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The Potential Health Impacts of Residential
Intensification in Auckland City

by Mark Lyne, School of Population Health, University of Auckland and Roimata Moore, School of
Applied Sciences, Auckland University of Technology

Auckland’s population is anticipated to double
within the next 50 years. To accommodate this
growth there will be a significant increase in
intensive developments such as terraced
housing, town houses and apartment buildings.
However, very little research has been done in
New Zealand regarding the potential health effects
of such housing intensification.

The aim of this study was to identify the health
concerns of occupants and the potential health
impacts of different housing density environments
in Auckland City.

What we did

A cross-sectional survey was undertaken of
one thousand Auckland City residents. A postal
questionnaire was mailed to 500 high-medium
density homes and 500 single stand-alone
dwellings (for comparison).

Questions included; housing type and age;
number of occupants and rooms; indoor and
outdoor living space (size and use); noise
disturbance; heating, ventilation and indoor air
quality; condensation, mould and mildew; health
status; and general demographics.

What residents told us

An overall response rate of 51% was achieved
with similar response rates from each housing
type.

There was little difference between many of
the answers received from occupants of high-
medium density homes and those received from
single stand-alone dwellings. Noise, size of indoor
living area, size and use of outdoor living space,

heating, condensation, mould and mildew and
health effects such as headaches were however
significantly different.

Occupants living in high-medium density
homes (82%) were more bothered by noise than
those living in single stand-alone dwellings (69%).
Thisis primarily anintertenancy issue suggesting
that noise is traveling through walls, floors and
ceilings andisduetothelack of physical separation
of occupants from their neighbours in high-
medium density housing than those of single
stand-alone dwellings. More occupants from high-
medium density homes (32%) also felt that noise
was affecting their sleep patterns, than those
from single stand-alone dwellings (24%).
Subsequently, more occupants from high-medium
density homes (56%) wished that their homes
were quieter than those from single stand-alone
dwellings (49%).

More occupants from high-medium density
homes (16%) perceivedtheirindoor living area as
cramped than those from single stand-alone
dwellings (8%), although in both cases results
were low. This is probably due to the design of
high-medium density homes which are more
compact so as to accommodate more homes in
a given space, resulting in smaller indoor living
areas.

Significantly more respondents from high-
medium density homes (41%) also perceived
their outdoor living space to be cramped compared
to those from single stand-alone dwellings (6%).
Consequently occupants of high-medium density
homes appear to use their outdoor living space

less frequently than occupants of single stand-
continued on page two
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alone dwellings.

While adverse weather conditions was the
main reason occupants from both housing types
did not use their outdoor spaces more frequently,
more occupants of high-medium density homes
(21%) than single stand-alone dwellings (13%)
indicated that a lack of privacy was the next main
reason of concern. This is probably due to the
design of the complexes where outdoor living
areas may be in full view of other residents and/
or people passing by.

While electricity was the main source of
heating for both housing types (70%), significantly
more occupants of single stand-alone dwellings
(41%) appear to use unvented gas heaters than
those of high-medium density homes (20%).
Subsequently, more occupants of single stand-
alone dwellings (60%) reported condensation
within their homes, than those of high-medium
density homes (39%). This may partly be due to
the greater use of unvented gas heaters in single
stand-alone dwellings which increases moisture
inthe home, as well as the older housing stock of
the single stand-alone dwellings (median = 63
years) compared to that of the high-medium
density homes (median = 12 years).

When questioned about their health, there
was little difference between the responses of
both housing types with the exception that
occupants from high-medium density homes
(24%) reported suffering more frequently from
headaches than occupants of single stand-alone
dwellings (12%). While there is no evidence
suggesting the reason for this, issues such as
noise disturbance and the perception of cramped
indoor and outdoor living spaces may have a part
to play. Although the results were low, more
occupants of high-medium density homes (16%)
than single stand-alone dwellings (7%) also felt
that noise was affecting their health.

Discussion

Overall the study found that regardless of the
housing type, health, and quality of life and
wellbeing may still be affected; however the
affecting environmental factors and their

proportions differ between the different housing
types.

Noise, indoor living area, and size and use of
outdoorliving space all have the potential to affect
the quality of life and wellbeing of occupants of
high-medium density homes.

Conversely for other environmental factors
particularly heating, condensation, and mould
and mildew there is the potential for these to
affect the health of those that live in single stand-
alone dwellings.

The focus of the media, public and local
government has previously been on the quality of
the high-medium density developments such as
location, design, construction, management and
maintenance. This focus should now shifttowards
the potential health impacts that housing
intensification may pose.

A full copy of the report can be downloaded at:
http://www.health.auckland.ac.nz/population-
health/epidemiology-biostats/enhealth.

Or for further information contact Mark Lyne at:
m.lyne@auckland.ac.nz
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Four International Speakers
Confirmed

The 2005 PHA conference is shaping up into
one of the biggest and most interesting public
health events with Cesar Victora (Brazil), Steve
Platt (UK), Micheal Levy (Australia), and Shane
Houston (Australia) on the programme. There will
also be presenters talking on public health law
and a yet to be confirmed speaker from WHO as
opening speaker. Watch this space!

Call for Papers on PHA Website

Call for Papers are enclosed with this
newsletter. Details can also be downloaded off
the internet - www.pha.org.nz. Contact
pha@actrix.co.nz if there are difficulties in
downloading or accessing web form for submitting
your abstracts.
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Sisters doing it for themselves -
sisters in health project

by Penny St John, communications manager PHA

How do you reach groups of South Auckland
women, such as Pacific and Maori women, new
Asian immigrants and women who live on the
street, with information about breast and cervical
screening? A public health nursing team has
thought hard about what brings the community
together and come up with a unique answer —
netball.

The Well Women’s Nursing Service (WONS)
has contracts to promote cervical and breast
screening programming and runs its own low
cost cervical screening service through mobile
clinics. Along with the Papakura Marae, Counties
Manukau Sport, BreastScreen Aotearoa, NZ
Breast Cancer Foundation and ProCare, the
nursing team organised the Tukaha Wahine
Hauora Netball Tournament on 16th October.
The event, which attracted around 500 entries,
brought togetherwomen ofthe Counties Manukau
Region — youth, mothers and grandmothers.

Health messages through sport

Tukaha means strength and virility and WONS
nurse, Ruth Davy, says the tournament allowed
the community to have fun and learn about
screening. There will be giveaways, More FM
radio promotions and cash prizes, along with
ketes containing booklets and information about
screening.

Entries included a team of women who live on
the street or in boarding houses. Ms Davy says
this team has benefited from the tournamentin a
number of ways. “These women are getting areal
buzz out of the tournament. They are having fun,
getting exercise and also getting information about
screening. Events like this are the modern face of
public health nursing,” Ms Davy says.

“Sport is the ultimate way to get messages
into these communities. We could run an
education day about screening but we wouldn’t
get 500 people turning up.”

How did Tukaha Wahine Hauora Netball come
about? WONS is trialling a ‘sisters in health’
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programme to reach into the Clendon and
Manurewa communities with screening
messages. Ms Davy says Sisters In Health
originated from a community driven project in
Ngaruawahia and also research by Sarah Lovell
which identified barriers to screening in South
Auckland.

Ambassadors to the community

The focus of Sisters in Health is educating
influential women in the community to become
ambassadors for cervical and breast screening.
WONS gives these key women training and
information about screening and the “sisters”
promote screening in their communities.

Ms Davy says the project got underway last
year after a hui/fono where Maori and Pacific
women discussed the reasons women avoided
screening. Maori women talked about shyness,
cost, the need for whanau/iwi support, support for
any ongoing colposcopy and treatment, and the
need to recognise whanau and wairua. Pacific
women also identified cost, resistance by
husbands, what they saw as coercion by GPs
and privacy issues.

“Pl women would go to their doctor for the flu
and be made to have a smear. They would go
home and tell their family that the doctor was
mad. | went with a cough and he did a smear.”

So far five Pacific Island Sisters, seven Maori
Sisters and one European Sister have been
trained. WONS keeps in regular contact with the
Sisters and gives them updated information. The
nursing service would like to have the project
thoroughly evaluated because it has the potential
to be a model for other parts of the country.

Tukaha Wahine Hauora Netball Tournament
was one of the spin-offs of Sisters in Health. Ms
Davy says WONS has made a large number of
contacts in the community through the Sisters
and is now working with kohangareo, iwi groups,
schools, churches and the Counties Manukau.

continued on page seven
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Who Cares About Occupational Health?

by Neil Pearce, Centre for Public Health Research, Massey University

The reaction to the findings of high dioxin
levels in the Paritutu community has made clear
the dysfunctional situation of occupational health
in New Zealand.

The ESR survey showed that people who
lived in the Paritutu community during the period
that the lvon Watkins-Dow (IWD) plant (now Dow
Agrosciences) had aboutthree times the “normal”
level of dioxin in their blood. This represents a
small, but significant, increased cancer risk,
together with possible risks for other health
conditions. The Public Health Directorate of the
Ministry of Health swung into action and generally
seems to have a done a good job of informing the
community of the results, providing advice, and
help with access to health services, etc.

But what about the workers?

We don’t know what the blood levels of dioxin
areinthe former IWD workers, but from overseas
studies we would expect them to be about 10
times thatin the Paritutu community (i.e. 30 times
the level in the general population). However,
although quite a lot is being done to help the
community, virtually nothing is being done to help
the workers. This dysfunctional situation is
occurring because the Ministry of Health doesn’t
have responsibility for occupational health -
Occupational Safety and Health (OSH) does.

| have to accept some of the blame for the
current situation since | was one of many people
(occupational health specialists, unions,
researchers and others) who supported the
creation of the current set-up (thisis not surprising
since | always get these things wrong — starting
with lobbying for the ending of exams and the
introduction of internal assessmentwhen | was at
university in the 1970s). Many of us felt that
occupational health was not being given enough
priority by the Ministry of Health, and that there
was a lack of coordination between the Ministry of
Health, the Department of Labour, and other
agencies. The 1984-1990 Labour government
therefore set up a review of the administration of

occupational health and safety, and a tripartite
advisory council (ACOSH) recommended new
legislation plus the establishment of both an
enforcementagency (OSH) and a separate policy/
strategy/research Institute. The latter was never
established, but the Health and Safety in
Employment (HSE) Act was enacted and
Occupational Safety and Health (OSH) was
established in 1991. The resources and
responsibility for occupational health transferred
fromthe forerunner ofthe Public Health Directorate
(of the Ministry of Health) across to OSH, which
became the occupational health equivalent of the
Public Health Directorate.

However, since its creation OSH has remained
focused onoccupational injury and has done little
for occupational health, despite the motivation
and good intentions of many excellent staff. This
does not reflect any shortcomings in the Act, orin
the structure of OSH. Rather it reflects
shortcomings in the corporate culture of OSH,
which has never successfully made the transition
from being the safety and regulatory arm of the
Department of Labour to being an organisation
concerned with both health and safety. OSH has,
in fact, allowed the specialist occupational health
resource which was moved from the Ministry of
Health to diminish through attrition to the extent
that the occupational hygienist numbers have
dwindled and the OSH Head Office, and some
OSH District offices, now have no occupational
medicine specialists or occupational nurses. This
means that OSH simply doesn’t have the
resources or the expertise to cope with situations
like Paritutu or the ongoing controversy about
PCP. The final stage in this process of “death by
a thousand cuts” occurred recently when OSH
was quietly disestablished and incorporated into
the Workplace Group of the Department of Labour,
togetherwith the Industrial Relations Service and
the Department of Labour’'s ACC responsibilities.
The OSH name and brand are rapidly
disappearing. Thus, the recent changes,

particularly the loss of specialist occupational
continued on page seven

PHA NEWS Vol. VII No.4 AUGUST 2004



NEWS

Best Investments for Tobacco Control
in New Zealand

by George Thomson Department Public Health Wellington School of Medicine

The level of evidence around major tobacco
controlinterventionsis of a high scientific standard
(ie, often systematic reviews of many
methodologically robust studies). The New
Zealand evidence for major interventions is also
fairly strong and generally consistent with the
international literature. Based onthe evidence for
effectiveness, potential reach of interventions
andtheir likely cost-effectiveness, possible priority
additional investments intobacco control include:

® Tobacco taxation increases (integrated with
well-funded smoking cessation campaigns,
and with the funds gained being used ethically
— ie, to support tobacco control).

* Well-funded mass media campaigns linked to

cessation services (ie, building on the New
Zealand successes to date).

® Quit and win contests (with associated mass
media campaigns).

Other major interventions, for which there is
notyetgood evidence, but which could be explored
further on theoretical grounds include: (i) tighter
tobacco industry controls and product
modification; (ii) tighter controls on television and
movie content and exposure levels; and (iii)
legislation for smokefree cars. Some of the
lessons from these interventions will assist in
regulatory controls of relevance to the obesity
epidemic and reducing alcohol misuse.

Key new information on
tobacco-related harm

The overall impact on mortality from smoking
might be greater than previously thought. The
major study on British doctors suggests that
possibly half to two thirds of long-term smokers
die from smoking. However, this finding may not
be fully generalisable to the general popoulation

A report from the United States Surgeon
General has highlighted the expanded list of
tonditions for which smoking is considered
causal. For example, this listincludes: cataracts,
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hip fractures, and various cancers (eg, cervical,
gastric and leukaemia). Other reviews also
indicate an association between smoking and
fracture risk. An implication for New Zealand is
that ACC should have an interest in supporting
tobacco control to reduce fracture risk. This is in
addition to the interest they should have in
promoting smokefree cars and to reducing the
risk of house fires.

New Zealand based work has provided the
world’s largest cohort studies on the risk of death
associated with SHS exposure, which confirm
the danger of SHS. There is also much more
precise evidence that links various levels of SHS
exposure with adverse health outcomes. The
Surgeon General’s report also clarifies the causal
role of smoking in pregnancy and SHS exposure
in various adverse health outcomes.

A notable longitudinal study also comes from
New Zealand. ltidentified thattelevision exposure
in childhood is an important risk factor for
subsequent smoking as an adult.

A 2004 publication by the Ministry of Health
has put the tobacco-mortality burden in context.
It reported that smoking was second only to diet
as an upstream cause of premature death (ie,
5000 versus 8500 deaths per year respectively).
The burden from SHS was reported as 400
deathsperyear. Thisis more than all occupational
deaths, and more than each of “lack of cancer
screening” deaths and deaths attributable to
radiation exposure (including sun exposure).

There continue to be new studies published
on the association between smoking/SHS and
meningococcal disease. These are for both the
carriage of the organism that causes
meningococcal disease, and for invasive
meningococcal disease itself. There are even
two New Zealand specific studies showing this
association. Such evidence suggests that in
addition to the currentimmunisation campaign in
New Zealand, additional health sector resources
should be invested in campaigns to reduce

smoking and SHS exposure among those most
continued from page six
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Best investments for tobacco control in New Zealand ....

at risk of meningococcal disease.

Possible best additional
investments in tobacco control
for New Zealand

A key to successful tobacco control is to have
a comprehensive national programme with
advocacy, surveillance, research and support for
international controls such as the Framework
Convention. Studies of the comprehensive
programme in California indicate that the more
effective parts of a programme that households
are exposed to, the more positive the effect on a
range of health indicators.

Nevertheless, specific interventions which are
effective, have alarge reach to priority audiences
and which are relatively cost-effective include the
following:

* Tobaccotaxationincreases. Ideally these need

to be integrated with well-funded smoking
cessation campaigns, and the funds gained
should be used ethically (ie, to support tobacco
control).

* Well-funded mass media campaigns linked to

cessation services. New Zealand already has
a good model for these with campaigns that
encourage calls to the national Quitline. On-
going work to enhance the -cultural
appropriateness of these campaigns is required
(eg, withuse of Maori Television and campaigns
such as “lts about whanau”).

® Quit and win contests (with associated mass

media campaigns). The New Zealand success

to date needs to be built upon given the high
cost-effectiveness of this approach.

Other major interventions for which there is

notyetgood evidence, but which could be explored
further on theoretical grounds include:

® Tighter tobacco industry controls and product

modification. Suchinterventions will also inform
improved regulatory controls on food products
(which are needed to control the obesity
epidemic). The authors have detailed
elsewhere the importance of a new policy

6

framework involving a “Tobacco Authority”
(Thomson et al 2004).

¢ Tighter controls on television and movies with
respect to smoking portrayals and the overall
dose of television for young people. Such
interventions will alsoinformimproved regulatory
controls neededto address the obesity epidemic
and problems around alcohol misuse in our
society.

* Smokefree cars. Legal restrictions could apply
when children are in the car or when a single
occupant is driving (and imposing a risk of

harming other road users from distraction-
related crashes).

References

Thomson G, Wilson N, Crane J, et al. 2004.
Submission on the Consultation Document: Re-
view of the Smoke-free Environments Regula-
tions 1999. Wellington: Wellington School of
Medicine and Health Sciences. http://
www.wnmeds.ac.nz/academic/dph/research/
tobaccocontrol.html
http://www.wnmeds.ac.nz/academic/dph/re-
search/tobaccocontrol.html

Dr Nick Wilson, Dr George Thomson
Department of Public Health Wellington School
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(This article is based on selected parts of a
keynote presentation to the National Smokefree
Conference, 13-14 September 2004. Full
references are available on request - Email:
nwilson@actrix.gen.nz).

Note: Nick and George and others at the School
of Medicine have done a submission on the
Ministry of Health consultation document: for the
current Review of the Smoke-free Environments
Regulations 1999 website address is http://
www.moh.govt.nz/moh.nsf/.

Contact: george.thomson@wnmeds.ac.nz

Nextday forcopy of PHA News is 30 November
2004. Email your copy to pha@actrix.co.nz or
telephone (04) 472-3060 forfurtherinformation.
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Who cares about Occupational

Health? ....

health expertise, could be viewed asthefinal, and
possibly fatal, stage in the process of decline that
has been occurring since OSH was first
established.

It could be argued OSH doesn’t provide
occupational health services, butinstead focuses
on prevention, and therefore doesn’t need
specialist occupational health expertise. However,
you can’t do effective prevention of occupational
disease (just as you can’'t do effective public
health prevention) unless your team includes
healthcare professionals who know about health
and disease, and who can provide advice and
support to those for whom prevention has failed.
Think what would happen if you tried to run the
Public Health Directorate without having any staff
with medical or nursing degrees, or specialist
public healthtraining? If you only have bureaucrats
and inspectors, then you can deal with someone
cutting their hand off in a circular saw, but you
can’t deal with complex problems like Paritutu or
PCP. OSH could argue that it doesn’t have to
deal with such problems because once people
getsickthenthey are solely the Ministry of Health’s
responsibility. However, it was clear that the
responsibility for such occupational health
problems (both before and after they occur)
transferred from the Ministry of Health to OSH,
whichis why the Ministry is helping the community
but not the workers.

So who cares about
occupational health?

The Ministry of Health doesn’t care about
occupational health. OSH doesn’t care about
occupational health. Never mind that most adults
spend a third of their waking life at work, and that
work-related factors are involved in hundreds of
deaths andtens of thousands of cases of disease
in New Zealand each year. It's always someone
else’s problem. While this dysfunctional situation
remains, we can look forward to a continuing
series of occupational health crises like those for
PCP and dioxin.

Contact: n.e.pearce@massey.ac.nz
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Sisters doing it for themselves...

Sports Foundation.

Ms Davy says the Sisters in Health Project
has taught her to take up opportunities and run
with them. She believes smaller Non
Governmental Organisations like WONS can
initiate these types of projects because they can
gain the trust of communities. WONS has 25
staff and provides a mix of public and personal
health. It runs mobile screening clinics, trains
smear takers and carries out screening health
promotion. Recently WONS set up charitable
trusts for Chinese and Korean communities to
assist with the growing health needs of these
communities in areas such as chlamydia,
unplanned pregnancies, contraception and sexual
health.
contact:phamedia.co.nz

This projectis an example of making links for
public health. More stories like this will be
heard leading up and at the 2005 conference
Making the Links for Public Health. Tell us
your stories!

Canterbury offers MHealSc/

PGDipHealSc

From 2005 the University of Canterbury will
offer a Master of Health Sciences and
Postgraduate Diploma in Health Sciences.
The Masters/PG Diploma may be completed
with anendorsementin an area of specialisation
- Environment and Health, Early Intervention,
Health Behaviour Change or Health Information
Management - or without endorsement.

The programme is inter-disciplinary, will be
co-ordinated through Canterbury’s recently
established Health Sciences Centre, and has
been developed in collaboration with the
University of Otago’s Christchurch School of
Medicine and Health Sciences.

For further information, contact: Professor
Andrew Hornblow, Director, Health Sciences
Centre, University of Canterbury, Christchurch.
Tel: 03 364-2987 ext 7628 Email:
andrew.hornblow@canterbury.ac.nz
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Prevention is better than cure

by Dr Alena Reznichenko, Health Promotions Co-ordinator, Blindness Awareness and Prevention

Division, Royal New Zealand Foundation of the Blind

“Prevention is better than cure”is an old adage
that is true even today.

Every year nearly 1500 New Zealanders either
go blind or experience serious sight loss and the
figure is rising at a steady pace. Figures on the
exact number vary. For instance, the Royal New
Zealand Foundation of the Blind has 11,500 blind
orvisionimpaired members, however leading NZ
ophthalmologists estimate a current population
of 12,500 blind and 37,600 visionimpaired people.
In contrast — 94,700 New Zealanders have self-
identified as having a visionimpairmentthat cannot
be corrected by glasses (2001 New Zealand
Disability Survey Snapshot 6 [Sensory
Disabilities]).

But most of the disorders can be prevented if
detected on time.

The main eye conditions that lead to blindness
are Age-related Macular Degeneration, Diabetic
Retinopathy, Cataract, and Glaucoma.

Age-related Macular Degeneration is
considered to be the leading cause of blindness
in New Zealand and follows the pattern of the rest
of the industrialized world. The majority of the
Royal New Zealand Foundation of the Blind’s
(RNZFB) members have lost their vision due to
AMD.

Another eye condition affecting New
Zealanders, especially the older people, are
cataracts. A cataract is a clouding of the clear
lens of the eye that causes vision loss. By the age
of 80 more than half of all New Zealanders will
have developed some stage of cataracts or have
had cataract surgery. Regular checks with an
eye care practitioner will help diagnose cataracts
and decide on the best time and method of
treatment.

Diabetic retinopathy is one of the leading
causes of preventable blindness in New Zealand
anditis suspectedthataround 70 people become
blind every year as a result of diabetes and this
number will grow in line with increase in the rate
of diabetes across the population.

Pacific Island people and Maori are more likely

to develop diabetes than Europeans are, and
currently Diabetic Retinopathy causes 80% of
blindness among Pacific people in New Zealand.
People with diabetes will also develop cataracts.

Glaucoma is another eye condition that affects
a large number of people around the world and
oftenitis regarded as the “sneak thief of the sight”
since it sneaks up on a person who does not
realise that they are losing their peripheral vision
till it is too late.

Cost of blindness

An Australian study recently put the social and
health cost of blindness and vision impairment at
A$9.4 billion. The Royal New Zealand Foundation
of the Blind is currently determining the financial
and social cost of blindness in New Zealand —
bothtoindividuals and governmentand preliminary
results are expected in the next few months.

The good thing is that taking sensible
precautions can prevent the majority of eye
conditions leading to blindness:

e Always wear safety glasses when using
equipment. This could be anything from
gardening to fireworks.

e Always wear UV protected sun glasses.
Good news! A $10 pair of sunglasses is
no less effective than your more
expensive designer sunglasses. Check
the UV rating with your retailer —it should
be around 99-100%

e Quit smoking. Over 4000 chemicals in
cigarettestravel throughthe bloodstream
and damage a part of the eye called the
macula.

Avoid excessive drinking of alcohol.

Eat leafy green vegetables

If you are over 40 you must get your eye
checked at least once every 2 years.

Prevention is indeed better than cure. We
might not want to spend money to get our eyes

checked, but our eyesight is priceless.: : . |
email: areznichenko@rnzfb.org.nz ﬂ“
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