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by Penny St John, PHA
Tino Lelei means healthy body-shape or

shapelyPacificans – notan easy task to achieve,
especially with the rapidly changing lifestyles of
all New Zealanders, including people from many
different Pacificcountries. In comparing the main
ethnicities within the general population of New
Zealand, the prevalence of obesity was found to
behighest inPacificandMaoriadultswith upto 75
percentof thePacificethnicpopulation estimated
as either overweight or obese as measured by
bodymass index,BMI(NationalNutrition Survey,
1997). In the same survey, up to 47 percent of
Pacific women and 26 percent of Pacific men
were also reported as obese.

But are Pacific people really obese or do they
just have different body composition and excess
fat distribution? According to Swinburn, et al.,
(1999) Pacific Islanders, Maori and Samoan
people living in New Zealand are different to
Europeansin theirbodycompositionasmeasured
by dualX-ray absorptiometry.These differences
were also demonstrated ina comparison studyof
body fatness using isotope dilution between

Polynesian andNewZealand women (Rush etal,
1997) and children (Rush, Puniani et al, 2003).
This means that for the same weight and height,
Maori and Pacific people have less fat than
European but this does not mean that they have
better health – just that the same standards
cannot be applied to every group.

PIFNAG was born out of concern by Pacific
health professionals and community leaders
about changes in lifestyle and the epidemic of
increased body fatness. Based in Auckland,
PIFNAG is made up of dieticians, nutritionists,
community health workers, community leaders,
nurses, researchers and social scientists.
PIFNAG is a voluntary organisation that runs on
the passion and commitment of its members, as
well as the goodwill of employers who allow their
staff to take part in its activities.

The Chairperson, Tongan ‘Eseta Finau, says
PIFNAGwasformedbecausethere wasnoPacific
organisation to deliver messages and facilitate
communication and linkswithPacificcommunities
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in New Zealand. It also asks questions about the
social meaning of scientific data on behalf of
Pacificans. PIFNAG was part of the Pacific
Advisory Committee to the Children’s National
Nutrition Surveyand iscurrently a memberof the
Working Groupfor theDevelopmentofa National
Food Guide Model, as well as the Healthy Eating
and Healthy Action Co-ordinating Group, and
Obesity Action Coalition.
PIFNAG also plays a key role with Agencies for
Nutrition Action in organising national fono
(meetings) where providers, church and
community leaders are given information, about
the relationshipsbetween obesity, foods, families
and physical activity. Pacificans and other New
Zealanders from throughout Aotearoa attended
these gatherings and the Pacific network was
supported .

“People are usually very shy at these fono but
last year we had an elderly Niuean leader get up
and demonstrate his aerobic moves. We were
very impressed with this show of trust and
confidence.”

As Pacificans, the traditional Polynesian
concept of Big is Beautiful, signifying family,
culturalstatus, wealth and identitystill dominates
thePacifican’sperceptionofbodyshape. PIFNAG
hasto gentlychallenge thosetraditionalconcepts
by talking about health outcomes and stressing
the benefits of physical activity without
contravening imagesand sociallyaccepted ideas
of Pacificans life.

An example would be physical activity without
undue emphasis on weight. PIFNAG talks more
about parking the car further from the shops,
walkingup thestairs and vacuuming thehouse to
tone up your tino lelei rather than referring to
exercise. Aprevious studyof Tongans found that
exercise was defined as meaningless use of
energy.

A Cook Island nutritionist Ta’i Matenga-Smith
pointsout thatanothermajorbenefit ofPIFNAGis
that people from various professional
backgrounds can come together and discuss
Pacific nutrition and physical activity issues.

“We are from different Pacific countries with
varied cultures but PIFNAG brings us together

professionally. Itmeanswedon’t feel isolated and
lonely in our work”

Bringing about change is a challenge with
only a small number of Pacific nutritionists and
dieticiansworking in New Zealand. It’s estimated
that thereare fourNewZealandregistered Pacific
dieticians and one nutritionist in New Zealand.
Encouraging Pacificpeople to train in these areas
is another key goal of the group, as well as
professional update and support to members.

PIFNAG is also regularly consulted by groups
carrying out research on Pacificans. However,
PIFNAG members have reservations about this
process. Often researchers frequently look to
PIFNAG to sign off research, without involving
Pacific people in the design and development of
the research proposal.

“We are asked to sign off on research which
does not necessarily reflect the views of Pacific
people. PIFNAG members agreed that in the
future, we will onlyget involved in research if they
are involved at the beginning and are included as
researchers on the research teams.”

Although PIFNAG is voluntary, ‘Eseta says the
organisation has now become an incorporated
society and is at a point where a paid coordinator
would allow PIFNAG to expand and become
more effective. At the moment it isa labourof love
with membersdonating considerable amountsof
time to improving the tino lelei of Pacificans in
NewZealand.
Contact pha.media@actrix.co.nz

continued from page one

Kasalanaita Puniani, ‘Eseta Finau, Ta’i Matenga-Smith

.....PIFNAG
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European Medical Associations’

Building Capacity for Tobacco Control

INTERNATIONAL NEWS

Trish Fraser, Director, Global Public Health
As we celebrate the New Zealand government

banning smoking in barsand restaurants,we can
be proud of our achievements in building healthy
public policy in this country. Meanwhile, much of
Europe languishes in the dark ages with hazy,
smoky environments and the tobacco industry
targets the transitionaleconomies of Central and
Eastern Europe. It isheartening,however, to see
medical associations in Europe being active in
tobacco control. (British MedicalAssociation and
other countries such as Sweden have a strong
record on this activity). Perhaps it is a model that
medical associations in thesouthern hemisphere
could well consider imitating.

Rationale for EMAConference
A conference was hosted by the BMA’s

Tobacco Control Resource Centre (TCRC) in
collaborationwith theEuropean Forumof Medical
Associations’ Tobacco Action Group.

New European Commission policies on
tobacco,theWHOEuropeanStrategyforTobacco
Controlandthe recentadoption andratification of
the WHO Framework Convention on Tobacco
Control (FCTC)haveall set the sceneforeffective
policies for tobacco control at a national and
international level.Akeyactivityof the TCRCis to
develop and build capacity for tobacco control
among European medical associations. The
rationale behind this was to give organisations
representing medical professionals (the scope
didn’t bring in other health professional
organisations) some practical tools to make a
realcontribution to tobacco control,particularlyat
a national level.1

rationale forconference
The main objectives of the conference were to

providedelegateswith information on: the nature
and scale of theEuropean tobacco epidemic;up-
to-dateevidenceonthehealth impactsof smoking
and passive smoking; the nature of tobacco

dependenceand evidence-basedapproaches to
its treatment; international evidence on effective
strategies to help smokers stop, including
populationbasedand individualapproaches;case
studies illustrating how smoking cessation can
be promoted throughout the healthcare system;
key provisions of a comprehensive national
tobacco control programme; WHO tobacco
policies and the FCTC; strategies used by the
tobacco industry in promoting tobacco use; the
roleof doctorsand theirprofessionalassociations
in tobacco control; key considerations for
communicating with the media; the nature of the
policy-making process, and strategies for
influencing decision makers and the role of
education and professional development in
enhancing the contribution of the medical
profession to tobacco control.

In addition, it was also expected that the
delegates would identify opportunitiesto improve
smoking cessation; encourage the
implementation of the FCTC and communicate
with the public, the media and policy makers.2

Keymessagesfrompresenters
Professor Sir Richard Peto gave a keynote

presentation on the Europeantobacco epidemic.
His three main messages were: the risk for
smokers is BIG; ¼ are killed in MIDDLE age (35-
69), losing many years; and most importantly
STOPPING smoking works.

The second session focused on tobacco and
health with an overview of the health effects of
smoking3 and secondhand smoke.4 Again there
was an emphasis on quitting and also creating a
world where people do not want to smoke.

Professor Robert West concluded in the
tobacco dependence session that cigarette
smoking in most people fulfils the criteria for
addiction.5 This was followed by New Zealand’s
own Dr Hayden McRobbie, (returning to live in
Auckland in January, 2005), who informed the

continued from page four
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continued from page three

continued on page ten

......European Medical Associations’BuildingCapacity for Tobacco Control

INTERNATIONAL E NEWS

audience that the best service their patients who
smoke can be offered isbehaviouralsupport and
medication.6

We heard from Dr Kerstin Schotte from WHO
thatunless current smokers quit, tobacco deaths
will rise dramatically in the next 50 years.7 A mix
ofpopulationandindividualapproachesisrequired
to reverse this rise. National no smoking days8

and quitlines9 were highlighted as effective
population strategieswith keymessages offered
to practitioners by Sally Haw. According to Ms
Haw, the primaryobjective ofhealth professionals
should be to encourage smokers who want to
quit, to use the most intensive form of support
available from specialist smoking cessation
services.10

We heard that intensive interventions are
moreeffective thanbrief interventionsand should
be used when resources permit, but every
smoker should be offered at least a minimal or
brief intervention.11 Smoking cessation and
tobacco-free health facilities are an integral part
of health from primarycare through to secondary
care to ensure smokefree leadership in the
community, which will not only protect the health
of staff butencourage quit activity inhospitalsand
the community.

Evidence based public policies on tobacco
covered tobacco taxation, advertising bans,
smokefree workplaces including hospitality
venues, warning labels, cessation support and
the control of smuggling. Ireland was the ‘gold
standard’ forsmokefree publicplaces, asthe first
country in the world to ban smoking in bars and
restaurants. New Zealand could learn from the
Irish examplewhere enforcementhasbeena key
to the success of the ban.

The strength of tobacco taxation as preventive
medicinewas highlighted12 . The delegates were
particularly encouraged to advocate for
hypothecationof taxrevenue forhealthpromotion.
This is a strategy that perhaps is worth putting to
the top of our agenda in New Zealand again,
particularly for funding smoking cessation. It is
several years since we advocated for a tied tax.

A key session on doctors making a difference

began with a presentation from Sir Richard Doll
on ‘Doctors and Tobacco: the first fifty years’. Sir
Richard,nowaged 91yearsold,and Bradford Hill
made the momentous discovery that smoking
wasa cause of lungcancer backin the early ‘50s.
The Rt Hon Frank Dobson an MP who had been
Secretary of State for Health in the late ‘90s was
inspiring in his plea for doctors to take up the role
of advocacyand to lobbypoliticians.Hismessage
was thatpoliticiansdo listen to doctors.13 This fits
very much with our experience in New Zealand
withDoctorsforaSmokefreeNewZealandplaying
a very influential role with the politicians in regard
to the health effects of exposure to secondhand
smoke.

Sir AlexanderMacara, Chairof the UK National
Heart Forum followed with an emphasis on the
importanceofnationalmedicalassociationstaking
a leading role in tobaccocontrol.Thefinal session
of day two kicked off with practical advice for
doctors on getting the message across, and
working with the media.14

And so to the final presentations of the
conference on educating medical professionals
for tobacco control. Tobacco control should be
part of undergraduate,15 postgraduate and
continuingmedicaleducation;16 medical journals
are important vehicles for tobacco control,17 and
there is a need for doctors to build coalitions with
other health professionals.18

Conference outcomes
The conference highlighted the special roles

and responsibilities of doctors and their
professional associations in taking action on
tobacco, including both smoking cessation and
tobacco control. The European Medical
Association hasled the waywith this conference,
it is now up to the national medical associations
and doctors to pick up ‘the baton’ and run with it,
by taking action against tobacco in their own
countries.
References

1 EuropeanMedicalAssociations.CapacityBuild-
ing for Tobacco Controlprogramme.21-23 Octo-
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Canterbury PHA Annual Seminar

by Penny St John, PHA
“Arriving in a new country as a refugee is like

arriving as a new born baby. We come without
clothes, without baggage. We come without
knowledge about the world in which we find
ourselves, without the language to find out. We
are totally dependent on the goodwill of those
around us to ensure that we survive, and also for
the quality of that survival.” Refugee Woman-
Refugee Health Care, A Handbook for Health
Professionals.

Lines of old army barracks are a temporary
homeforrefugeesstayingat theMangereRefugee
ResettlementCentre.Oneof thesestarkbarracks
is also the workplace of public health nurse
Christine Tildesley whois employed by Auckland
RegionalPublicHealthto screenrefugeesarriving
in the country. Refugees have a blood test,
including a full blood count, liver function tests,
iron studies, serology for hepatitis B and C, HIV
and other infections. They have a midstream
urine and faecalspecimens. Women are offered
cervical smears. All adults 16 years and over,
unless they are pregnant, have a chest x ray.
Children witha positivemantoux testare referred
to the Children’s TB clinic.

However the job is far more complex than
simplyscreeningrefugees.Most refugeeshaven’t
seen a doctor for years and are sick when they
arrive witha numberof healthproblems.Christine
says many refugees develop flu-like illnesses
and gastritissoon after arrival, probably because
of the upheavalof moving to a new countrywith a
different climate

Women and children coming out of camps
haven’t eaten properly for some time and iron
deficiency and malnutrition are common, she
says. The health clinic is also seeing large
numbers of Muslim women with vitamin D
deficiency caused by wearing burqhas which
prevent sunlight reaching the skin.

“We are also seeing some undersize babies
and youngchildren.Fiveyearoldrefugee children
who are the size of two year olds face problems

when they start school in New Zealand.”
Faced with these overwhelming health issues,

public health nurses must be experienced,
adaptable and learn to identifyproblems quickly.
Christine has been a public health nurse for 13
years and says her background, especially in
childprotectionwork,hasgiven herthe experience
to tackle refugee health. When the refugees first
arrive in a group of about 150, Christine uses the
opportunity tomake aquickassessmentof urgent
health needs to sort out what needs dealing with
as a priority.

On one occasion,a groupof acutely ill refugees
refused to eat or take medication from dawn to
sunset during Ramadhan. The team brokered a
compromiseand persuadedmostof the refugees
to eat and take their medication during the night.

“We are respectful of people’s culture. We
also talk to the women aboutequal rights for men
and women.

The job is a co-ordinating role between
agencies, such as Auckland Refugees as
Survivors, which is a specialist mental health
service for refugees. Christine also says it is a
holistic role because you have to look at the
dynamics and health of the entire family and
ensure all their problems are being addressed.

If the refugees settle in Auckland, they are
continued on page six

AOTEAROA NEWS

Refugee health -

challenges for public health nursing

Recently arrived refugee Mother and child from
Burundi
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DIRECTOR’S COLUMN

INTERNATIONAL NEWS

by Noeline, manager, PHA
Earlier this year the PHANZ was approached

to assist with information on the formation of a
Public Health Association in Vietnam. We were
pleased to recommend a long time member,
John F Smith, and provide literature.

Members of the Vietnam Public Health
Association visited NewZealand in December to
visit the Auckland School of Population Health.
Professor Le Vu Anh, Dean of Hanoi School of
Public Health; Dr Phan Van Tien, Vice Dean of
Hanoi School of Public Health; Dr Nguyen Huy
Quang, Acting Head of Scientific Research &
InternationalCooperation Department;Dr Duong
Huy Lieu, Director of Planning and Financial
Department – SRV Ministry of Health, used the
opportunity to meetwith PHANZPresident Marty
Rogers, and Vice President Dallas Honey to
share information on our organisations. A quick
visit to Wellington followed to find out how the
national office is run. Wellington branch hosted
the visitors at a dinner where lots of photographs
were taken and business cards exchanged. It
was suggested at the dinner that PHANZ has a
reciprocalarrangementwith VPHAforconference
registrations. PHANZ reciprocates a registration
to conference with America PHA and two
registrations with Australia.

The World Federation of PHAs’ urges the
formationof PHAs in all countries to help improve
the health of all people of the world. PHANZ is
delighted with the formation of theVietnam PHA.

Visit by Vietnam

Public Health Association

Contact: pha@actrix.co.nz

visited by a public health nurse. One of these
nurses isMaureen Hathaway.Maureen receives
a copy of the refugee’s health notes and visits to
ensure serious health problems haven’t arisen.
Sometimes the stress of relocation means TB
infection can develop into TB and Maureen also
ensures TB patients are taking their medication
correctly.

“Concerns about the health status of refugees
are misplaced because this group is very
thoroughly screened. Iwould have much greater
worries about some other groups in the
community.”

Another part of Maureen’s job is ensuring
refugeesare registeredwith a GP. She says cost
is a major problem here, along with the fact the
GPs do not have access to good translation
services. Maureen says the public health nurses
have access to a high quality Auckland DHB
interpretingservicebutGPs facehugefrustrations
getting interpreters.

“Frequently they are forced to rely on other
family members, which raises issues about
confidentiality and accuracy of interpretation.
Children can also be put in the position of
translating sensitive women’s health problems.”

Interpreters visit refugees’homeswith Maureen
and together they sift through piles of paperwork
and explain hospital appointments and
procedures. Maureen has the highest regard for
interpreters,many of whomspend large amounts
of unpaid time helping new arrivals.

Are public health nurses seen as big brother
by refugees who come from countries where
authorities are feared? Maureen says most
refugees appear profoundly grateful for the help
and she is sometimes overwhelmed by the way
families welcome her visits. Frequently Christine
is invited to English language graduations at
Selwyn College and she says the joy of the job is
seeing sick traumatised arrivals blossom and
find their place in New Zealand society.
Contact: pha.media@actrix.co.nz

AOTEAROA NEWS

......Refugee health challenge

continued from page five

Noeline Holt at PHA National Office with visitors
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CONFERENCE NEWS

by Noeline Holt, manager, PHA
Planning for conference 2005 at Wellington is

well underway with major keynote speakers
confirmed as follows:
Shane Houston isAssistant Secretary,Office of
AboriginalHealth,Family and Social Policyat the
Department of Health and Community Services
in Darwin.He isone of the mostsenior Aboriginal
officers in the public health sector and has held a
number of posit ions involving strategic
developmentandpurchasing ofAboriginalhealth
services.
Stephen Platt is Director of the Research Unit in
Health, Behaviour and Change (RUHBC) at the
University of Edinburgh. His current research
interests include investigating the health impact
of organisational change and the reduction of
health inequalities. For more than 25 years
Stephenhaspursued aresearch interest inmental
health and suicidal behaviour.
Professor Cesar G. Victora, Professor of
Epidemiologyat theFederalUniversityof Pelotas
inBrazil.Cesarhasconductedextensiveresearch
in the fields of maternal and child health and
nutrition,equity issuesandtheevaluationofhealth
services.Forseveralyears,he hasworked closely
with UNICEF and with the World Health
Organisation (WHO), where he serves as an
Expert in Maternal and Child Nutrition, and as a
Member of the Advisory Committee on Health
Research.
Associate Professor Michael Levy is Director
of the Centre for Health Research in Criminal
Justice. Michael is a founding member of the
Australian Council for Prison Health Services. In
2003 he was invited by the Council of Europe,
Committee forthe Preventionof Torture, to review
prison health services in Hungary, and he led the
Thematic Review of the Western Australian,
Department of Justice Health Service in July
2004.

Making the Links for Public Health”
Public Health Association of New

Zealand Conference
Wellington,NewZealand

Date: 6-8 July 2005
www.pha.org.nz

Making the Links for Public Health

Conference 2005

Wellington 6 – 8 July

Two public health law specialists will also
present at conference.

Call for Papers on line
Following feedback from the 2004 conference

the Call for Papers has gone on line –
www.pha.org.nz. If you have any difficulty in reg-
istering your abstractplease contactNoeline Holt
pha@actrix.co.nz. Note the earlier close date for
submitting papers – 28th January. The earlier
date was suggested so that a more detailed
programme outline can be included with the reg-
istration pack.

The theme Making the Links for Public Health
will be reflected through the five streams as
follows:
• Reducing inequalities in health
• Sustainable development
• Public health law and public policy
• Place-based public health initiatives
• Research and evaluation methods.

Submitters are encouraged to proffer papers
that will address the above streams and at the
same time try to reflect the PHA’s commitment to
Te Pae Mahutonga framework as presented at
the 2003 PHA conference at Turangawaewae.

For the third year in a row J R McKenzie Trust
has generously offered a grant for scholarships.
Details of the scholarships will go on to the
website this month (December).

The Australasian Epidemiology Association
(NZ)will hold itsannualgeneralmeeting in parallel
to the PHA conference.
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by Gillian Abel, Canterbury PHA representative
The Canterbury Branch of the PHA is one of

the more active branches of the PHA of New
Zealand. Whilst membership has diversified to
some extent in recent years, membership
numbers have dropped overall. This trend is
concerning because we recognise that a strong
membership base fulfils the objectives of the
PHA. Based on the national aims and objectives
of theNZPHA1 , the Canterbury Branch identified
its objectives for 2004-2005 as:
§ Toprovide local leadership inpublichealth
activity and workforce development
§ To support a firm membership base for
the PHA.

In considering how the Branch goes about
doing this, we acknowledge that all committee
members are busy in their professional lives and
we need tochoose effective and efficientways of
working.

The regular Branch activities have been a mid
year all day seminar on a topical issue and the
health promotion awards. The all day seminar
has been consistently well attended and well
received.The healthpromotion award hasgener-
ally been successful in raising the profile of PHA,
but its timing at the end of year has become
overshadowed by the end of year rush.
The strategies for fulfilling these objectives are:
§ to host one or more presentations by
visiting public health experts
§ to provide at least one networking
opportunity for the public health workforce
§ to provide a forum for discussion and
debate on a topic of current interest to the public
health workforce.

Activities
1. Seminars

A seminar was held on 29 October. Speaker:
GailSneden,ProjectDirector,Applied Research
in Tobacco Control, University of Texas,
Department of Kinesiology & Health Education
spoke on “Models for linking research findings to

practices: creatingcommonpublichealth learning
environments”.
§ Branch continues to seek visiting/local
speakers of wide interest for PHA sponsored
seminars.
§ It isplannedto scheduleanalldayseminar
for around March 2005.
2. Annual Award
§ The health promotion award will be
reviewed and consider rescheduling to mid year
with a view to broadening the award to include
other activities such as best public health media
reporting oroutbreak investigation.
3. Linkages with other regions
• Canterbury aims to strengthen links with
West Coast/Marlborough PHA members and to
support their region’s membership.
4. Support National Initiatives
§ Support is given for national initiatives
such as the Maori Policy workshop.

Reference
1 National PHA objectives
• To promote informed public debate on health
and health services
• To participate in the formulation and
evaluation ofhealth policy
• To promote research and disseminate
knowledge relevant to the health of New
Zealanders
• To support informed and coordinated action
on public health issues
• To support and encourage the development
of trained and effective people working for
health
• To be a strong and informed advocate for
health
• To develop an efficient and effective
organisation through which the aims can be
achieved.
Contact: gillian.abel@chmeds.ac.nz

CANTERBURY NEWS

Canterbury Branch in Action
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by Anton Blank, PHA Maori Comms Adviser
Hapai te Hauora Tapui is a Regional Maori

Health Provider based in Manukau Rd, Epsom,
Auckland. It is the only regional Mâori Health
Provider in the Auckland area and was formed as
a result of a tripartite agreement between Te
Rûnanga o Ngâti Whâtua, Te Whânau o
Waipareira Trust and Raukura Hauora o Tainui.

“Hapai (as it’s commonly known) came out of
the transitionoutof the RegionalHealth Authority
(RHA),”explainsCEOKathrineClarke. The RHA
supported the development of Hapai to ensure
there wasa strategyforMaoriPublic Health in the
Auckland region.

The core business of Hapai is to provide
Regional Maori Public Health services, and it
does this by brokering contracts with the Ministry
of Health on behalf of its partners. This is what
Hapai isreallyallabout–bridging thegap between
high-level government funding policies and the
needs it identifies at the flax roots level.

As a result Hapai has developed a cluster of
Mâori public health services which operate from
its premises in Epsom which includes:

• Reducing drug, alcohol and tobacco use
• Improving nutrition and exercise
• Injuryprevention
• Improving mental and oral health
• Improving immunisation awareness
• Reducing the effects of gambling
• Healthy promoting schools

It’s an energetic, bustling and totally Mâori
environment. The Hapai team are professional
Mâori health workers, with their finger very firmly
on the pulse of Mâori communities around
Auckland.

“A lot of what we do is working with
communitiesat their level,”Kathrinesays. “We’ve
been working with a group in Otara raising
awareness of gambling, and as part of that
processwesupported themtomakea submission
on the new gambling act.”
Hapai is alsoworking in partnership with the Glen
Innes Community Action Group to increase

immunisation rates and assist with Jim
Anderston’s Community Action on Youth and
Drugs, to ensure that the programme is co-
ordinated for Mâori in Otara, Hunters Corner and
Otahuhu.

“Everywhere we go, the question we ask is
howare Mâori represented? How do you include
tangata whenua and mana whenua?” Kathrine
says. “It’s about reciprocity and working together
–sowe’redoingthingslikedevelopingmemoranda
of understanding with the Auckland Regional
Public Health Service and the Mental Health
Foundation.”

Hapaihas developed the knowledge they have
builtup over the years into a modelofMâoripublic
health called Mâori Ora, Mauri Ora. The model
provides principles and actions for best practice
Mâori public health, and is the foundation for the
work of Hapai.

Come on down ... Oral Health
Team and Health Promoting
Schools

Hapai’s Oral Health Team is made up of Binki
Taua and Mavis Roberts.

“There’s a lot our people don’t know about oral

Hapai Te Hauora Tapui

contact: phacontinued onpage twelve

MAORI HEALTH NEWS

Hapai’s Keri Leach, Kathrine Clarke (CEO) and
Anton Blank, PHA Maori Comms Advisor
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Contact: tfraser@global-public-health.com

...... Building Capacity for Tobacco Control
continued from page four

ber 2004. Edinburgh, UK. BMA Tobacco Control
Resource Centre. The rationale and objectives
are almost principally directly from the confer-
ence programme.
2 ibid
3 James Friend,Aberdeen, Scotland.The Health
Effects of Smoking
4 Carolyn Dresler, MD, Head, Tobacco Group
International Agency for Research on Cancer.
Health Effects of Secondhand Smoke.
5 ProfessorRobertWest,UniversityCollege Lon-
don. Tobacco Dependence: why do people
smoke?
6 DrHaydenMcRobbie, StBart’s and the London
QueenMary’sSchoolofMedicine,London.Smok-
ing cessation: helping patients stop
7 Dr Kerstin Schotte, MPH, Tobacco-free Eu-
rope, WHO Regional Office for Europe. WHO
European StrategyforSmokingCessation Policy.
8 ProfWitold Zatonski,Poland.Nationalno smok-
ing days. Great Polish Smoke Out.
9DrHansGilljam,AssociateProfessor,Karolinska
Institutet and the Swedish Quitline, Stockholm,
Sweden.EUQuitlines.Backgroundandoverview.
10 Sally Haw, NHS Health Scotland. Guidelines
and tools for smoking cessation.

11 Dr Martin Potschke-Langer, German Cancer
Research Center, Heidelberg. WHO Collaborat-
ing Centre forTobacco Control.Smoking Cessa-
tion in Primary Care.
12 Professor Joy Townsend, London School of
Hygiene and Tropical Medicine, London Univer-
sity. Tobacco Taxation as Preventive Medicine.
Myth versus evidence.
13 Rt Hon Frank Dobson, MP. Doctors and policy
making: an insider’s view.
14 Ania Lichtarowicz, BBC World Service. Doc-
tors working with the media.
15 Dr Anabela Serranito, European Medical Stu-
dents Association.Undergraduate education.
16 Eve Kralikova, Charles University, Prague,
Czech Republic. Postgraduate and continuing
medical education.
17 Dr Jocalyn Clark, BMJ Assistant Editor. The
role of medical journals.
18 Dr Klas Winell, Educating medical profession-
als for tobacco control. Building Coalitions –
working with other health professionals.
19 Copies of papers of most presentations will be
published in 2005, at the TCRC website,
www.doctorsandtobacco.org . A DVD resource
will also be available.

INTERNATIONAL E NEWS

• Guidelines on fatigue and shift work
• Guidelines on manual handling, and
• A revised noise management code of practice.

OSH has sought to promote effective
workplacehealthandsafetymanagement through
a range of services: awareness raising,
information and advice, industry sector
enablement, and enforcement. Too often those
services have involved reactive activity with too
little sense of achieving long-term sustainable
results or outcomes. We must be careful not to
fall back into the trap of seeing occupational
health and safety as an end in itself, or simply as
an adjunct to public health. Contact:andrew.annakin@dol.govt.nz

.....Occupational health

FEEDBACK NEWS

Could OSH have done better? Absolutely. Too
many workers are continuing to suffer the ill-
effects of poor workplace health management
practice in New Zealand.

Contrary to Professor Pearce’s statements,
OSH has not been disestablished. Nor does the
establishment of a Workplace Group within the
Department of Labour spell the demise of
workplace health and safety. Rather, it gives a
stronger organisational context to health and
safety, as a vital contributor to improving New
Zealand’sworkplaceperformanceand enhancing
the quality of peoples’ working lives.

continued from page eleven
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FEEDBACK NEWS

What is Occupational Health?
Professor Neil Pearce’s approach to

occupational health appears to be based on a
form of the traditional health services model:
doctors and nurses, together with scientists and
technicalexperts,workingforasingle government
agency (the Department of Health before 1990,
and the Department of Labour since).

The distinction between ‘health’ and ‘safety’ is
a somewhatartificialone. Safetygenerally refers
to the prevention of workplace injuries. Injuries
usually arise from particular events. They are
often traumatic. On the otherhand, occupational
health relates to a wider set of conditions: for
example, work-related chemical exposures
(which appears to be Professor Pearce’s main
focus in October issue PHA News), and a range
of ‘human factors’ (such as manual handling,
second-hand smoke, and stress and fatigue) to
which Professor Pearce does not refer.

Perhaps the simplest working definition is to
say that safety is about the prevention of harm
arising from immediate, often traumatic events;
health isaboutpreventingharmarising from long-
term chronic exposures or repeated, harmful
activity. Clearly, this is a much wider field of
concern than the one on which Prof Pearce is
focussing.

What is the Government’s Role
in Relation to Occupational
Health?

We all agree there is a central role for health
professionals in occupational health. Their
expertise is fundamental to an informed
understanding of the issues – at individual, firm,
andnational level– andhowtodealwiththem.But
the Health and Safety in Employment Act 1992
tookan approach that isnowcommon throughout
most OECD countries. It sees workplace health
issues, along with workplace safety, as the
responsibility of employers.

continued on page ten

Occupational Health:

Its’ Place in the New Zealand Workplace

This approach was confirmed and reinforced
when the Government amended the HSE Act in
2002. The relevant legislative changes included
the explicit mention of workplace stress and
fatigue, and a change in the enforcement
provisions to allow evidence, such as harm
resulting fromlong-termexposures, tobe brought
to bear in prosecutions from a longer period.

What Then Is The Way Ahead?
The Government is acting on a number of

fronts. It has re-stated the policy focus of
occupationalhealth andsafety asa fundamental
component ofproductive workplaces, rather than
seeing it as a ‘clip-on’ to primary health services.

It has mandated the development of a long-
termWorkplace HealthandSafetyStrategywhich
includes three work-related health priorities:
airborne substances, manual handling, and
psychosocial issues.
The governmentseeks to give greaterpriority to

occupationalhealth through theestablishmentof
the National Occupational Health and Safety
Advisory Committee (NOHSAC) to provide
independentadvice andcommission awareness-
raising research. In its first research report,
launched on 8 November, NOHSAC delivers
credible, independent information about the
societalburdenofoccupational injuryand disease
that is likely to support the case for stronger
action in the area of workplace health.

This brings us to the vital area of service
delivery, on which Prof Pearce has particularly
focussed. Since the HSE Act came into effect,
the occupational safety and health service of the
Department of Labour has sought to deliver a
range of health-related products and services in
line with the Government’s policy of promoting
healthy, safe,and productiveworkplaces. OSH’s
health-related priorities have resulted in the
publication of:
• Guidelineson the handling of workplace stress

continued from page seven

by Andrew Annakin, Deputy Secretary Workplace, Department of Labour
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Changes to Membership renewals

DISCLAIMER: The views expressed in this newsletter do not necessarily reflect those of the PHANZ.

The PHA News editor
would like your public
health newsforpublication
in the PHA News. Please
send copy for next issue
by 28 January 2005 to the
manager at PHA, email
pha@actrix.co.nz or
telephone (04) 472-3060
for further information.

MAORI HEALTH NEWS

health,” Binki explains. “We tell them simple
things like don’t let babies sleep with a bottle in
their mouth, cut out fizzy drinks, clean their teeth
twice a day.” Once again it’s about bridging the
gap between Mâori and the system.

The team has also developed its own resource
forworkingwith Mâoriwhânau aroundoralhealth.
Using traditionalMâori imagery the teamsays it’s
a less threatening way of getting their message
across.

“We explain that kids come into the world
withnothing. It’s whatyou put into theirwaha that
matters,” Mavis explains. “This is something
you’ll hear a lot from Mâori health providers. It’s
about Mâori processes and relationships.

Denise Ewe is responsible for Health
Promoting Schools, which started in Europe and
Australia and was brought to New Zealand in
1996.

“It’s about developing a whole of school
approach –things likedeveloping apolicy around
food in the canteen,” Denise explains. “What we
want to do is strengthenthe roleof Mâori in Health
Promoting Schools.”
Contact: anton.blank@huitaumata.maori.nz

Have your say on what is
read!

BOLD PERSPECTIVES -
SHARED OBJECTIVES

21 - 23 March 2005
Auckland

Future perspectiveson injuryprevention and
rehabilitation.

Expo opportunities and registration
informationon www.boldperspectives.co.nz

continued from page nine

....Hapia te Hauora Tapui

Postgraduate Certificate in
Public Health

The Universityof OtagoPostgraduate Certificate
in Public Health is being introduced for the first
time in 2005 the Christchurch, Wellington and
Dunedin Schools of Medicine and Health
Sciences. It should suit students, particularly
those already working in the health sector, who
wish to obtain a postgrad qualification in Public
Health, butdo notwish to undertake a Diploma or
Mastersqualification.

The certificate provides a university
qualification in Public Health, with endorsed
options. including; Health Promotion, Health
Services Policy, Maori Health, Health and
Environment, Health Economics, Research
Methods, and Health Systems.
Admission requirements:

Applicantswill usuallyhold a university degree
ordiploma, butapplicantsmaybe admitted if they
hold an appropriate professional qualification
approved by theBoard of the Facultyof Medicine.

For further information, please contactYvonne
O’Brien, Programme Manager, Department of
PublicHealth and GeneralPractice,Christchurch
School of Medicine andHealth Sciences,PO Box
4345, Christchurch. Phone 03 364 3602, Email:
yvonne.obrien@chmeds.ac.nz or
Susan Bell, Dunedin School of Medicine
susan.bell@stonebow.otago.ac.nzor
Anna Sanderson,Wellington Schoolof Medicine
secph@wnmeds.ac.nz.

FORTHCOMING EVENTS
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