian population accounts for 3.4%, of the District’s total 

population.  There are currently no data available on Asian peoples in MidCentral 

District, however an Asian Public Health Project Report (February 2003) conducted in 

Auckland identified various health and societal issues.  A key issue for new Asian 

immigrants is English language proficiency.  English language proficiency impacts on 

access to health care and the determinants of health, especially employment and 

income prospects.  Table 5 illustrates the health and social status of Asian peoples. 
 

Table 5: Asian Peoples–Society Issues (National Statistics–2001 Census)28 
 

Asian Peoples 

T
h
e
 P
e
o
p
le
 • Chinese, Indian, Korean, Filipino, Thai, Japanese, Sri Lankan, Cambodian, Vietnamese, Other Asian. 

• 3.4% of MidCentral District’s population (approx 5 300 people). 

• Net migration to New Zealand from Asian countries leads net migration figures with an average of 
over 15 000 people per year. 

• 65% of all Asian people live in the Auckland region (they are the second largest population group in 
the Auckland area making up 12.5% of the population). 

• Less than 5% of the Asian population is older than 65 years. 

L
a
n
g
u
a
g
e
 

• Of Asians who have been resident in NZ for less than 10 years, the percentage of people who cannot 
speak English or Maori is: 

 - 33% Cambodian and Vietnamese 
 - 47% of Cambodian women and 38% of Vietnamese women 
 - Between 22% and 28% of Chinese and Korean people  
 - 8% of Indian men and 14% of Indian women. 

H
o
u
s
in
g
 

• 5.6% do not have access to a telephone compared to 7.7% of all of New Zealanders. 

• 8.4% of Asian households are without a car (9.7% all ethnicities in NZ). 

• 58.6% own their own home or are rent free (67.5% all ethnicities in NZ). 

W
o
rk
 a
n
d
  
E
d
u
c
a
ti
o
n
 

• Overall unemployment rate 7.2% (4.8% all ethnicities in New Zealand). 

• The Asian ethnic group has the lowest percentage of people with no qualification (12.2%) compared 
with any other ethnic group (all groups 23.7%). 

• 30.5% have a tertiary education (all ethnicities 27.7%). 

• There is considerable variation in education across the Asian immigrant population: 
 - 30% of Indian men and 26% of Indian women have a university degree or higher 
 qualifications 
 - Chinese and Korean immigrants with tertiary qualifications range between 13% and 23% 
 - Between 0%-5% of Cambodian and Vietnamese recent immigrants have a university 
 qualification. 

In
c
o
m
e
 

• 17% of Asian peoples aged 15 and over had an income of $30 000 or more compared with 31.2% for 
the whole population. 

• 1.8% of Asian peoples receive the Domestic Purposes Benefit (all ethnicities 3.7%). 

H
e
a
lt
h
 

Is
s
u
e
s
 • Leading causes of death are similar to the whole population:  cancer (especially lung, large bowel 

and stomach) and ischaemic heart disease. 

• For refugee Asian peoples–a high incidence of infectious diseases (eg, Hepatitis B, HIV, malaria, 
STDs etc). 

 

                                                        
28

 Ministry of Health (February 2003) Asian Public Health Project Report:  Asian Public Health Needs for the Auckland 

Region pg 1-110 
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3.7 Maori 

The proportion of Maori living in MidCentral District is 15%, which is slightly higher 

than in the total New Zealand population (14%).  Table 6 demonstrates marked 

socioeconomic disadvantage, and greater health needs for Maori in New Zealand and 

MidCentral District.29 

 

Table 6: Maori–Society Issues (National and Regional Statistics)30 31 
 

Maori 

T
h
e
 

P
e
o
p
le
 • 15.2% of MidCentral District’s population. 

• At the time of the 1996 Census, 43% of Maori mothers were solo mothers. 

H
o
u
s
in
g
 

• Maori are far more likely than non Maori to live in the most deprived areas of New Zealand (56% of 
Maori live in areas with a deprivation index of 8 or more compared to 24% of non Maori). 

• In 1996, 50% of Maori compared to 72% of non Maori lived in owned homes. 

W
o
rk
 a
n
d
  
E
d
u
c
a
ti
o
n
 

• Maori are less likely than non Maori to stay on to be senior secondary school students. 

• Maori are less likely than non Maori to leave school with a qualification.  In 1999, 35% of Maori 
school leavers left school with no qualifications compared with 13% non Maori leaving with no 
qualifications. 

• 18% of Maori school leavers receive a seventh form qualification compared with 44% of non Maori 
school leavers. 

• The Maori unemployment rate is two to three times higher than the non Maori rate32.  

• In 1997 Maori represented 40% of those who had been registered as unemployed for more than two 
years. 

• Nearly one third (32%) of all Maori aged 15-19 years are unemployed. 

In
c
o
m
e
 

• Maori incomes in MidCentral District are lower than Maori incomes nationally, and are around 60% of 
non Maori incomes in the District.  

• Maori household incomes are on average $10 000 lower than non Maori household incomes 
nationally. 

H
e
a
lt
h
 I
s
s
u
e
s
 • The smoking rate for Maori women is two and a half times greater than the rate for non Maori 

women (53% compared to 20%). 

• Maori hospitalisation rates for chronic obstructive pulmonary disease (COPD) occur at earlier ages 
and the rate of admission increases more steeply with age than for non Maori. 

• Asthma hospital admissions are twice as common in Maori as non Maori. 

• The largest disparities between Maori and non Maori rates of hospitalisation for children are in 
respiratory conditions, nervous system conditions, injuries and poisonings.  For each of these 
conditions, Maori children are hospitalised at rates around twice the non Maori rates. 

• The death rate for respiratory conditions is 2.7 times that for non Maori children33 

 

                                                        
29

 MidCentral DHB (2001) An Assessment of Health Needs in the MidCentral District Health Board Region pg 12 
30 Te Puni Kokiri Ministry of Maori  (2000)  Tikanga Oranga Hauora  ISBN: 0 478 09190 7 
31 Te Puni Kokiri Ministry of Maori Development  (1998) Trends in Màori Employment, Income and Expenditure 

ISBN: 0 478 09129 X 
32 MidCentral District Health Board (2001) An Assessment of Health Needs in the MidCentral District Health Board 

Region pg 12-13 
33 Te Iho Auckland Regional Psychiatrist Training Programme Epidemiology and Sociology of Maori Health 

http://teiho.org/Default.aspx?instanceId=225 
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Table 7 shows the socioeconomic indicators by TLA in MidCentral District for Maori 

and the total population.  As the table illustrates, Maori in MidCentral District have 

greater socioeconomic disadvantage compared to the population as a whole. 

 

Table 7: Maori and Total Population Socioeconomic Indicators by TLA (2001)34 
 

 No Telephone 
(%) 

No Vehicle (%) Unemployment 
Rate (%) 

No 
Qualifications 

(%) 

 Maori Total Maori Total Maori Total Maori Total 

Manawatu 8.9 2.8 8.4 6.3 15.2 5.9 37.2 28.8 

Palmerston North 7.8 2.9 12.0 10.2 16.0 8.4 29.7 20.7 

Horowhenua  10.4 4.7 13.6 11.5 17.9 9.3 42.4 35.3 

Tararua 12.9 4.6 13.7 9.0 13.7 5.3 42.8 34.2 

Kapiti Coast (part) 10.4 4.7 13.0 10.2 NA NA 33.3 29.8 

MidCentral District 9.5 3.5 12.2 9.6 NA NA 35.8 26.8 

Qualifications: proportion of 15+ yrs population 

Unemployment rate: Proportion of persons unemployed divided by the total persons in the labour force 

Phone access & vehicle access: proportion of households 

NA= Not available 

  
 

3.8 Smoking Prevalence 

Tobacco use is a major cause of premature death and diseases such as lung cancer and 

chronic lung disease.  Around 4 500 people in New Zealand die prematurely from 

smoking each year; this equates to around 12 people a day dying from smoking35.   

 

According to a MidCentral 2003 survey, Maori smoking levels are higher than those of 

non Maori (32.9% compared to 19.7%)36.  While a significant proportion of MidCentral 

District’s population do still smoke, it is encouraging to note that 30.3% of Maori and  

28.9% of non Maori are ex smokers.  Overall, people who have quit smoking actually 

outnumber those who continue to smoke (Figure 12). 
 

Figure 12: MidCentral District Smoking Status by Ethnicity (2003)  
 

 

 

 

 

 

 

 

 

 

 

                                                        
34

 2001 Census. Taken from MidCentral DHB (2005) Oranga Pumau 2005-2010 Maori Health Strategy pg 35 
35 National Heart Foundation website General Statistics 

http://www.nhf.org.nz/index.asp?print=true&PageID=2145821969 
36 MidCentral Health Public Health Service (2003) The Health Knowledge, Attitudes and Practices of the Residents of 

MidCentral District Health Board 2003 pg 27 
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According to the Ministry of Health’s tobacco toolkit, MidCentral District’s smoking 

prevalence is slightly above the national average for both females and males as 

illustrated in Table 8 below. 

 

Table 8: Smoking Prevalence (Indirectly Standardised) by DHB Region (1998-
2000)37 

DHB Region % Male % Female 

Northland 29 34 

Waitemata 24 22 

Auckland 22 17 

Counties Manukau 26 24 

Waikato 29 25 

Bay of Plenty 28 28 

Lakes 30 32 

Tairawhiti 38 39 

Taranaki 32 27 

Whanganui 30 32 

MidCentral 26 26 

Hawke’s Bay 33 28 

Wairarapa 35 32 

Hutt Valley 28 29 

Capital & Coast 22 22 

Nelson Marlborough 26 25 

West Coast 32 38 

Canterbury 23 24 

South Canterbury 29 29 

Otago 28 25 

Southland 28 26 

National Average 25.9 24.9 

 
Note:  Prevalence was calculated by multiplying crude NZ gender specific rates (male 26% and female 25%) by the 

indirectly age standardised DHB region rate ratio. 

The matching of TLAs to DHB regions is approximate only. 

 

                                                        
37  Ministry of Health (2003) Tobacco Toolkit pg 7 
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4. RESPIRATORY DISEASE BURDEN PROFILE  

4.1 Global Context 

The respiratory system is made up of the organs that are involved in breathing.  These 

include the nose, throat, larynx, trachea, and lungs, which include the bronchi, and 

alveoli.  

 

The World Health Organization predicts the burden of chronic respiratory diseases 

including asthma, chronic obstructive pulmonary disease (COPD), and lung cancer will 

worsen because of tobacco use and an ageing population.  By 2020, respiratory diseases 

are predicted to account for 4 out of the 15 leading causes of disability in the world. 

 

Figure 13 shows the predicted change in rank order of the leading causes of disability 

adjusted life years. 

 

Figure 13: Predicted Change in Rank Order of Disability Adjusted Life Years for 
the 15  Leading Causes in the World (1990-2020)38 

 

 

1990 

Disease or Injury 

2020 (Baseline Scenario) 

Disease or Injury 

 

Rank Rank 
 

Lower respiratory infections 1 1 Ischaemic heart disease 

Diarrhoeal disease 2 2 Unipolar major depression 

Conditions arising during the 
perinatal period 

3 3 Road traffic accidents 

Unipolar major depression 4 4 Cerebrovascular disease 

Ischaemic heart disease 5 5 
Chronic obstructive pulmonary 
disease (COPD) 

Cerebrovascular disease 6 6 Lower respiratory infections 

Tuberculosis (TB) 7 7 Tuberculosis (TB) 

Measles (drops to rank 25) 8 8 War (from rank 16) 

Road traffic accidents 9 9 Diarrhoeal disease 

Congenital abnormalities 10 10 HIV (from rank 28) 

Malaria (drops to rank 24) 11 11 
Conditions arising during the perinatal 

period 

Chronic obstructive 

pulmonary disease (COPD) 
12 12 Violence (from rank 19) 

Falls (drops to rank 19) 13 13 Congenital abnormalities 

Iron-deficiency anaemia (drops to 

rank 39) 
14 14 Self Inflicted Injuries (from rank 19) 

Anaemia (drops to rank 37) 15 

 

15 
Trachea, bronchus and lung 

cancers (from rank 33) 

 
Although lower respiratory infections slip from being the leading cause of disability 

worldwide in 1990 to rank 6, COPD increases from rank 12 to becoming the 5th leading 

cause of disability worldwide by 2020. 

 

Tuberculosis (TB) remains the 7th leading cause of disability, while trachea, bronchus 

and lung cancers climb from 33rd to the 15th leading cause of disability by 2020.  This 

highlights the significant role respiratory illness is expected to continue to have in the 

health of individuals and their family/whanau. 

The following sections describe some of the major diseases associated with the 

                                                        
38

 Ministry of Health (July 2003) Mental Health Toolkit pg 12 
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respiratory system–the majority of which can be prevented or controlled through the 

help of health professionals across the continuum of care. 

 

4.2 Chronic Lower Respiratory Diseases 

Figure 14 shows admissions to Palmerston North Hospital for respiratory related 

illnesses from 2000-2004.  Respiratory related illnesses made up approximately 8% of 

all admissions to Palmerston North hospital 2000-2004. 
 

Figure 14: Respiratory Admissions to Palmerston 
North Hospital (2000-2004) 

Chronic lower respiratory 

diseases such as asthma and 

chronic obstructive pulmonary 

disease (COPD) made up 

28.3% of all respiratory 

admissions.  Admissions 

categorised as “other acute 

lower respiratory infections” 

made up a further 13.2% of 

total respiratory admissions.  

This includes acute bronchitis 

and bronchiolitis. 

 

Appendix C is a breakdown of respiratory categories and their associated ICD-10 codes 

(diagnoses) for Palmerston North Hospital. 

 

4.2.1 Asthma 

Asthma, although not curable, is a treatable disease with preventable morbidity.  It is 

also a known risk factor for COPD.  Asthma is a condition that affects the airways of the 

lungs.  In people with asthma, these airways are over sensitive and react to triggers that 

do not affect other people.  These triggers cause the breathing tubes in lungs to tighten, 

partially close up, swell inside and make more mucus. 
 

    Figure 15: The Effect of Asthma on the Breathing
      Tube39 

All of this means that it 

is much harder to 

breathe in and out 

(Figure 15). 
 

Asthma is now one of 

the world's most 

common long term conditions.  The estimated number of people with asthma 

worldwide is 300 million, according to the Global Initiative for Asthma (GINA).  

New Zealand has one of the highest prevalence rates of asthma in the world, with 

                                                        
39

 Asthma Facts http://www.buteyko.co.nz/asthma/facts/default.cfm 
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asthma occurring in about 15% to 20% of children and adults and affecting at least 

600 000 people.  Eighty five percent of females and 78% of males diagnosed with 

asthma between the ages of 8 and 12 continue to have symptoms 15 years later40. 

 

 

 

 
 

Table 9 shows that in New Zealand, asthma is the highest-ranking specific disease in 

terms of Years Lost to Disability in males, and third highest for females.  Overall, 

asthma is responsible for about 7% of the total Years Lost to Disability in the whole 

population.  The very high ranking of asthma and COPD reflects a combination of high 

prevalence and prolonged and severe disability. 
 

Table 9: Top 10 Causes of Years Lost to Disability in New Zealand (2001)41 
 

Total Rank Male Cause Female Cause 

Cause YLD 

1 Asthma Depression Depression 20,497 

2 COPD Anxiety Disorders Anxiety Disorders 17,930 

3 Diabetes Asthma Asthma 17,059 

4 Anxiety Disorders Diabetes Diabetes 14,684 

5 Depression Dementia COPD 12,418 

6 Hearing Disorders Osteoarthritis Osteoarthritis 11,126 

7 Ischaemic Heart 

Disease 

COPD Dementia 11,070 

8 Osteoarthritis Ischaemic Heart 

Disease 

Ischaemic Heart 

Disease 

9,708 

9 Dementia Stroke Hearing Disorders 9,427 

10 Stroke Breast Cancer Stroke 7,775 

    Top 10 131,694 
 

COPD = chronic obstructive pulmonary disease 

 

Table 10 shows that Maori and Pacific adults are one and a half times as likely to 

experience asthma as non Maori. 

 
Table 10: Prevalence of Asthma in New Zealand Adults by Ethnic Group42 
 

 

 

 

 

 

Figure 16 shows the asthma admissions to Palmerston North Hospital from 2000-

2004.  While 61% of the admissions were people of European descent, a substantial 

proportion of the admissions were people of Maori ethnicity (27%), highlighting the 

burden asthma places on the Maori community.  Numbers were too low for a 

breakdown of admissions into Pacific or Asian peoples. 

                                                        
40 Ibid 
41 Asthma and Respiratory Foundation of New Zealand (Dec 2001) The Burden of Asthma In New Zealand pg 6 
42 Ibid pg 8 

Ethnicity Prevalence of 

asthma (%) 

Maori 21.9% 

Pacific peoples 20.0% 

Non Maori and Pacific peoples 14.6% 

 People with asthma were more likely to have seen their GP six or more times and to have been 
admitted to hospital in the previous year than others. 

 

Ministry of Health (May 1999) Taking the Pulse - the 1996/97 New Zealand Health Survey pg 111 
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Figure 16: Asthma Admissions to Palmerston North Hospital by Ethnicity 
(2000-2004) 

 

Nationally, Maori children/tamariki are hospitalised at approximately twice the rate of 

non Maori.  This means that factors apart from variations in the prevalence of asthma 

are likely to be leading to high hospitalisation rates for tamariki.  One of the most 

widely accepted explanations for these differences is that Maori experience relatively 

reduced access to and uptake of effective asthma prevention and self management 

strategies, including preventive medication43.  

 

As Figure 17 shows, asthma tends to occur at an earlier age for Maori–64.2% of 

admissions for Maori are under 15 years of age (compared to 56% for European) in 

MidCentral District. 

 
Figure 17: Asthma Admissions to Palmerston North Hospital) by Age and Ethnicity 

(2000-2004) 
 

 

 

 

 

 

 

 

 

Asthma contributes a significant cost on both the New Zealand health care system and 

the individual with asthma and his/her family.  It was estimated in 1996 that the cost to 

the individual with asthma was $1 039 per year, and asthma often affects more than 

one member of a family.  The cost to New Zealand has been variously estimated to be 

between $375 million and $800 million each year.  Around 77% of the cost is due to 

uncontrolled asthma, indicating that there are significant gains to be made both in 

terms of improving the wellbeing of people with asthma and reducing the costs44.  

                                                        
43

 Ministry of Health (2003) Ministry of Health Performance Indicators 
44 NZGG (Sept 2002) Best Practice Evidence Based Guideline–The Diagnosis and Treatment of Adult Asthma pg 13 
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4.2.2 Chronic Obstructive Pulmonary Disease  

Chronic Obstructive Pulmonary Disease (COPD) is a chronic lung disease that includes 

emphysema and chronic bronchitis.  In New Zealand COPD is the second most 

important chronic disease among adults (second only to stroke).  Fifteen percent of the 

population over 45 years of age have been diagnosed with COPD; it is a terminal 

illness45.  It is the 3rd most common cause of death in males and the 4th most common 

in females, and is among the top four major causes of avoidable hospitalisation for New 

Zealanders aged 45 and over.  New Zealand currently has the fifth highest death rate for 

COPD in the world46.  Figure 18 shows the COPD admissions to Palmerston North 

Hospital 2000-2004. 

 

Figure 18: COPD Admissions to Palmerston North  Hospital by Ethnicity 
(2000-2004) 

 

 

 

 

 

 

 

 

 

 

 

As Figure 18 shows, 13% of COPD admissions were from Maori.  While this is 

comparable with the proportion of the District’s population that is Maori, Maori 

present at an earlier age than those of European ethnicity, as illustrated in Figure 19. 

 
Figure 19: COPD Admissions to Palmerston North Hospital by Age and Ethnicity 

(2000-2004) 
 

 

 

 

 

 

 

 

 

The majority of European admissions were from the 65 and over age group, whereas for 

Maori, the majority of admissions were in the 45-64 age group.  Maori admissions also 

began at a much earlier age–1.9% of admissions for Maori were under the age of 15 

years compared to no admissions in this age group for people of European descent. 
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 A Portrait of Health–Key Results of a 2002/2003 Survey, Bulletin No 21 
46 The Asthma and Respiratory Foundation COPD (Chronic Obstructive Pulmonary Disease) at a Glance 

http://www.asthmanz.co.nz/glancecontent.htm 
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Eighty five percent of all cases of COPD are caused by tobacco smoking.  Becoming 

smoke free is the single most important step towards preventing COPD and slowing its 

progression.  

 

 

4.3 Lung Cancer47 

Lung cancer is the leading cause of cancer death for both men and women worldwide–

causing more deaths than breast and prostate cancer combined–and the incidence is 

increasing48.  Lung cancer is a malignant tumour of the lungs.  It  begins in cells that 

line the airways and often invades adjacent tissues or spreads elsewhere in the body 

before symptoms are noticed.  In New Zealand, lung cancer is the third most common 

cancer in men and the fourth most common in women. 

 

MidCentral District’s lung cancer incidence in the years 1998-2000 was 135 cases per 

100 000 population compared with the national rate of 119 per 100 000 population 

(1998-2000).  Figure 20 shows the distribution of lung cancer registrations (all) by age 

over the period of interest.  The pattern of distribution is narrow, skewed around the 

60-75 year age groups.  

Figure 20: MidCentral District Lung Cancer Registrations 
by Age Distribution (1992-2000) 

Assessed against the World 

Health Organization World 

Population (WHOWP) the 

standard morbidity rate for 

each of the three year periods 

is 0.96 for 1992-1994, 0.87 for 

1995-1997, and 0.56 for 1998-

2000.  The standardised 

mortality rates (SMR) are 

within expected limits 

although the last period is 

appreciably lower.  

 

On average 95% of lung cancer registrations occur in the 50+ years age group, and 66% 

occurring in the 65+ years age group. 

 

4.3.1 Mortality Related to Lung Cancer 

MidCentral District’s lung cancer mortality rate is 127.4 cases per 100 000 population 

compared with the national rate of 109.7 per 100 000 population (1998-2000).  The 

SMR is 1.1 in 1998-2000.  MidCentral District’s lung cancer mortality rates by gender 

and ethnicity are set out in Table  11 below. 
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 MidCentral District Health Board Cancer Services Plan Discussion Document 
48 Alliance for Lung Cancer. Advocacy, Support and Education  

http://www.alcase.org/about_us/global_awareness.html 
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Table 11: MidCentral District’s Lung Cancer Rates By Gender and Ethnicity 
(1995-2000) 
 

 

  

 

 

 

 

 

MidCentral District’s lung cancer mortality rate is increasing–currently 10% above the 

national rate.  Male and Maori rates are of concern being 36% and 86% respectively, 

higher than the national rate.  Male mortality incidence nationally is forecast to decline 

as fewer males use tobacco.  The current rates may be reflective of MidCentral District’s 

already aged population with 12% of males aged 65 years +. 

More concerning is the growth in female mortality which has increased 47% (28 cases) 

since 1992-1994.  Actual deaths, incidence, and SMR are increasing.  This trend is 

consistent with the national trend, which is forecasted to place lung cancer as the 

foremost cause of cancer death amongst females. 

 

4.3.2 Lung Cancer and Maori 

Maori average 12% of all lung cancer registrations as shown in Table 12. 

 

Table 12: MidCentral District All Lung Cancer 
Registrations by Ethnicity (1992-2000) 

National statistics identify Maori 

as having “mortality rates that are 

two to three times higher among 

Maori males and more than three 

to four times higher among Maori 

females than their non Maori 

counterparts, reflecting differential tobacco exposure and poorer survival”49.  

However, in MidCentral District, lung cancer incidence for Maori is 90.7 cases per 100 

000 population (1998-2000) compared with the national rate of 112 cases per 100 000 

population.  For more analysis of the lung cancer burden, see Appendix B. 

 

 

4.4 Pneumonia 

Pneumonia can be a serious and life threatening infection.  It can lead to chronic chest 

problems in later life which can cause major disability and early death.  Pneumonia is 

more common in New Zealand than in any other developed country and currently 

childhood pneumonia costs the country almost $7m a year in direct medical costs50.   
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50 Grant, C Child Research Foundation Childhood Pneumonia–Deadly Costly Disease 

http://www.curekids.org.nz/research/articles_pneumonia.htm 

1992-1994 % 1995-1997 % 1998-2000 %

Maori 27 13% 20 11% 24 11%

Pacific 0 0% 0 0% 1 0%

Asian 0 0% 0 0% 0 0%

Other 181 87% 160 89% 193 89%

All 208 100% 180 100% 218 100%

Death 

Rate
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[Crude 

Rate]

Std 

Mortality 

Rate

National 

Incidence 

[Crude 

Rate]

Death 

Rate

Local 
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Rate]

Std 

Mortality 

Rate

National 

Incidence 
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Rate]

All 175 108.5 0.91 113.6 206 127.4 1.1 109.7

Male 99 125.1 1.16 146.1 119 148.8 1.36 135.6

Female 76 92.6 0.71 81.9 87 106.5 0.87 84.2

Maori 22 90.5 2.36 98.1 19 71.7 1.86 110

Pacific 1 35.9 1.19 52 1 31.1 0.92 68.7

Other 152 113.3 0.84 120 186 140.9 1.05 112.4

Mortality: 

Lung
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Pneumonia 

Admissions

19.1%

Influenza 

admissions

0.2%

Other 

respiratory 

admissions

80.7%

Pneumonia is one of the most ‘expensive’ diseases in the world and is a significant 

cause of death among New Zealand children.  According to the World Health 

Organization, worldwide about 20% of all deaths in children under 5 years are due to 

acute lower respiratory infections; 90% of these deaths are due to pneumonia.  Early 

recognition and prompt treatment of pneumonia is life saving51.  Influenza and 

pneumonia made up 19.3% of the total respiratory admissions to Palmerston North 

Hospital from 2000-2004.  Of these admissions, 99% (19.1% out of 91.3%) were 

pneumonia related, with only 1% (0.02% out of the 91.3%) related to influenza (Figure 

21). 
 

Figure 21:  Pneumonia Admissions to Palmerston North Hospital 
as a % of Total Respiratory Admissions (2000-2004) 

 

Pneumonia is an inflammation of the 

lung caused by infection with bacteria, 

viruses, and other organisms.   

Pneumonia is usually triggered when a 

patient's defence system is weakened, 

most often by a simple viral upper 

respiratory tract infection or a case of influenza.  Such infections or other triggers do 

not cause pneumonia directly but they alter the mucous blanket, thus encouraging 

bacterial growth.  

 

Figure 22 shows the admissions to Palmerston North Hospital for pneumonia 2000-

2004 by ethnicity.  Sixty nine percent of the admissions were from people of European 

ethnicity.  Seventeen percent of admissions were Maori, slightly above the proportion 

of Maori in the District. 

 

Figure 22: Pneumonia Admissions to Palmerston North Hospital (2000-2004) 
 

 

 

 

 
 

 

 

 

 

 

 

 

 

As Figure 22 illustrates, Maori admissions represent 17% of all pneumonia admissions.  

However a greater proportion of Maori admissions are in younger age groups than 
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those of European ethnicity.  The majority of European pneumonia admissions (45%) 

were from the 75+ age group.  A further 16% came from the 65-74 year age band.  For 

Maori, 8% of admissions were in the 75+ age group and 12% in the 64-75 year age 

group.  Most of the Maori admissions were from children–43% were aged less than 15 

years, compared to 18% of admissions from European descent (Figure 23). 

 

Figure 23: Pneumonia Admissions to Palmerston North Hospital by Age and 
Ethnicity (2000-2004) 

 

 

 

 

 

 

 

 

 

4.5 Sleep Apnoea 

Sleep apnoea is a serious, potentially life threatening breathing disorder characterised 

by brief interruptions of breathing during sleep.  It owes its name to a Greek word, 

apnoea, meaning “want of breath.”  There are two types of sleep apnoea:  central and 

obstructive.  Central sleep apnoea, which is less common, occurs when the brain fails to 

send the appropriate signals to the breathing muscles to initiate respirations.  

Obstructive sleep apnoea is far more common and occurs when air cannot flow into or 

out of the person’s nose or mouth although efforts to breathe continue52. 

 

 

4.6 Tuberculosis (TB) 

Tuberculosis is among the world's leading 

infectious diseases.  It is primarily a disease of the 

respiratory system, and is usually spread by 

coughing and sneezing.  Most cases can be cured 

with specific antibiotic treatment. 

 

One third of the world’s population is infected 

with TB and each year 2 million people die from 

this curable disease53.  Each year in NZ there are 

about 400 cases of the disease (with about 10-15 

deaths each year).  

 

Figure 24 shows the TB admissions to Palmerston 

North Hospital 2000-2004.  As the graph shows, admissions for TB in MidCentral  
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 National Sleep Foundation (USA)  Sleep Apnoea  http://www.sleepfoundation.org/publications/sleepap.cfm#1 
53 World Health Organization Tuberculosis http://www.who.int/mediacentre/factsheets/fs104/en/ 

 

• Left untreated, each person with active TB 

disease will infect on average between 10 

and 15 people every year. 

• Someone in the world is newly infected with 

TB bacilli every second.  

• Overall, one-third of the world's population is 

currently infected with the TB bacillus.  

• 5-10% of people who are infected with TB 

bacilli (but who are not infected with HIV) 

become sick or infectious at some time 

during their life. 
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District are very low (0.3% of all respiratory admissions) but are still a cause for 

concern because if cases are not treated half of these people will die from the disease54. 
 

 

Figure 24: Tuberculosis Admissions to Palmerston North Hospital (2000-2004) 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Factors cited in medical journals as contributing to the incidence of tuberculosis 

include overcrowding, malnutrition, lack of hygiene and poor social conditions. 
 

 

4.7 Cystic Fibrosis 

Cystic fibrosis (CF) is the most common life threatening, genetic disease affecting the 

lungs.   A baby can only be born with the disease if both parents carry the gene 

(autosomal recessive inheritance) for this condition.   

 

People who have CF produce abnormally thick, sticky mucus, which clogs the lungs and 

leads to recurring lung and sinus infections and difficulty breathing.  These repeated 

infections often lead to fleshy growths inside the nose (nasal polyps).  The thick mucus 

also obstructs the ducts of the pancreas, preventing digestive enzymes from reaching 

the intestines.  Because so little food is absorbed, those with CF have difficulty gaining 

and maintaining weight, despite a healthy appetite and diet55.  

 

Reduced oxygen in the blood also leads to a characteristic rounding and enlargement of 

the nail bed in the fingers and toes (clubbing).  Those with the disease may also develop 

a barrel shaped chest as a result of the greater work involved in breathing.  There is a 

great variation in the effects of CF.  A few children digest normal food, but most have to 

take an enzyme preparation to aid their digestion.  Some children have a persistent 

cough while others suffer from very few chest infections–the reason for this variability 

is unknown. 
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55  What is Cystic Fibrosis? http://www.hipusa.com/eTools/webmd/A-Z_Encyclopedia/cysticfibrosisbasics.htm 
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Figure 25 gives a brief illustration of the cycle of CF disease and its effects on the body. 

 

Figure 25: The Cycle of Cystic Fibrosis Lung Disease 
 

In New Zealand, it is estimated that about 

1 in 25 of the European population will be 

a carrier of the abnormal gene, and 

therefore about 1 in 625 marriages will be 

between two CF carriers.  All NZ children 

are tested after birth for this disease in 

order to begin treatment early56.  CF 

occurs in peoples of European origin, but 

it is rare in Africans, Asians and Pacific 

peoples.  Of all births in New Zealand, 1 

in 3 000 to 1 in 3 500 infants born will 

have CF.  Currently there are more than 

300 children and adults with CF in New 

Zealand57. 
 

 

 

 

Figure 26 shows that 86% of all CF admissions to Palmerston North Hospital (2000-

2004) were people of European ethnicity.  While it is rare for CF to occur in other 

ethnicities, 14% of CF admissions to Palmerston North Hospital were from Maori. 
 

Figure 26:  Cystic Fibrosis Admissions to Palmerston North Hospital by Ethnicity 
(2000-2004) 

 

 

 

 

 

 

 

 

 

 

 

 

Recurrent respiratory infections, and malabsorption due to pancreatic insufficiency are 

the major clinical manifestations of the condition.  Although treatment is available the 

average life expectancy is about 30 years and the disease is not curable at this time58. 
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 Otago School of Medicine Cystic Fibrosis http://osms.otago.ac.nz/main/bursary/cf.html 
57 Cystic Fibrosis Association of New Zealand  About Cystic Fibrosis http://www.cfnz.org.nz/cystic-fibrosis-

information/about-cystic-fibrosis.php 
58 Cystic Fibrosis Association of New Zealand  About Cystic Fibrosis http://www.cfnz.org.nz/cystic-fibrosis-

information/about-cystic-fibrosis.php 
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4.8 Bronchiectasis Not Due to Cystic Fibrosis 

Bronchiectasis is a chronic dilation of bronchi or bronchioles as a consequence of 

inflammatory disease or obstruction.  The incidence of bronchiectasis is high in NZ 

children, nearly twice the rate for cystic fibrosis and seven times that of Finland, the 

only other country reporting a childhood national rate59.  The impact of bronchiectasis 

in New Zealand  has caused concern for some time, but data have largely been limited 

to hospitalisation and mortality data—reported at 50 deaths per 100 000 in Maori and 

Pacific peoples60.  The only study on bronchiectasis in New Zealand (Twiss et al 2005)  

estimated an overall incidence of 3.7 per 100 000 under 15 year olds per year in New 

Zealand.  Incidence varied with ethnicity (1.5-17.8 per 100 000 per year) highest in 

Pacific peoples (Table 13). 

 
 

Table 13:  Ethnic Distribution and Incidence of Bronchiectasis in New Zealand61 
 

 

 

 

 

 

 

 

 

Anecdotal evidence suggests that the incidence of bronchiectasis in MidCentral District 

is following a similar pattern to the national rates and rising, particularly in Maori and 

Pacific peoples. 

 

 

4.9 Respiratory Illnesses in Maori and Pacific Peoples  

As a population group, Maori have, on average, the poorest overall health status of any 

group in New Zealand62.  Morbidity, including the rate of hospitalisation, is higher for 

Maori and Pacific Peoples than non Maori.  Females report more severe and higher 

rates of asthma symptoms.  Whereas prevalence of respiratory disease declines with 

age in the non Maori population it remains the same or higher in Maori63.  The higher 

hospital admission rate and mortality reflect, in the broadest sense, lack of access to 

medical care and are consistent with the described inequalities in health outcomes for 

Maori64. 
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 Twiss, J.  Metcalfe, R.  Edwards, E. Byrnes C (2005) New Zealand National Incidence of Bronchiectasis 

‘‘Too High’’ for a Developed Country Arch Dis Child 2005;90:737–740.  
60 Kolbe J, Wells AU. Bronchiectasis: a Neglected Cause of Respiratory Morbidity 

and Mortality Respirology 1996;1:221–5. 
61 Twiss,, J.  Metcalfe,R.  Edwards, E. Byrnes C (2005) New Zealand National Incidence of Bronchiectasis 

‘‘Too High’’ for a Developed Country Arch Dis Child 2005;90:737–740. 
62 Ministry of Health Addressing Maori Health www.moh.govt.nz/maori.html 
63 NZGG (Sept 2002) Best Practice Evidenced Based Guideline-The Diagnosis and Treatment of Adult Asthma pg 13 
64 Asthma and Respiratory Foundation of New Zealand (Dec 2001) The Burden of Asthma In New Zealand pg 8 

Ethnicity 

NZ <15 year old 

population (multiple 
choices 2001 census) 

Proportion 
of Cases 

Incidence per 

100 000 <15 year 
olds per Year 

Pacific peoples 11% 50% 17.85 

Maori 23% 30% 4.8 

NZ European 73% 28% 1.5 

Other 8% 5% 2.4 

<p 0.0001 
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Acute respiratory infections are the leading cause of hospitalisation for Pacific children 

aged 0 to 15 year olds.  The hospitalisation rate for 0-1 year old Pacific children is nine 

times the overall national rate and for 1-4 year old Pacific children is three times the 

overall national rate65. 

 

 

4.10 Low Socioeconomic Status Families 

The burden of disease, particularly untreated disease, falls heaviest on lower 

socioeconomic groups, which include disproportionately large numbers of ethnic 

minorities. 

 

Smoking is strongly associated with lung disease.  A Ministry of Health survey  (Taking 

the Pulse–the 1996/97 New Zealand Health Survey) found smoking prevalence was 

strongly related to socioeconomic status, 

whether measured in terms of family 

income, educational status or NZDep 

score.  In all cases, people in lower 

socioeconomic groups were more likely to 

be smokers66. 

 

At present the free Quitline service and 

subsidised nicotine patches and gum 

programme are available to facilitate 

smoking cessation for low income New 

Zealanders. 
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 Ministry of Health (2003) Indictors of DHB Performance pg 22 
66 Ministry of Health (May 1999) Taking the Pulse–the 1996/97 New Zealand Health Survey pg 21 

 Socioeconomic factors play an 

important role in increasing disease 
prevalence and severity (of chronic 

respiratory conditions) through 
environmental determinants and may 
also result in adverse health outcomes 
caused by the lack of access to 

appropriate health care. 
 

SOURCE:  World Health Organization (2001) 
WHO Strategy for Prevention and Control of 

Chronic Respiratory Diseases pg 2 
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5. RISK FACTORS FOR RESPIRATORY ILLNESS 

Multiple determinants contribute to respiratory illnesses.  Direct and indirect exposure 

to tobacco smoke is a principal risk factor.  Other important factors include heavy 

exposure to air pollution from indoor and outdoor sources, occupational related 

disorders, malnutrition and low birth weight, and multiple early lung infections67. 

The following section highlights the major risk factors for respiratory disease. 

 

 

5.1 Smoking 

Tobacco is the second major cause of death in the world.  It is currently responsible for 

the death of one in ten adults worldwide (about 5 million deaths each year)68.  Around 

4 500 people in New Zealand die prematurely from smoking each year; this equates to 

around 12 people a day dying from smoking69.  Tobacco causes or exacerbates around 

40 different medical conditions –but particularly respiratory and cardiovascular 

diseases.  Some conditions such as severe emphysema can be extremely debilitating70. 

 

Cigarette smoking is known to be the cause of nearly all lung cancers.  On average, 

smokers increase their risk of lung cancer between 5 and 10 fold and in developed 

countries, smoking is responsible for upwards of 80% of all lung cancers71.  Peto et al 

(1994) estimate that in New Zealand, approximately 50% of smokers die prematurely 

from their smoking, losing on average 14 years of life.  It has been estimated that in 

New Zealand many deaths could be prevented if smoking were eliminated including: 

 

• 68% of female deaths and 82% of male deaths due to lung cancer 

• 65% of female deaths and 79% of male deaths due to chronic obstructive 

respiratory disease72. 

 

Within two weeks to three months of quitting smoking, circulation improves and lung 

function increases by up to 30%. 

 

Among children, exposure to environmental tobacco smoke is associated with higher 

rates of sudden infant death syndrome (cot death), asthma, other 

respiratory problems and glue ear73. 

 

For every person who dies from diseases related to second hand smoke exposure, many 

more will suffer from non fatal conditions.  Table 14  illustrates the morbidity related to 
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70 Ministry of Health (2003) Tobacco Toolkit pg 7 
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73 Ministry of Health (May 1999) Taking the Pulse–the 1996/97 New Zealand Health Survey pg 22 
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second hand smoke including its contribution to respiratory disease in children 

(depicted in the circle). 

 

Table 14: Morbidity Related to Exposure to Second Hand Smoke74 
 

Number Per Annum New Zealand¹ MidCentral 

District² 

Hospital admissions for children < 2 years with chest infections > 500 20 

Episodes of childhood asthma 15,000 600 

GP consultations for asthma & other respiratory conditions in 

children 
27,000 1,080 

Hospital operations to treat glue ear 1,500 60 

Cases of meningococcal disease 50 2 

Hospital admissions for ischaemic heart disease 1,200 48 

Hospital admissions for people suffering from strokes 500 20 

 

¹ Woodward & Laugesen 2001 

² Crude estimate based on the proportion of the NZ population residing in MidCentral District, and the prevalence of 

smoking. 

 

Since 1970, nationally, consumption of tobacco products has declined by 62%.  New 

Zealand is ranked third lowest out of 13 selected OECD countries for tobacco 

consumption per adult75.  Although tobacco use in New Zealand has fallen, smoking 

continues to be a problem among Maori, Pacific peoples, lower socioeconomic groups, 

and beneficiaries.  One in two Maori smoke, and one in three Pacific peoples and one in 

four Europeans smoke 76.  

 

 

5.2 Allergies 

According to the New Zealand Asthma and Respiratory Foundation of New Zealand, 

around 70-80% of asthma cases in New Zealand are associated with allergies.  In New 

Zealand, the most common asthma producing allergens are dust mite faeces, cats' hair 

and saliva, pollen, rodent urine, and mould.  Controlling exposure to these and other 

triggers in the environment benefits overall respiratory health. 

 

 

5.3 Environmental Factors 

An independent study by the University of Otago (1999)  has shown particulate 

pollution contributes to up to 70 deaths a year in New Zealand from respiratory 

problems.  This, and overseas work, has shown a clear relationship between air 

pollution and incidence of asthma, allergies and other conditions.  Children and the 

elderly have been shown to be especially at risk. 

                                                        
74 MidCentral Health Public Health services (Feb 2004) Smoking Related Harm and the Need for Smoking Cessation 

Services Across the MidCentral DHB Region 
75 National Heart Foundation (2004) Cardiovascular Disease in New Zealand, 2004 pg 15 
76 Smoking  Facts and Figures http://www.smokefree.co.nz/facts.htm  
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Other physical environmental hazards can contribute to respiratory disease.  Figure 27 

shows admissions to Palmerston North Hospital (2000-2004) for lung diseases directly 

related to external agents such as asbestos, chemicals, fumes and vapours.  This does 

not include environmental factors contributing to respiratory illnesses such as asthma. 

 

Figure 27: Admissions to Palmerston North Hospital with Lung Diseases Due to 
External Agents (2000-2004) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

5.4 Multiple Early Lung Infections 

Research has shown that children who developed lower respiratory tract infections 

(such as bronchiolitis or pneumonia) in the first three years of life had more than three 

times the average likelihood of being diagnosed with asthma by the age of seven.  It is 

suggested that lower respiratory tract infections may be a predictor of asthma rather 

than a cause.  Children destined to develop asthma seem to be at increased risk of such 

infections, possibly because the mucosa in their airways responds abnormally to 

infection77. 

 

 

 

 

 

                                                        
77

 Illi, Mutius, Lau, Bergmann, Niggemann, Sommerfield & Wahn. Early childhood infectious diseases and the 

development of asthma up to school age: a birth cohort study. BMJ, February 2001: 322: 390-5 
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J68.4 Chronic respiratory conditions due to chemicals, gases, fumes and vapours

J69.0 Pneumonitis due to food and vomit
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J70.8 Respiratory conditions due to other specified external agents
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6. CURRENT SERVICES AND PROVIDERS 

In MidCentral District there are a large number of diverse agencies involved in the 

prevention, promotion and treatment of respiratory illness.  For an overview of current 

services and providers, see Appendix D. 
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7. ISSUES 

7.1 Prevention and Promotion 

7.1.1 Healthy Eating–Healthy Action 

Improving nutrition, increasing physical activity and reducing obesity in the population 

would have a significant impact on the health and well being of the population.  The 

Ministry of Health’s Healthy Eating–Healthy Action is a planning tool for action.  It 

identifies, promotes and coordinates culturally appropriate, effective and integrated 

programmes at national, regional, iwi and hapu, whanau and community levels. 

 

Support for and the implementation of this framework is encouraged.  

 

7.1.2 Asthma and Chronic Obstructive Pulmonary Disease (COPD) 

There needs to be improved education about asthma and COPD in primary health care.  

COPD is under diagnosed.  Asthma is both under and over diagnosed.  It is also both 

under and over treated.  An integrated approach to treatment and education is needed 

as well as medical intervention.  

 

There was previously a paediatric asthma nurse available to the community.  There is a 

need to look at what the best model might be for delivering this kind of service. 

 

Access to pulmonary rehabilitation in rural areas needs to be addressed in this 

population group. 

 

Due to the high burden of disease and the population with COPD and pneumonia, there 

is a need to support home insulation. 

 

 

7.2 Screening and Early Intervention 

7.2.1 Integrated Nurse Led Clinics 

Nurse led clinics are a vital component of providing quality primary health care to the 

people of the District.  Expert assessment and diagnosis is undertaken in partnership 

with the multidisciplinary team and enables appropriate clinical decision making and 

enables quality service to be delivered.  This enables appropriate referral to pulmonary 

rehabilitation, psychological support services and specialist medical and nursing 

outpatient clinics. 

 

There is scope to provide nurse led clinics in conjunction with the primary health care 

providers throughout the District.  These clinics support early discharge from hospital 

with an indepth assessment for complex patients, and the development of clinical 

capacity in the primary health care setting. 
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Breathing Dysfunction Disorder is commonly associated with many respiratory 

diseases.  Accurate  assessment and diagnosis is crucial.  Accurate diagnosis underpins 

all decision making for ongoing care and is undertaken by clinicians with the 

appropriate level of expertise.  This is one disorder that could be diagnosed by nurse led 

clinics. 

 

7.2.2 Obstructive Sleep Apnoea  

Establishing a proactive screening programme for obstructive sleep apnoea would 

ensure more timely diagnosis.  Assessment and treatment to reduce waiting lists also 

needs to be addressed. 

 

7.2.3 Waiting Lists 

There is currently a delay in treating and screening people for lung disease.  The length 

of time from referral to diagnosis is currently about two months.  In particular, lung 

cancer patients currently experience delays in radiological referral for computerised 

tomography, fine needle aspirations and receiving advice from Wellington if referred 

for surgery. 

 

 

7.3 Support and Self Management 

7.3.1 Consistent and Integrated Information 

The consistency of information shared with patients is an important issue.  

Fragmentation of information occurs because many patients see many different health 

professionals.  People need consistent reinforcement and consistent information about 

their medication.  They need a clear diagnosis and the right programme for the right 

diagnosis.  

 

Health professionals also need integrated information because often preexisting 

conditions and previous attendances for treatment are unknown.  

 

A personal health record (patient held plan of care record) is a model that has been 

used in other countries.  There needs to be sharing of plans of care across all providers.  

 

 

7.4 Effective Treatment, Care and Rehabilitation 

7.4.1 Pulmonary Rehabilitation 

Pulmonary rehabilitation can reduce symptoms, increase exercise capacity, improve 

quality of life and health status, and reduce primary care consultation rates and 

hospital admissions.  The management of increasing breathlessness and desensitisation 

to the symptoms of breathlessness is a critical component of pulmonary rehabilitation 

programmes. 
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Currently access to rehabilitation programmes is limited.  There is one funded 

rehabilitation programme held at Palmerston North Hospital for MidCentral District.  

There is the possibility of assessment being conducted in community settings, however 

accurate diagnosis and an appropriate level of skills and expertise would be required. 

 

7.4.2 Physiotherapy 

There is currently only one part time respiratory physiotherapist available and this 

person is utilised for pulmonary rehabilitation and breathing disorders. 

 

A shortage of physiotherapists means parents (who carry out the majority of 

physiotherapy functions for their children at home) cannot be trained properly to cope 

with the day to day requirements of CF children. 

 

7.4.3 Hospital in the Home 

Hospital in the Home services are available in this District.  In response to the growing 

pressures of available hospital beds, and in recognition of the fact that some patients 

are admitted because patients lack adequate support at home, Hospital in the Home 

services could be extended to provide support for people with COPD and pneumonia.  

 

7.4.4 Psychological Support 

One of the biggest service gaps is in the area of psychological services.  Psychological 

support with the aim of facilitating and supporting self management is important for 

people with respiratory illness and needs to be strengthened.  It can assist people to 

come to terms with their diagnosis more quickly, which in turn will enable them to cope 

better with their condition.  Psychological input is also essential with regard to body 

image, relationships and death.  

 

Psychological support for smoking cessation is also important. 

 

7.4.5 Vaccinations 

Influenza is a burden for asthmatics and people with COPD.  The Pneumococcal 

vaccine (Pneumovax) is currently available to patients but is expensive. 

 

7.4.6 Emergency Department 

An at risk population group utilises the Emergency Department as a primary health 

care provider for acute respiratory management.  This group  has been identified as one 

whose health outcomes would be enhanced by a specialist nurse led service (such as 

delivered by a Nurse Practitioner) in collaboration with acute and primary health care 

teams throughout the District.  International literature supports this concept and a 

recent pilot project undertaken at MidCentral Health has demonstrated significant 

health outcomes in that at risk group. 
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8. THE WAY FORWARD–OBJECTIVES AND INITIATIVES 

This section sets out the five objectives and 51 initiatives designed to achieve the 

planned outcomes. 
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Objective One Reduce the impact and incidence of respiratory 

disease through disease prevention and health 

promotion strategies 
 

Major Determinants of Health 
 

The major determinants of health are factors located outside the individual.  They 

include economic, social, cultural and environmental structures of society.  Figure 28 

illustrates some of the key factors that can positively or negatively determine health and 

wellbeing.  Some of these impacts are direct while others are mediated through lifestyle 

and other health related behaviours. 

 

Figure 28:  Model of the Social and Economic Determinants of Health78 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Prevention means eliminating or minimising exposure to the cause of disease as well as 

maximising protective factors such as healthy lifestyle choices. 

Prevention activities include: 

 

• Primary prevention strategies 

• Effective public health strategies 

• Community action 

• Personal skill development 

• Support 

• Treaty based health promotion practices. 

                                                        
78

 Ministry of Health (1999) Social Inequalities in Health: New Zealand 1999 

 

 Structural Features of Society, Economy and Environment: 

• Low unemployment 

• Clean, health environment 

• Safe working conditions with high job control 

• Adequate income and wealth 

• Affordable, available education and health services 

• Low crime 

• Favourable economic conditions 
• All ethnic groups feel able to participate in society 

• Implementation of Treaty of Waitangi obligations 

Health Related Behaviours: 

• No smoking 

• Moderate alcohol 

• No illicit drug use 

• No problem gambling 
• Regular exercise 

• Adequate sleep 
• Low-fat diet 

• Safe sex 

Sufficient Disposable 
Income to Afford: 

• Stable, adequate housing 

• Nutrious diet 

• Adequate health care 

• Adequate educational 
opportunities 

• Safe working conditions, 
with high job control 

Psychological Factors: 

• Social support 

• Spouse or confidant 

• Strong ethnic identity 

• Open sexual identity 
• Positive future 

prospects 
• Perceived control 

Healthy Individual Family/Whanau 
 
Healthy community/Strong social capital 

Note: Arrows indicate possible causality 
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Health Promotion 

 

Health promotion is  a combination of educational, organisational, economic and 

political actions designed with community participation, to enable individuals, groups 

and whole communities to increase control over and to improve their health through 

attitudinal, behavioural, social and environmental changes.  While health promotion 

recognises that personal lifestyle factors have an important impact on the health of the 

individual, it places emphasis on changing the environment to enable optimum 

conditions for health and for behaviour change. 

 

Health promotion is more than health education.  Health education focuses on health 

information and behaviour change and is just one strategy of health promotion.  Health 

promotion strategies include policy, community action and environmental changes. 

 

Health promotion in Aotearoa New Zealand is underpinned by Te Tiriti o Waitangi and 

the Ottawa Charter.  The Treaty provides a set of principles including partnership, 

participation and protection.   

 

The Ottawa Charter has five key strategies for action which relate very well to the 

Treaty principles: 

 

• Building healthy public policy–Making Maori health a priority 

• Creating Support environments–Recognition of Maori concepts of health 

• Strengthening community action–Opportunities for Maori to take responsibility 

for their own health care 

• Developing personal skills–Empowerment for Maori through training and 

education 

• Reorientating the health services–Health services for Maori by Maori. 

 

The following initiatives will help with the prevention of respiratory disease and 

promotion of respiratory health in MidCentral District. 

 

 Initiatives 

 1. Investigate the cost effectiveness of subsidised Pneumovax 

immunisation for targeted patients. 

 2. Promote vaccination against respiratory disease eg, TB, 

pertussis. 

 3. In conjunction with the education sector, support schools to 

understand and educate children and youth on asthma and 

other respiratory conditions and preventative strategies. 

• Support the “Health Promoting Schools” programme to 

enhance healthy wellbeing. 
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 4. Promote healthy living (smoking cessation and physical 

activity) and awareness of respiratory illness and risk factors 

to the general population. 

 5. Work with a range of organisations such as Occupational 

Safety and Health to strengthen respiratory messages in work 

settings using, for example, work place initiatives. 

 6. Provide interactive support to Occupational Safety and Health 

and other agencies including Horizons Regional Council to 

reduce environmental/occupational contributors to 

respiratory illness: 

• Support initiatives for improved housing with better 

ventilation, heating and insulation 

• Support policy that reduces air pollution 

• Support initiatives that reduce crowded housing. 

 

 

Smoking Cessation 
  

Initiatives 

 7. Provide more information to health professionals on current 

smoking cessation programmes and providers to enhance 

awareness of available resources in the community. 

 8. Provide a wider choice of smoking cessation initiatives and 

greater availability of smoking cessation services 

 9. Support policy and enforcement of legislation for smoke free 

environments. 

 10. Support and encourage health professionals to undertake 

training that will teach them how to identify smoking status in 

clients, and thus enable them to encourage clients to cease 

smoking. 

 11. Work with Public Health to provide education and social 

marketing to prevent uptake of smoking in children and youth. 
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Maori and Pacific Peoples 
  

Initiatives 

 12. Implement the national Maori Tobacco Control Strategy and 

action plan. 

 13. Implement the Pacific Peoples Tobacco Control Plan 

 14. Include a focus on respiratory health in health promotion 

programmes for Maori, Pacific peoples and other high risk 

groups.  Such programmes should be culturally sensitive and 

delivered in appropriate settings. 

 15. Support community based/church based groups to enhance 

healthy wellbeing. 
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Objective Two Improve screening and early detection to 

reduce the impact of respiratory disease on 

wellbeing 
 

 

 Initiatives 

 16. Promote opportunistic screening of people at risk for 

respiratory illness in primary health settings through the 

provision of resources, education and awareness campaigns. 

• Encourage health professionals to identify respiratory risk 

factors in their clients and to provide appropriate 

interventions or referral to other services. 
 

 17. Investigate ways of reducing delays between referral and first 

specialist assessment for sleep apnoea. 

 18. Investigate the feasibility of a free annual “Get Checked” 

programme for people with respiratory illness (for example 

asthma, chronic obstructive pulmonary disease (COPD) in the 

primary care setting.  This could include education on the 

correct use of equipment and checking respiratory efficiency. 

 19. Improve the assessment and management of patients with 

respiratory illness to reduce delays for computerised 

tomography, fine needle aspirations and clinic appointments. 

 20. Investigate models for increasing access to spirometry and 

other diagnostic tests in the primary health care environment.  

Consider training programmes and quality assurance. 

• GPs to access computerised tomography with 

recommendation from the Radiologist. 
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Maori and Pacific Peoples 
  

Initiatives 

 21. Offer marae/community based screening programmes for at 

risk Maori.  This could be integrated with other health 

programmes on the marae. 

 22. Offer church based/community based screening programmes 

for at risk Pacific peoples. This could be integrated with other 

health programmes based in these settings. 
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Objective Three Ensure effective support, treatment, 

rehabilitation and palliative care to improve the 

quality of life for people with respiratory illness 

and their family/whanau 
 

To improve health outcomes and enhance quality of life, people with respiratory illness 

need to access appropriate assessment and episodic treatment from primary and 

secondary providers. 

 

Support and Self Management 
 

Self management refers to the individual’s ability to  manage the symptoms, treatment, 

physical and psychosocial consequences and life style changes inherent in living with a 

chronic condition.  Efficacious self management encompasses the ability to monitor 

one’s condition and to affect the cognitive, behavioural and emotional responses 

necessary to maintain a satisfactory quality of life.  Thus a dynamic and  continuous 

process of self regulation is established79. 

 

Self management is more than adherence to a medication regimen–it encompasses the 

psychological and social aspects of living with a chronic illness with a notion of 

response and behaviour change.  The patient’s self efficacy levels are crucial to their 

ability to self manage. 

 

Self Efficacy 
 

Self efficacy describes the belief the individual has in their ability to perform.  This is 

the important link between knowing what to do and actually doing it. 

 

Palliative Care 
 

A proportion of patients with respiratory disease such as cystic fibrosis, chronic 

obstructive pulmonary disease, lung cancer,  and interstitial lung disease, die from their 

illness. 

 

Palliative care is the active total care of patients whose disease is not responsive to 

curative treatment.  Palliative care embraces the physical, social, emotional and 

spiritual elements of wellbeing–tinana, whanau, hinengaro and wairua–and embraces 

a person’s quality of life while they are dying80.  The goal of palliative care is the 

achievement of the best possible quality of life for patients and their families.  Palliative 

care: 

 

• Affirms life and regards dying as a normal process 

• Neither hastens nor postpones death 

                                                        
79

 Barlow,  2002 p.178  
80 Ministry of Health (2001) New Zealand Palliative Care Strategy pg vii 
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• Provides relief from pain and other distressing symptoms 

• Integrates the psychological and spiritual aspects of patient care 

• Offers a support system to help patients live as actively as possible until death 

• Offers a support system to help the family cope during the patient’s illness and 

in their own bereavement81.  
 

 

Support and Self Management 
  

Initiatives 

 23. Establish a dedicated respiratory psychological service in 

MidCentral District.  This service may be integrated with 

initiatives proposed in other priority health service plans. 

• Develop referral guidelines. 

 24. Investigate the feasibility of a case management service for 

patients with chronic respiratory disease, for example, explore 

application of the Palliative Care model82. 

 25. Investigate the feasibility of a community specialist  

pharmacist service to provide review of medications and 

education of patients on use of their medication. 

 26. Support consumer education about treatment 

options/informed discussion at a community level.  This 

includes supporting education at a group level (eg, breathing 

exercises). 

 

 

Treatment 
  

Initiatives 

 27. Develop and establish an integrated service for management 

of sleep apnoea. 

 28. Extend the dedicated respiratory physiotherapist 

positions/service in the hospital, and consider extending into 

outpatients/community.  Develop referral guidelines. 

                                                        
81

 World Health Organization (1990)  
82 Palliative Care Model explained in Glossary 
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 29. Extend current services according to tuberculosis guidelines. 

Ensure all patients with active disease are placed on directly 

observed therapy and appropriately followed up. 

 30. Increase resources to support Infectious Disease services to 

increase time for staff contacts. 

 31. Reestablish, and extend into Horowhenua and Tararua 

districts, a Pulmonary Rehabilitation Programme working 

within a nursing/medical/physiotherapist model that includes 

other members of the multidisciplinary team. 

• Utilise community resources such as gymnasiums and local 

halls to support the third phase of the programme and the 

development of further support groups. 

 

 32. Extend the capacity of Hospital in the Home services. 

 33. Develop specialist respiratory nurse led interdisciplinary 

clinics in community settings in collaboration with primary 

health care providers such as general practice teams and 

outreach services (eg Maori providers). Services are to include 

assessment, education, support and risk factor  management.  

The team will include the input of specialist respiratory 

nurses, primary health care nurses, pharmacists and Maori 

providers. 

 34. Develop a paediatric respiratory service integrated across the 

primary and secondary interface with access to tertiary 

services.  Such a service will follow a multi disciplinary team 

approach including, for example, a physiotherapist and 

psychologist.  Ensure provision of an integrated paediatric 

respiratory nurse working in an educational and clinical role. 

 

 

Palliative Care 

  

Initiatives 

 35. Support the use of the “Liverpool Care of the Dying Pathway” 

for patients with terminal respiratory illness. 
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Children 
  

Initiatives 

 36. Strengthen paediatric home care services. 

 

 

Youth 
  

Initiatives 

 37. Strengthen planned transition and youth integration support 

resources–particularly psychological support through the 

identification of a clinical psychologist.  This may be linked to 

other Service Plans. 

• Support youth peer support groups. 

 

 

Maori and Pacific Peoples 
  

Initiatives 

 38. Undertake a review of the disease state management (focused 

health) nursing services to ensure equitable distribution of 

services across the District and identify any gaps in services. 

 39. Continue to support Maori and Pacific paediatric services in 

the community. 

 40. Review service agreements for providers of disease state 

management (focused health) nursing services so that 

discharge of patients from the disease state management 

register is determined by assessment of health status and 

compliance with treatment regimes rather than by timeframes 

specified in the service agreement. 
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Objective Four Improve respiratory services through a 

responsive workforce 
 

The key to the successful delivery of services is a skilled and fully operational 

workforce.  Competent care is required at different levels across the health continuum, 

requiring different levels of expertise.  It is also important to maintain levels of practice 

and expertise through appropriate professional development and credentialing.  The 

following section highlights the initiatives to achieve this in the respiratory  field. 

 

 

 Initiatives 

 41. Support nursing professional development through 

MidCentral’s nursing framework, working in a partnership 

model to ensure that specialist respiratory nursing expertise 

(focused health care) is integrated throughout the continuum 

of care. 

 42. Develop a respiratory education programme for primary 

health care run collaboratively by MidCentral Health and 

primary health care.  The programme is to include interactive 

sessions on user determined topics. 

• Education programmes need to be multi disciplinary, for 

example, with physiotherapists and pharmacists to ensure 

competency and continuity of messages being given. 

 43. Increase the number of appropriate allied health professionals 

(physiotherapists, for example) particularly in rural areas such 

as Horowhenua, Tararua and Otaki. 

 44. Establish better communication pathways between primary 

health and secondary care providers to ensure a seamless 

delivery between services. 
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Maori and Pacific Peoples 
  

Initiatives 

 45. In conjunction with other Service Plans, actively recruit Maori 

and Pacific health professionals in disciplines such as 

physiotherapy. 

• Investigate the feasibility of funded scholarships or 

sponsorship to attract staff. 
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Objective Five Improve the quality of respiratory services 

through planning, innovation, and quality 

assurance  
 

The initiatives for this objective are designed to improve the overall functioning of 

respiratory services through coordinated activities and resources. 

 

 

 Initiatives 

 46. Develop a coordinated District wide approach to health 

promotion and identify a specific role or organisation to be 

responsible for coordination. 

 47. Support and encourage Primary Health organisations to 

include respiratory services in their plans, including 

prevention, promotion and early detection, treatment and 

rehabilitation measures. 

 48. Support innovation in respiratory services, especially around 

high needs groups and pilot projects. 

 49. Ensure indicators for respiratory health and service 

performance are developed and monitored.  This includes 

collecting and utilising data used by other district health 

boards and government agencies. 

 50. All primary health and secondary care resources need to be 

coordinated across the continuum of care.  To ensure clarity, 

direction and a better working environment, there will be: 

• Shared policy, procedure and guidelines based on 

evidenced best practice 

• Improved communication and collaboration across the 

healthcare continuum through freely accessible data 

• Strengthened clinical alliances to improve early referral to 

appropriate services. 

 

 51. Investigate the feasibility of a discretionary fund for subsidised 

prescriptions targeted at prioritised high need people. 
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9. INVESTMENT APPROACH 

To support the plan over the next three years, the Funding Division has developed a 

high level framework that  is based upon the continuum of care model.  The Division is 

currently working on the detailed costings. 

 

The framework is represented in Table 15 below. 

 

Table 15: Respiratory Investment Approach 
 

Continuum of Care Year 1 Year 2 Year 3 

Prevention and health promotion 
 $100 000 $200 000  $200 000  

Screening and early detection $150 000   $300 000  $300 000 

Effective support, treatment 

rehabilitation and palliative care 
$600 000  $1 200 000  $1 200 000  

Responsive workforce $100 000 $200 000 $200 000 

Planning, innovation, and quality 

monitoring 
$50 000   $100 000  $100 000 

TOTAL  $ 1 000 000 $ 2 000 000  $ 2 000 000  
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10. GLOSSARY OF TERMS AND ABBREVIATIONS 

Acute  Severe or with sudden onset and short time span.  

Airways  Tubes that carry air into and out of the lungs.  

Alveoli  Tiny sac like air spaces in the lung where carbon dioxide and oxygen are 

exchanged. 

Asthma  A disease of the air passages that carry air in and out of the lungs.  Asthma 

causes the airways to narrow, the lining of the airways to swell and the cells that line 

the airways to produce more mucus.  These changes make breathing difficult and cause 

a feeling of not getting enough air into the lungs.  Common symptoms include 

shortness of breath, wheezing and excess mucus production. 

Bacteria  Infectious organisms (germs) that may cause bronchitis or pneumonia. 

Body Mass Index (BMI) A formula to assess body weight in relation to height.  

Weight in kilograms is divided by height in metres squared (kg/m2).  In western 

society, a person is considered overweight when his/her BMI is above 25, obese when it 

is above 30 and severely obese when it is above 35. 

Bronchiectasis  Chronic dilation of bronchi or bronchioles as a consequence of 

inflammatory disease or obstruction. 

Bronchioles  The smallest branches of the airways in the lungs; they connect to the 

alveoli (air sacs).  

Bronchitis   The irritation and inflammation of the lining of the bronchial tubes.  The 

irritation causes coughing and excess amounts of mucus in the airways which can lead 

to difficulty breathing.  Bronchitis is considered chronic when the person has a 

productive cough (coughs up mucus) and shortness of breath that lasts at least three 

months each year for at least two years in a row. 

Chronic  Continuing over a certain period of time; long term. 

Comorbidity  The presence of multiple disorders in one individual.  These 

simultaneous conditions may be independent of each other, or they may be correlated. 

Comorbidities often influence the risk of complications for surgery as well as overall 

prognosis. 

Continuum of Care   A comprehensive system of care that includes each of the 

following elements: disease prevention, health promotion, screening, early 

intervention, self management, acute care, rehabilitation, and (if necessary) palliative 

care services.  By providing continuity of care, the continuum focuses on prevention 

and early intervention for those who have been identified as high risk and provides easy 

transition from service to service as needs change. 

Chronic Obstructive Pulmonary Disease (COPD)   COPD is a general term for 

several lung diseases that includes chronic bronchitis, emphysema and chronic asthma.  
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COPD adds to the work of the heart, since the amount of oxygen that goes to the blood 

may be reduced.  The two primary causes of COPD are cigarette smoking and alpha1 

antitrypsin deficiency.  Air pollution and occupational dusts may also contribute to 

COPD, especially if the person exposed to these substances is a smoker.   

 

Alternative Names:  Chronic Obstructive Airway Disease, Chronic Obstructive Lung 

Disease. 

Continuous Positive Airway Pressure (CPAP) Machine  A breathing machine 

that provides pressure to keep the upper airways open during breathing.  This machine 

is often used for patients with obstructive sleep apnoea. 

Computed Tomography Scan (CT Scan)   A series of detailed pictures of areas 

inside the body taken from different angles; the pictures are created by a computer 

linked to an xray machine.  Also called computerised tomography and computerised 

axial tomography (CAT) scan. 

Cystic Fibrosis A serious genetic disease of excretory glands, affecting lungs and 

other organs; it causes production of very thick mucus that interferes with normal 

digestion and breathing. 

DHB  District Health Board. 

Diagnosis  The process of identifying the nature of a disorder. 

Dietitian  A health care professional who specialises in food and nutrition. 

Early Intervention  A process used to recognise warning signs for health problems 

and to take early action against factors that put individuals at risk.  Early intervention 

can help people get better in less time and can prevent problems from becoming worse. 

Emphysema   A lung disease that involves damage to the air sacs (alveoli).  The air 

sacs are unable to completely deflate (hyperinflation) and are therefore unable to fill 

with fresh air to ensure adequate oxygen supply to the body.  

Fine Needle Aspiration (FNA)  The use of a slender needle to remove fluid from a 

cyst or clusters of cells from a solid lump. 

Focussed Health Nurses83  Focussed Health Nurses demonstrate specialist 

knowledge and skills in the provision of clinical assessment, therapeutic interventions 

and evidence based treatment regimens, and referral to other health professionals to 

assist individuals who have a specific chronic disease process which has life altering 

implications to achieve optimal health. 

Focussed Health Nurses provide health services across the lifespan, working with 

individuals and their families in a variety of community and institutional settings.  They 

utilise specialist nursing knowledge, assessment skills, and judgement in the planning 

and provision of competent care, management, advice, advocacy and treatment. 
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Focussed Health Nurses’ practice has a holistic educative focus and may be 

preventative, curative, rehabilitative, or palliative, depending on the needs of the client 

and family and the setting in which care is given.  Care is provided in the context of 

facilitating self care practices to foster self determination and autonomy for the 

individual and their family/whanau. 

Gene  Segment of a DNA molecule and the fundamental biological unit of heredity. 

Genetic  Inherited through genes passed on by one or both parents. 

Health Promotion   A combination of educational, organisational, economic and 

political actions designed with consumer participation, to enable individuals groups 

and whole communities to increase control over and to improve their health through 

attitudinal, behavioural social and environmental changes.  While health promotion 

recognises that personal lifestyle factors have an important impact on the health of the 

individual, it places emphasis on changing the environment to enable optimum 

conditions for health and for behaviour change.   

Hypertension  Persistently elevated blood pressure; also called high blood pressure. 

Influenza   Upper respiratory viral illness characterised by fever, muscle pain, sore 

throat and non productive cough; often called flu. 

Intersectoral  Between sectors. 

Interstitial Lung Disease (ILD)  A common term that includes more than 130 

chronic lung disorders.  When a person has ILD, the lung is affected in three ways.  

First, the lung tissue is damaged in some known or unknown way.  Second, the walls of 

the air sacs in the lung become inflamed.  Last, scarring (or fibrosis) begins in the 

interstitium (or tissue between the air sacs), and the lung becomes stiff. 

 

Alternative Names: interstitial pulmonary fibrosis, pulmonary fibrosis, interstitial 

pulmonary fibrosis. 

Liverpool Care Pathway for the Dying Patient 2004 (LCP)   Is an 

internationally recognised, interdisciplinary document which provides an evidence 

based framework for the care of the 'imminently terminal' patient, their family and 

whanau.  It has been developed to transfer the hospice model of care into other care 

settings.  The Care Pathway philosophy reflects the endeavours of clinicians to bring 

together research, evidence, professional judgement and common sense to provide the 

very best care for their patients84. 

The LCP provides guidance on the different aspects of care required, including comfort 

measures, anticipatory prescribing of medicines and discontinuation of inappropriate 

interventions.  Additionally, psychological and spiritual care and family support is 
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included85. 

Lower Respiratory Tract  Trachea, bronchi, and lungs. 

Lung Cancer  Uncontrolled growth of abnormal cells in lung tissue. 

Maori  Indigenous people of New Zealand. 

Morbidity   Illness. 

Mortality   Death. 

Mould  A fungus; moulds are plants that make spores instead of seeds which float in 

the air like pollen.  They are a common trigger for allergies.  Moulds are found in damp 

areas, such as the basement or bathroom, as well as in the outdoor environment in 

grass, leaf piles, hay, and mulch. 

Mucus   A material produced by glands in the airways, nose, and sinuses. 

Obesity  When people have 20% (or more) extra body fat for their age, height, sex and 

bone structure, fat works against the action of insulin; BMI > 30 (see BMI). 

Objective  The end result a programme seeks to achieve. 

Obstructive Sleep Apnoea (OSA)  The most common form of  apnoea, caused by 

repetitive upper airway obstruction during sleep as a result of narrowing of the 

respiratory passages86. 

Alternative Names: Sleep Apnoea, Sleep Apnoea Syndrome. 

Ottawa Charter   The Ottawa Charter was presented at the first International 

Conference on Health Promotion (Ottawa 21 November 1986) to achieve Health for All 

by the year 2000 and beyond.  It outlined the ultimate ideal and vision of how the goal 

of health should be obtained through actions at various levels: global, national, 

community and individual.  

Pacific Peoples  The population of Pacific Island ethnic origin (eg, Tongan, Niuean, 

Fijian, Samoan, Cook Islands Maori and Tokelauan) incorporating people born in New 

Zealand as well as overseas. 

Palliative Care   The active total care of patients whose disease is not responsive to 

curative treatment. Palliative care seeks to improve patients’ quality of life by relieving 

physical, emotional, and spiritual pain for patients and their caregivers. 

Palliative Care Model   The Primary Health Palliative Care Service is a quality 

initiative in which Arohanui Hospice, Manawatu Independent Practice Association and 

general practice teams work together to provide an enhanced palliative care service.  

The service is targeted at patients diagnosed with terminal illness who have less than 12 

months to live. The project aims to ensure that patients receive quality, coordinated 

health care services. This pilot can be easily adapted to apply to the management of 

respiratory disease by building on the skills and expertise of interdisciplinary teams, 
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made up of both generalist and specialist services. The project looks to build on the 

skills and expertise of both generalist and specialist services to provide the best possible 

palliative care in the community.   

Pertussis  Also known as whooping cough, a bacterial infection of the respiratory tract 

characterised by short, convulsive coughs that end in a whoop sound when breath is 

inhaled. 

Pharynx   The back of the throat through which air passes when you inhale.  

Pneumonia A sudden infection of localised areas of the lungs. Pneumonia often 

accompanies bronchitis. 

Pneumococcus  The bacteria that most often cause pneumonia. 

Pneumovax   A pneumococcal vaccine  (trade name Pneumovax) effective against the 

23 most common strains of pneumococcus. 

Prevalence  The number of instances of a given disease or other condition in a 

population at a designated time.  Prevalence includes both new (incidence) and existing 

instances of a disease. 

Prevention  Eliminating or minimising exposure to the cause of disease, and 

maximising protective factors such as healthy lifestyle choices.   

Primary Health Care Nursing Professional Development Framework   

Strengthens the Primary Health Care Nursing Network to enable nurses to improve 

community health and wellness.  The objectives are to enable clinical nursing 

leadership in the Primary Health Care Nursing Network; influence MidCentral’s 

strategic direction and primary health care nursing workforce development; build 

capacity of primary health care nursing; foster an evidence based approach to practice; 

and utilise information technology to strengthen nursing networks87. 

Pulmonary Rehabilitation   A programme that can help one learn how to breathe 

easier and improve one’s quality of life.  It includes treatment, exercise training, 

education and counselling. 

Risk Factor  An aspect of personal behaviour or lifestyle, an environmental exposure, 

or an inborn or intended characteristic that is associated with an increased risk of a 

person developing a disease. 

 

Self Management  The individual’s ability to  manage the symptoms, treatment, 

physical and psychosocial consequences and life style changes inherent in living with a 

chronic condition. 

 

Sleep Apnoea  See Obstructive Sleep Apnoea. 
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Spirometry   A basic lung function test that measures how fast and how much air can 

be breathed out of the lungs.  Spirometry is frequently used to evaluate lung function in 

people with obstructive or restrictive lung diseases such as asthma or cystic fibrosis. 

Standardised Discharge Rate   Is the ratio of observed to expected discharge rates, 

multiplied by the overall national rate for all cases. 

Support Group   A group of people who share a similar problem or concern. The 

people in the group help one another by sharing experiences, knowledge, and 

information. 

Symptom  Any indication of disease noticed or felt by a patient; in contrast, a sign of 

an illness is an objective observation. 

Target  An intermediate result towards the objective that a programme seeks to 

achieve. 

Trachea   The main airway (windpipe) supplying air to both lungs. 

Treaty of Waitangi  The founding document of New Zealand. 

Triggers  Things that cause asthma symptoms to start or become worse. 

Tuberculosis (TB)   A highly contagious, bacterial disease which affects the lungs 

and other parts of the body; it can be treated with antibiotics. 

Upper Respiratory Tract   The nose and throat and trachea. 

Vaccine   A shot that protects the body from a specific disease or illness. 

Virus   A group of highly contagious infectious agents that cause a variety of colds and 

chest infections.  Viruses are not affected by antibiotics; however the influenza vaccine 

is effective against the influenza virus. 

Wheezing  The high pitched whistling sound of air moving through narrowed airways. 
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12. APPENDIX A - STAKEHOLDERS WHO HAVE 

PARTICIPATED 

This plan has been developed with the advice and knowledge of a large number of 

individuals, groups and organisations throughout MidCentral District. The table below 

acknowledges those who participated in this plan. 

 
PERSON ORGANISATION

Alistair  Watson MidCentral Health-Clinical Director, Internal Medicine

Alistair  Whyte Manawatu Community Pharmacy Group

Andrew Orange MIPA-Clinical Services Manager

Barry Keane Arohanui Hospice

Carol Hansen MidCentral Health-Physiotherapist

Cheryl Woolley Massey University-School of Psychology

Clare Oliver Manawatu Community Pharmacy Group

Denise White MidCentral Health-Clinical Nurse Specialist, Community

Fay Selby-Law MidCentral Health-Public Health Unit

Gill George Registered Nurse/Consumer

Guy Breakwell MidCentral Health, Professional Advisor, Psychology

Jack Boss Breathe Easy Support Group

Jackie Foss Te Wakahuia

Jackie Vanduin Cystic Fibrosis Support Group

Jane Rivers MidCentral Health-Public Health Unit

Jane Abel MIPA-Clinical Advisory Pharmacist

Janice Harrington Practice Nurse

Jeff Brown MidCentral Health-Clinical Director,Child Health

John Ramsey GP, Te Runanga O Raukawa

Joy Christison Funding Division-Acting Senior Portfolio Manager, Primary Health Care

Leigh Hikawai MidCentral Health-Director of Nursing Maori, Primary Health Care

Liz Elliot Practice Development Nurse

Maree Hoggard MidCentral Health-Respiratory Nurse Clinician

Marilyn Kelly Occupational Safety and Health Nurse

Marilyn McKay MidCentral Health-Public Health Unit

Marina Lambert MidCentral Health, Respiratory Nurse Clinician

Mike Hayhurst MidCentral Health, Respiratory Physician

Mike Short GP

Mitch Jennings Te Runanga O Raukawa

Natalie Hope MidCentral Health-Team Leader, Respiratory

Ngaitia  J Nagel Te Runanga O Raukawa-Whanau Tamariki Ora Nurse

Oriana  Paewai MidCentral Health-Maori Health Unit

Peter McGillivray Breathe Easy Support Group

Robert Holdaway MidCentral Health-Acting Director, Public Health Unit

Serena  Lewis Whakapai Hauora-Community Health Nurse

Shirley-Anne Gardiner Funding Division-Health Planner

Suzanne Carpenter Te Aroha Noa

Tui Hancock Te Runanga O Raukawa

Victoria Perry MidCentral Health-Clinical Nurse Specialist, Respiratory

Virginia  Signal Manawatu Cancer Society

Warren Nicholls GP/MidCentral Health GP Liaison 
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13. APPENDIX B - LUNG CANCER BURDEN PROFILE 

Gender - Male 

Lung cancer registrations for males average 41 registrations per annum.  Registrations 

dropped 29% (41 cases) from 1992-1994 to 1995-1997, then rose another 21% (21 cases)  

from 1995-1997 to 1998-2000. 

 

Lung cancer incidence for males in MidCentral District is 154 cases per 100 000 

population (1998-2000) compared with the national rate of 148 cases per 100 000 

population.  Nationally, the incidence of lung cancer in males is projected to fall to 38 

cases per 100 000 by 2011, whereas registrations are projected to fall albeit slowly 

because of the in increase in the ageing population.  MidCentral District’s incidence has 

increased from 129 cases per 100 000 population in 1995-1997–a 19% increase. 

 

The graph below shows the distribution of male lung cancer registrations by age over 

the period of interest. 
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Assessed against the WHOWP the standard morbidity rate for each of the ternary 

periods is 1.48 for 1992-1994, 1.10 for 1995-1997, and 1.30 for 1998-2000.  The table 

below shows the change in male lung cancer registrations over the period of interest. 

 

The Number of Lung Cancer Registrations [Male] 1992-2000 By Age 

Ca Lung [Male] 

Number of 

Registrations 

By Age 

Groupings 

1992-2000 1992-1994 1995-1997 % Change 1998-2000 % Change

15+ 143 102 -29% 123 21%

15-44 0 2 #DIV/0! 0 -100%

45-64 43 29 -33% 34 17%

65-74 49 41 -16% 64 56%

75-84 38 27 -29% 25 -7%

85+ 13 3 -77% 3 0%
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Groupings 

On average 97% of male lung cancer registrations occur in the 50+ years age group, and 

71% occur in the 65+ years age group.  The largest growth has occurred in the 65-74  

(49%) years age group, and notably there is a clear reduction in the 80+ (33%) year age 

groups from 1995-1997 to 1998-2000. 

Gender - Female 

Lung cancer registrations for females average 26 registrations per annum–37% less 

than the male registration rate.  Registrations grew 20% (13 cases) from 1992-1994 to 

1995-1997, and then grew a further 22% (17 cases) from 1995-1997 to 1998-2000.  

Female lung cancer registrations account for 39% of the total lung cancer registrations 

on average. 

 

Lung cancer incidence for females in MidCentral District is 116 cases per 100 000 

population (1998-2000) compared with the national rate of 91.5 cases per 100 000 

population.  Nationally, the incidence of lung cancer in females is projected to stabilise 

around current levels, although mortality rates are expected to rise making lung cancer 

the leading cause of death from cancer by 2011–ahead of breast and colorectal cancer. 

MidCentral District’s incidence has increased from 95 cases per 100,000 population in 

1995-1997–a 22% increase. 

 

The graph below shows the distribution of female lung cancer registrations by age over 

the period of interest. 
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Assessed against the WHOWP the standard morbidity rate for each of the ternary 

periods is 0.55 for 1992-1994, 0.68 for 1995-1997, and 1 for 1998-2000.  The SMR is 

clearly rising. 
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The table below shows the change in lung cancer registrations for females over the 

period of interest. 

 

The Number of Lung Cancer Registrations [Female] 1992-2000 By Age Groupings 

 

Ca Lung 

[Female] 

Number of 

Registrations 

By Age 

Groupings 

1992-2000 1992-1994 1995-1997 % Change 1998-2000 % Change

15+ 65 78 20% 95 22%

15-44 2 5 150% 6 20%

45-64 25 28 12% 30 7%

65-74 25 26 4% 30 15%

75-84 12 17 42% 24 41%

85+ 1 2 100% 5 150%  

 

On average 91% of female lung cancer registrations occur in the 50+ years age group, 

and 64% occur in the 65+ years age group.  Noticeably there has been growth in each 

age grouping over each three year period.  This is the first cancer discussed in this 

document showing this pattern.  Also females seem to be getting lung cancer earlier– 

the distribution is flatter and wider–as shown in the graph below. 

 

Comparison MidCentral District Lung Cancer Registrations 
by Gender 1998-2000
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14. APPENDIX C - RESPIRATORY GROUPING 

CLASSIFICATIONS AND ICD-10 CODES 

Grouping SubGrouping

J00 Acute nasopharyngitis [common cold]

J01.0 Acute maxillary sinusitis

J01.9 Acute sinusitis, unspecified

J02.0 Streptococcal pharyngitis

J02.8 Acute pharyngitis due to other specified organisms

J02.9 Acute pharyngitis, unspecified

J03.0 Streptococcal tonsillitis

J03.8 Acute tonsillitis due to other specified organisms

J03.9 Acute tonsillitis, unspecified

J04.0 Acute laryngitis

J04.1 Acute tracheitis

J04.2 Acute laryngotracheitis

J05.0 Acute obstructive laryngitis [croup]

J05.1 Acute epiglottitis

J06.0 Acute laryngopharyngitis

J06.8 Other acute upper respiratory infections of multiple sites

J06.9 Acute upper respiratory infection, unspecified

J42 Unspecified chronic bronchitis

J43.1 Panlobular emphysema

J43.9 Emphysema, unspecified

J44.0 Chronic obstructive pulmonary disease with acute lower respiratory infection

J44.1 Chronic obstructive pulmonary disease with acute exacerbation, unspecified

J44.8 Other specified chronic obstructive pulmonary disease

J44.9 Chronic obstructive pulmonary disease, unspecified

J45.0 Predominantly allergic asthma

J45.1 Nonallergic asthma

J45.9 Asthma, unspecified

J46 Status asthmaticus

J47 Bronchiectasis

Cystic fibrosis E84.0 Cystic fibrosis with pulmonary manifestations

E84.1 Cystic fibrosis with intestinal manifestations

E84.8 Cystic fibrosis with other manifestations

E84.9 Cystic fibrosis, unspecified

Influenza and Pneumonia J10.1 Influenza with other respiratory manifestations, influenza virus identified

J11.0 Influenza with pneumonia, virus not identified

J11.1 Influenza with other respiratory manifestations, virus not identified

J11.8 Influenza with other manifestations, virus not identified

J12.0 Adenoviral pneumonia

J12.1 Respiratory syncytial virus pneumonia

J12.9 Viral pneumonia, unspecified

J13 Pneumonia due to Streptococcus pneumoniae

J14 Pneumonia due to Haemophilus influenzae

J15.0 Pneumonia due to Klebsiella pneumoniae

J15.1 Pneumonia due to Pseudomonas

J15.2 Pneumonia due to staphylococcus

J15.4 Pneumonia due to other streptococci

J15.5 Pneumonia due to Escherichia coli

J15.6 Pneumonia due to other aerobic Gram-negative bacteria

J15.7 Pneumonia due to Mycoplasma pneumoniae

J15.8 Other bacterial pneumonia

J15.9 Bacterial pneumonia, unspecified

J16.8 Pneumonia due to other specified infectious organisms

J18.0 Bronchopneumonia, unspecified

J18.1 Lobar pneumonia, unspecified

J18.8 Other pneumonia, organism unspecified

J18.9 Pneumonia, unspecified

J61 Pneumoconiosis due to asbestos and other mineral fibres

J67.9 Hypersensitivity pneumonitis due to unspecified organic dust

J68.0 Bronchitis and pneumonitis due to chemicals, gases, fumes and vapours

J68.4 Chronic respiratory conditions due to chemicals, gases, fumes and vapours

J69.0 Pneumonitis due to food and vomit

J70.1 Chronic and other pulmonary manifestations due to radiation

J70.8 Respiratory conditions due to other specified external agents

J20.1 Acute bronchitis due to Haemophilus influenzae

J20.8 Acute bronchitis due to other specified organisms

J20.9 Acute bronchitis, unspecified

J21.0 Acute bronchiolitis due to respiratory syncytial virus

J21.8 Acute bronchiolitis due to other specified organisms

J21.9 Acute bronchiolitis, unspecified

J22 Unspecified acute lower respiratory infection

Acute upper respiratory 

infections

Chronic lower respiratory 

diseases

Lung diseases due to 

external agents

Other acute lower 

respiratory infections
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Grouping SubGrouping

Other diseases of pleura J90 Pleural effusion, not elsewhere classified

J93.0 Spontaneous tension pneumothorax

J93.1 Other spontaneous pneumothorax

J93.8 Other pneumothorax

J93.9 Pneumothorax, unspecified

J94.8 Other specified pleural conditions

J95.0 Tracheostomy malfunction

J95.2 Acute pulmonary insufficiency following nonthoracic surgery

J95.4 Mendelson's syndrome

J95.8 Other postprocedural respiratory disorders

J95.9 Postprocedural respiratory disorder, unspecified

J96.0 Acute respiratory failure

J96.1 Chronic respiratory failure

J96.9 Respiratory failure, unspecified

J98.0 Diseases of bronchus, not elsewhere classified

J98.1 Pulmonary collapse

J98.2 Interstitial emphysema

J98.4 Other disorders of lung

J98.5 Diseases of mediastinum, not elsewhere classified

J98.8 Other specified respiratory disorders

J98.9 Respiratory disorder, unspecified

J30.4 Allergic rhinitis, unspecified

J31.0 Chronic rhinitis

J31.2 Chronic pharyngitis

J32.0 Chronic maxillary sinusitis

J32.1 Chronic frontal sinusitis

J32.2 Chronic ethmoidal sinusitis

J32.3 Chronic sphenoidal sinusitis

J32.4 Chronic pansinusitis

J32.8 Other chronic sinusitis

J32.9 Chronic sinusitis, unspecified

J33.0 Polyp of nasal cavity

J33.8 Other polyp of sinus

J33.9 Nasal polyp, unspecified

J34.0 Abscess, furuncle and carbuncle of nose

J34.1 Cyst and mucocele of nose and nasal sinus

J34.2 Deviated nasal septum

J34.3 Hypertrophy of nasal turbinates

J34.8 Other specified disorders of nose and nasal sinuses

J35.0 Chronic tonsillitis

J35.1 Hypertrophy of tonsils

J35.2 Hypertrophy of adenoids

J35.3 Hypertrophy of tonsils with hypertrophy of adenoids

J35.8 Other chronic diseases of tonsils and adenoids

J35.9 Chronic disease of tonsils and adenoids, unspecified

J36 Peritonsillar abscess

J37.0 Chronic laryngitis

J38.01 Paralysis of vocal cords and larynx, unilateral, partial

J38.1 Polyp of vocal cord and larynx

J38.2 Nodules of vocal cords

J38.3 Other diseases of vocal cords

J38.4 Oedema of larynx

J38.5 Laryngeal spasm

J38.6 Stenosis of larynx

J38.7 Other diseases of larynx

J39.0 Retropharyngeal and parapharyngeal abscess

J39.1 Other abscess of pharynx

J39.2 Other diseases of pharynx

J39.8 Other specified diseases of upper respiratory tract

J39.9 Disease of upper respiratory tract, unspecified

J40 Bronchitis, not specified as acute or chronic

J80 Adult respiratory distress syndrome

J81 Pulmonary oedema

J82 Pulmonary eosinophilia, not elsewhere classified

J84.1 Other interstitial pulmonary diseases with fibrosis

J84.8 Other specified interstitial pulmonary diseases

J84.9 Interstitial pulmonary disease, unspecified

Other diseases of the 

respiratory system

Other diseases of upper 

respiratory tract

Other respiratory 

diseases principally 

affecting the interstitium
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Grouping SubGrouping
J85.0 Gangrene and necrosis of lung

J85.1 Abscess of lung with pneumonia

J85.2 Abscess of lung without pneumonia
J85.3 Abscess of mediastinum

J86.0 Pyothorax with fistula

J86.9 Pyothorax without fistula
Tuberculosis A15.0 Tuberculosis of lung, confirmed by sputum microscopy with or without culture

A16.0 Tuberculosis of lung, bacteriologically and histologically negative

A16.2 Tuberculosis of lung, without mention of bacteriological or histological confirmation

A16.9 Respiratory tuberculosis unspecified, without mention of bacteriological or histologica
A17.0 Tuberculous meningitis (G01*)

A17.8 Other tuberculosis of nervous system

A18.0 Tuberculosis of bones and joints
A18.1 Tuberculosis of genitourinary system

A18.2 Tuberculous peripheral lymphadenopathy

A18.4 Tuberculosis of skin and subcutaneous tissue
A19.9 Miliary tuberculosis, unspecified

Suppurative and necrotic 

conditions of lower 

respiratory tract
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15. APPENDIX D - CURRENT SERVICES AND PROVIDERS 

General Practice Teams88 

General Practice Teams include general practitioners and practice nurses and are a 

significant first point of contact for people with undiagnosed or diagnosed respiratory 

illness. 

 

General practice teams do the vast majority of respiratory management, ie, the 

assessment of risk profiles, lifestyle change,  diagnosis, management and ongoing 

follow up.   

General Practitioners 

There are approximately 110 general practitioners in MidCentral District. While 

MidCentral District as a whole is close to the New Zealand average for GP FTE per 100 

000 population, the distribution is uneven with a higher proportion in Palmerston 

North and a lower proportion in rural areas. 

 

There are three Independent Practice Associations (IPAs) in MidCentral District 

covering the majority of practising GPs.  They are MIPA (Manawatu IPA), TIPA 

(Tararua IPA)  and The Doctors89. 

Maori Health Providers 

There are five contracted Maori Health providers in the region offering a range of 

services including Maori Mobile Disease State Management (Focused Health) Nurses 

and smoking cessation programmes.  They are: 

 

• Te Runanga O Raukawa Inc–from Otaki to Bulls on the west coast 

• Whakapai Hauora–Palmerston North 

• Te Wakahuia–Palmerston North 

• He Puna Hauora–Palmerston North 

• Te Kete Hauora O Rangitane O Tamaki Nui-a-Rua–Dannevirke. 

MidCentral Health  

MidCentral Health provides a range of medical services on an inpatient, day patient or 

outpatient basis for patients who present with either an acute, arranged or elective 

indication.  A full range of medical subspecialty services is provided locally.  Some 

patients are referred to other hospitals for higher-level tertiary services as is clinically 

indicated. 

 

District Nursing Services 

The District Nursing Service provides a comprehensive range of specialised nursing 

services to patients in the primary care setting throughout MidCentral District.  These 

                                                        
88

 MidCentral DHB (October 2001) An Assessment of the Health Needs in the MidCentral DHB Region  pp 30-32 
89 MidCentral DHB (2003) Referred Services Strategy for MidCentral District Discussion Document pg 12 
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services are available 24 hours a day.  In partnership with inpatient, outpatient and 

primary health care providers, the District Nursing Service provides an advanced 

clinical nursing role in patients home in order supports timely transition of patients 

and continuum of care for the following groups of patients: 

• Patients whose health care needs can not be meet by a generalist medical or 

nursing service alone;  and 

• for whom without specialist nursing services are at risk of further deterioration; 

and 

• for whom providing care in the community would not further compromise their 

health.   

 

Specialist District Nursing services include: 

• Assessment; risk, health need, functional ability, environmental, social support 

• Nursing care and support 

• Education and information 

• Palliative care 

• Symptom management 

• IV therapy 

• Enteral feeding 

• Wound assessment and care 

• Rehabilitation 

• Personal care 

• Ostomy/continence services 

• Complex condition management 

• Care coordination  

• Discharge planning. 

 

As the District Nursing Service generally provides episodic, intensive, and short term 

care, it is committed to working in partnership with patients their families and other 

health care providers in order to optimise continuity of care across the continuum.   

Hospital in the Home (HITH) 

The HITH service is based on the premise that health care and treatment provided in 

the patient’s home could be, at least for certain conditions, similar or better than that 

provided in the hospital environment.   The patient group is those with health care 

needs that: 

• cannot be met by a generalist medical or nursing service alone, and 

• without specialist nursing services are at risk of further deterioration, 

and 

• providing care in the community would not further compromise their 

health. 

 

The goals of Hospital in the Home Service are to prevent avoidable admission to, or 

enable early discharge from hospital, provide support to people with long term or 

chronic personal health problems, and promote self care and independence.  HITH 
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keeps infectious patients out of hospital and prevents exposing patients to harmful 

organisms. Patients are also more accessible to family and friends and hospital beds are 

freed up for elective procedures. 

 

Respiratory Services 

MidCentral Health Respiratory Services provide a specialist medical, nursing and 

technical link across the acute and the primary health care setting in MidCentral 

District.  

 

The service is modelled on a multi disciplinary approach and involves a number of 

expert health professionals.  These include: Respiratory Physicians (two) and a 

Respiratory Registrar, providing consultant physician services for inpatient and 

outpatient services, Respiratory Nursing Service (includes a Clinical Nurse Specialist, 

two Respiratory Nurse Clinicians and a Respiratory Clinic Nurse).  The respiratory 

nursing service currently provides a case management role targeting those patients 

with complex chronic respiratory disease such as asthma, COPD and pneumonia and 

provides a link between the acute services and patient’s home.  The service also delivers 

the domiciliary oxygen service across the District and currently a limited Pulmonary 

Rehabilitation Service in Palmerston North.  The Respiratory Technician and two 

Respiratory Sleep Technicians provide specialist respiratory testing  and a Sleep 

Disordered Breathing Service as well as the management of Non Invasive Ventilation 

for  inpatient and outpatient.   

 

Other Providers and Services 

• Health promotion services 

• Paediatric home care 

• Residential Care providers 

• Medlab 

• Occupational Safety and Health 

• Sport Manawatu 

• Smoking cessation services including MidCentral Health’s smoking 

cessation service and Quitline  

• “Breathe Easy” Support Group.  A support group meeting monthly 

mainly for older people providing support and education.  

• Occupational health services 

• Physiotherapy. 

 

Palliative Care Services 

Specialist palliative care is provided through MidCentral Health’s hospital Palliative 

Care team and through Arohanui Hospice. 
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Pharmacy 

The pharmacist is an integral part of the health care team.  The practice of pharmacy 

includes the custody, preparation and dispensing of medicines and pharmaceutical 

products, the provision of advice on health and well-being, including health screening, 

and the selection and provision of non prescription medicine therapies and therapeutic 

aids.  The pharmacist acts as a medicines manager, ensuring safe, quality use of 

medicines and optimising health outcomes by contributing to the selection, prescribing, 

monitoring and evaluation of medicine therapy.  The pharmacist researches 

information and provides evidence based advice and recommendations on medicines 

and medicine related health problems to patients, their carers and other healthcare 

professionals.  Pharmacy is an essential part of the healthcare system in New Zealand90. 

Primary Health Organisations 

Funded by District Health Boards, Primary Health Organisations (PHOs) work with 

their communities to provide primary health care services for their enrolled 

populations.  PHOs will improve coordination between primary and secondary care and 

develop closer links between communities and primary health care providers such as 

GPs, practice nurses and Maori health providers.  Currently there are four established 

PHOs in MidCentral District: 

• Tararua PHO–Established 1  July 2003, it has an estimated enrolled population 

of 15 500 

• Otaki PHO–Established on 1 April 2004, it has an estimated enrolled 

population of 5 500 

• Horowhenua PHO–Established on  1 July 2004, it has an estimated enrolled 

population of 23 000 

• Manawatu PHO–Established 1 January 2005, it has an estimated enrolled 

population of 94 000. 

 

Public Health Services 

The Public Health Regulation Team provide health protection services covering 

notifiable, communicable and vaccine preventable diseases, environmental health 

related risks and issues, including investigation, screening, surveillance and monitoring 

(for both MidCentral and Whanganui District Health Boards). 

 

• Environmental Health–includes air quality, asbestos removal, biosecurity and 

quarantine, contaminated land sites, drinking water supplies, resource 

management, emergency planning, sewage and waste management. 

• Communicable disease control relating to individual case and outbreaks–  

District links with respiratory and secondary care services for control and 

monitoring of tuberculosis, meningococcal disease, rheumatic fever and vaccine 

preventable diseases. 

                                                        
90

 The Pharmacy Council of New Zealand 
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• Tobacco control– to promote smoke free lifestyles and smoking cessation, QUIT 

programmes, and monitor smoke free policies and complaints. 

• Alcohol harm reduction–undertake liquor licensing inspections and process 

applications.  Promote host responsibility and safe driving environments. 

Public Health Nurses 

Public Health Nurses work in early childhood centres and primary and secondary 

school settings providing health promotion to support teachers working in the health 

curriculum.  Public Health Nurses are trained to be able to assist schools with asthma 

education, planning and resources to meet the criteria for the Asthma Friendly Schools 

(AFS) initiative.  There are to date 17 schools which have adopted the AFS policy.  

Public Health Nurses also provide penicillin prophylaxis to children with chronic 

rheumatic fever. 

 

Health Promoting Schools offers training and professional development for health 

providers who have involvement with the schools and for those within the education 

sector.  This whole school initiative links with teacher training, professional 

development and the Ministry of Education to ensure consistent messages in areas of 

curriculum, school culture, policies and community involvement.  The Health 

Promoting Schools Advisor works alongside the Public Health Nurses promoting best 

practice such as physical activity and nutrition in the school setting. 
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