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Executive summary 
 
 

 
Undertaking work to design a special support service does not mean that a service for 
former sawmill workers will be established.  The Ministry of Health has made no decision or 
commitment to fund a special support service for former sawmill workers.  This decision will 
be made by the Ministry of Health once it has considered this report and determined its 
funding priorities for 2010/11. 
 

 
 
Between the 1950s and the 1980s, pentachlorophenol (PCP) was used in the sawmill 
industry as an anti-sapstain agent and a preservative.  Recent published, peer-reviewed 
evidence suggests that some former sawmill workers who were exposed to high levels of 
PCP and who worked in the industry for more than ten years may experience health effects 
that could be attributed to historical exposure to PCP.  In light of this, the Ministry of Health 
contracted Allen and Clarke Policy and Regulatory Specialists Ltd (Allen & Clarke) to 
investigate the design and implementation of models to provide a possible support service 
for former sawmill workers.   
 
This report sets out Allen & Clarke’s recommendations to the Ministry of Health on possible 
options for establishing a special support service for former sawmill workers who may have 
been exposed to PCP.   
 
 

Needs assessment 
 
Former sawmill workers have a strong expectation that a service will be established but 
experience an unidentified level of health need that is most likely to be similar to other New 
Zealanders of a similar age, gender, ethnicity, and socio-economic status.  The range of 
needs that this generates covers three broad categories: 
 

(1) Information provision: health practitioners and patients  

a) Providing information for health practitioners and patients to support improved 
understanding of the health risks of chemical exposure and the services that might 
support improved health for former sawmill workers exposed to PCP;  

 
(2) Reducing the barriers to accessing health care  

b) Supporting effective relationships between health practitioners and patients; 
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c) Addressing people’s concerns about the cost and timeliness of accessing care (such 
as transportation and location of care) for primary and specialist services; 

 
(3) Specific health, social, or environmental services 

d) Access to primary care services (eg, advice on preventing long-term illnesses, pain 
management care, physiotherapy, optometry services, mobility services, etc.); 

e) Access to specialist services such as oncology, neurology, or orthopaedic care;  
f) Financial support in general; and 
g) Identification and remediation of contaminated sites. 

 
Some stakeholders, especially members of Sawmill Workers Against Poisons, also have 
strong concerns about the impact that historical exposure to PCP may have on descendents.  
 
 

Principles 
 
A principle-based approach guided Allen & Clarke’s development of service options because 
of the lack of good practice examples of health services that address similar exposures.  
Eleven key principles have guided work to date, and should continue to guide 
implementation: accessibility, acceptability, co-ordination, equity, effective, sustainable, 
evidence-based, and culturally appropriate.  Any approach needs to be careful not to 
exacerbate perceptions  by individuals that all illnesses experienced are necessarily related 
to historical exposure to PCP. 
 
 

Aims and objectives 
 

The proposed special support service for former sawmill workers should support 
improvements in the health of eligible individuals by focusing on improving information 
about chemical exposure and promoting wellness in the first instance, but also supporting 
access to care when needed.  This aim (through its dual focus on access to information and 
wellness) can also contribute to the achievement of national 2009/10 health targets relating 
to better diabetes and cardiovascular services and better help for smokers to quit. 

 
 
Eligibility criteria  
 
Having eligibility criteria is not intended to exclude individuals from accessing services.  The 
criteria are to help decide who may have been exposed to PCP and who may have elevated 
health risks because of this exposure.  Without criteria, a service would be open to any 
person regardless of their exposure history: it could significantly reduce any resources 
available to address the needs of former sawmill workers who have been exposed.  The 
proposed eligibility criteria are based on the job(s) that an individual did in a sawmill where 
PCP was used, the length of time that a person did this job for, and their eligibility for 
publicly-funded health services in New Zealand.  The specific criteria (discussed in the 
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summary of recommendations) were discussed with and agreed by the Organochlorines 
Technical Advisory Group.  
 
No published, peer-reviewed evidence is available to support extending coverage to other 
groups like descendents of exposed people, other workers, or other groups in the 
community including whānau or people who lived in sawmill villages.  Broadening eligibility 
to include groups with a relatively low likelihood and level of exposure (and therefore 
potential harm) may result in any support service being less effective, and may potentially 
disadvantage those in greatest need of support services.   
 
To ensure that only individuals who meet the criteria access services, an independent 
assessment process is required.  Individual results from serum dioxin testing are not 
considered appropriate for determining service eligibility: results do not provide a reliable 
measure of an individual’s exposure or the impact of any exposure.  The presence of an 
existing health condition is also not appropriate because this approach does not focus on 
the risks created by exposure to PCP.  As such, a written eligibility assessment process is 
preferred (eg, an application form supplemented by evidence of employment or a signed 
statutory declaration advising that the individual worked in the specified role for the 
requisite amount of time).  This process can also support an inclusive approach to applying 
the specific eligibility criteria.       
 
Calculating an estimated size for the eligible population required the application of key 
demographic data (like migration rates and death rates).  The estimated size of the eligible 
population varies between 3,750 and 7,900 people (depending on assumptions about the 
percentage of former sawmill workers who were engaged in higher risk tasks.  Considerable 
uncertainty about these estimates will remain until the eligibility assessment process is 
underway.  A range of uptake scenarios have been developed to estimate costs.  
 
 

Possible components of the proposed special support service 
 
There are five components of the proposed special support service: (1) information, (2) 
supporting coordinated access to services and information, (3) an annual wellness check, (4) 
access to existing services like health promoting services, mental health services, genetic 
counselling services, and rongoā Māori, and (5) research opportunities.  
 

Information  
   
One of the key needs identified for former sawmill workers is the need for information.  This 
included information for health practitioners, health service providers, and individuals.  
Providing access to credible and accessible information could support a health workforce 
that is well informed about chemical exposures to substances like PCP, sensitive to patients’ 
concerns and the possible responses to these concerns, and patients who are 
knowledgeable about services and the associations between historical exposure to PCP and 
subsequent health risks (including conditions for which no relationship has been 
demonstrated).   
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In general, information provided to all stakeholders must: 

 Be designed for, and acceptable to, its intended audience; 

 Contain relevant and evidence-based information; 

 Be easy to access when needed; 

 Balance the information needs of different individuals who will have varying 
knowledge of PCP as a health issue; 

 Be delivered in a format that is easy to find and use when needed; and 

 Be easy to update as new evidence emerges or as existing evidence changes. 
 
An information brokerage approach rather than a full direct information service may be the 
best way to deliver accessible information.  This approach is similar to that used by the 
HSSDeP and is efficient as it directs information seekers to where information is held rather 
than seeking to replicate all available information.  The national focal point for dioxins could 
play a role in developing and maintaining this information. 
 
Some options for providing information to stakeholders were considered but are not 
recommended.  These are formal continuing medical education for health practitioners, a 
dedicated conference, building information into practice management software or online 
diagnostic tools, developing clinical practice guidelines, and a detailed hard-copy resource 
booklet.  The reasons for not preferring these options at this time are technical (such as 
having insufficient information to develop a clinical guideline) or pragmatic (such as 
uncertain interest balanced with the cost of undertaking some courses of action). 
 
Providing information is likely to be required regardless of whether a special support service 
is established or not. 
 
 

Supporting coordinated access to services and information 
   
Coordination is an important element of the focus of a possible service and it responds to 
the identified information needs.  There is some uncertainty about how this component 
could be equitably implemented.  For example, one service provider could cover the Bay of 
Plenty where a number of former sawmill workers may reside.  For individuals outside of 
this area, the demand is unclear and it is not certain how this component could be best 
delivered aside from using a national mechanism to provide information about services.  
Providing coordinated support for people living outside of the Bay of Plenty could be one of 
the functions of a national focal point.  Further work is required to assess acceptable and 
equitable approaches once the location of former sawmill workers is known with more 
certainty. 
 
The establishment of a dedicated clinic is not recommended.  This is likely to be expensive 
to establish and maintain especially if it is not used a lot, may be hard to access, and focuses 
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on exposure status rather than health.  Possible functions that a dedicated clinic could 
perform are often better performed by an alternative mechanism (eg, health care is best 
delivered in a setting where continuity of care can be supported). 

Wellness check 
 
A wellness check delivered by a primary care team in a general practice setting provides a 
comprehensive way to review health status, identify, treat, and manage any undiagnosed 
health issues, and recommend activities to support the uptake or maintenance of healthy 
lifestyles.  Because the needs of eligible individuals will differ significantly, the content of 
the check must be flexible and enable clinicians to exercise clinical judgement.   
 
The parameters of an annual wellness check could align closely to what is provided through 
the HSSDeP as the responses to historical chemical exposure to dioxins and PCP are very 
similar (regardless of whether an individual is well or not).  Using the primary care setting to 
support informed discussion between the patient and practitioner on the health risks of 
historical exposure to PCP may be one of key objectives of including this component in any 
special support service (if one is established). 
 
Some primary care teams may wish to develop individualised care plans to guide the 
content of future engagements with the health sector.  The wellness check has significant 
resourcing and capacity implications for the Ministry of Health, primary health 
organisations, and general practice (especially in the New Plymouth area).   
 
If included, an annual wellness check could be funded using a fee-for-service mechanism as 
uncertainties about demand and the location of eligible individuals will remain unknown for 
some time, making capitation inappropriate. 
 
 

Access to other existing services 
 
Facilitating access to health promoting activities could support a reduction in the impact of 
the significant risk factors for cancers (among other diseases) like tobacco use, poor 
nutrition, overweight, and low levels of physical activity.  Demand for health promoting 
services from eligible individuals is unknown but the numbers are likely to be very small 
compared to the demand from the general population: establishing new or dedicated 
services is not needed.  To be successful, this approach requires primary care teams to have 
adequate knowledge of existing health promoting opportunities.   
 
Facilitating access to services for mild to moderate conditions is likely to support 
improvements in mental health for eligible individuals.  Most existing mental health services 
target severe needs: more limited services exist for mild to moderate conditions.  While 
there are potential models for delivering mental health services, projecting demand for 
mental health services is complicated by the lack of certainty about demand and the 
location of this demand.  In addition, a mid-2008 evaluation of a pilot for delivering services 
for mild to moderate conditions in primary care settings should provide more evidence 
about effective delivery.    These limitations affect the ability to identify clear solutions to 
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service delivery in the short term, but there are very promising approaches in the medium 
term. 
 
Connections between genetic conditions and PCP exposure are not established.  This means 
that a geneticist would have very little, if any, information to share with a former sawmill 
worker in the absence of a diagnosed hereditary condition.  Most eligible people will have 
finished having children: any risks associated with reproductive health will apply to a small 
number of people.  Genetic counselling could provide risk counselling and information and 
advice to eligible individuals who have particular concerns about their health.  There is no 
evidence to suggest that the demand for genetic services is greater in the exposed 
population than it is in the general population.  Existing capacity for genetics services is 
likely to be sufficient to address demand.   
 
 
Research opportunities 
 
Stakeholders, especially members of Sawmill Workers Against Poisons are very supportive 
of investigating any associations between parental or grandparental exposure to PCP and 
genetic effects for descendents.  Any new research is likely to have some significant 
methodological challenges to overcome (including those created by a small sample 
population); however, a good opportunity to investigate what research can be undertaken 
exists and is likely to meet some of the expectations of stakeholders as well as potentially 
contributing to the international published, peer-reviewed evidence base on the genetic 
effects of historical exposure to PCP. 
 

 
Access to rongoā Māori therapies 
 

Access to existing rongoā Māori therapies like mirimiri and karakia/korēro (a small number 
of which are funded by the Ministry of Health) should be supported.  Individuals can access 
these services through the existing publicly-funded providers. 
 

 

Governance, funding, and administration  

 
Uncertainty about the number and location of eligible individuals and anticipated service 
uptake makes it difficult to devolve the proposed special support service to district health 
boards: application of the population-based funding formula or a capitation funding 
approach is not possible.  A central approach to governance and administration is required.  
This would be similar to approach taken for the Health Support Service for Dioxin-exposed 
People (the HSSDeP) (i.e., the administration of the HSSDeP is currently filled by the 
Ministry of Health (on contract).  A similar approach to administering the proposed special 
support service for former sawmill workers is likely to be effective (if such a service is 
established).  Using this approach involves a central database acting as the workhorse of the 
services, collecting, collating, and sending information to relevant administrative parties so 
that they could complete their work.  Devolution to district health boards and the 
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development of electronic administration could occur once the uncertainties are clarified 
and where the number of eligible individuals makes it cost-effective to take such an 
approach.   

 
Service components not included 
 
Allen & Clarke considered whether to offer access to dioxin-related tests, complementary 
therapies and alternative medicines, and enhanced access to other disability and health 
support services.   
 
Serum dioxin tests and DNA damage testing present very significant limitations which make 
it difficult to recommend their inclusion in a support service.  For example, serum dioxin 
testing measures current body burden of dioxins.  It cannot diagnose, explain, or indicate a 
likely cause for a current health condition, cannot reliably help to estimate an individual’s 
current health risks, could mislead an individual about their past exposure to dioxin, and 
could mislead an individual about their current health risks.  Importantly, the types of 
dioxins found in PCP are also some of those that we know the least about (when we know a 
relatively large amount about the dioxin found in Paritutu residents – TCDD).  This means 
that it can be very difficult to provide a sensible degree of accurate interpretation of a 
former sawmill workers’ current body burden of dioxins (not PCP).  These tests are unlikely 
to help individuals to address their concerns.  As research indicates that former sawmill 
workers have been exposed, there appear to be no compelling reason to make this test 
available.   Similarly, there are no compelling reasons for providing DNA damage testing.  
There is no evidence to suggest that PCP causes damage to DNA.  In addition, if DNA 
damage was found, it is not possible to determine whether damage was caused by a 
particular substance or diagnose or predict the health risks.  
 
There is currently insufficient evidence of the safety, efficacy, and quality of complementary 
and alternative treatments for conditions associated with dioxin exposure.  Use of 
complementary therapies should remain a decision made between an individual and his/her 
health practitioner or health service provider – and funded by the individual if s/he believes 
it will help them.   
 
Access to services should remain on the basis of existing eligibility criteria because all New 
Zealanders should continue to have equal access to these services.  Individuals can still 
access all of these options either by paying for it themselves or, in the case of publicly 
funded health and disability support services, meeting existing eligibility criteria. 
 
 

Monitoring and evaluation 
 
To ensure that the proposed special support service is delivered as intended and meets its 
aims and objectives, a clear monitoring and evaluation framework is required.  Developing 
this framework as part of the service design package will ensure that any key issues or 
critical success factors are addressed in both design and implementation.  The proposed 
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approach suggests regular reporting to inform current service delivery and future decision-
making about the proposed special support service (if such a service is established). 
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Recommendations for the Ministry of Health’s consideration 
 
 
The following recommendations would establish a special support service for former 
workers who were exposed to PCP during their employment at a sawmill.  This service 
would primarily focus on information provision for health practitioners, health service 
planners, and patients with a secondary focus on supporting the maintenance of health and 
the early detection, treatment, and management of disease when present.  The proposed 
special support service for former sawmill workers should only be provided in New Zealand 
and would be available throughout New Zealand (i.e., it is a national service). 
 
 

Eligibility criteria and assessment process 
 
 
Allen & Clarke recommends that these criteria identify who is eligible to access a special 
support service for former sawmill workers (if such a service is established): 
 

Demographic parameters  
Temporal 
parameters 

 
Spatial 
parameters 

 Other 
factors 

Individuals involved in one 
or more of the following 
tasks/roles:  

 mixing PCP solutions 

 handling sludge that 
settled in the bottom of 
PCP baths/tanks 

 other tasks associated 
with PCP baths/tanks 
(such as table hands and 
pullers on the green 
chain, and workers 
involved in maintaining 
the baths) 

 other tasks associated 
with directly handling 
PCP-wet timber (such as 
forklift operators) 

 operating diffusion 
plants 

AND 

Worked for 
at least one 
year in 
these 
activities  

AND 

Worked at 
any site 
where PCP 
was used for 
the treatment 
of timber 

AND 

Be eligible 
for publicly 
funded 
health 
services in 
New Zealand 
(as per the 
Health and 
Disability 
Services 
Eligibility 
Direction 
1999) 
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Eligibility assessment process 
 
Allen & Clarke recommends that, if a service is established:  

1. people who think that they might be eligible make a formal application for assessment 
to the Ministry of Health; 

2. all applications are assessed by the Ministry of Health; 
3. a record of all applications is kept by the Ministry of Health;  
4. applicants provide evidence to support their application either through a statutory 

declaration or other acceptable evidence (if available to the individual); 
5. the Ministry of Health review the Privacy Act implications associated with any 

processes on the collection, use, storage, or dissemination of personal information;  
6. specific permission from each applicant for the collection, storage, use and 

dissemination of personal information is sought at the time of application; and 
7. an appeals process is developed for the decisions made by the Ministry of Health. 

 

 

Service components recommended for inclusion 
 
Allen & Clarke recommends that, if a service is established, access to the following services 
be included: 

 
 
 
 
 
 
THEN, DEPENDING ON AN INDIVIDUAL’S NEEDS AND SERVICE AVAILABILITY, REFERRAL 

TO THE FOLLOWING EXISTING PROGRAMMES/SERVICES: 
 

 
 
 
 
 
 
 
 

 
Further developing a research project looking at the potential genetic impacts of historical 
parental or grandparental exposure to PCP is also proposed. 

Supporting 
coordinated access to 

services and 
information 

Visit to a primary care 
team in a general 
practice setting 

Information for 
health practitioners 

and individuals 

Access to health 
promoting services 

like smoking 
cessation or nutrition 

advice  

Access to primary 
mental health 

services 

Access to genetic 
counselling services  



Embargoed until 11.00am 23 June 2010 
 

xv 

 

 
 

Information for health practitioners and individuals 
 
Allen & Clarke recommends that, if a service is established: 

1. information is the minimum service that can be provided to former sawmill workers; 
2. the following materials are developed: 

a. Information about the relationship between historical exposure to PCP and 
subsequent health risks (including mental health issues) for health 
practitioners, individuals exposed to PCP, and other interested stakeholders;  

b. Information about the special support service for health practitioners, 
individuals, and other interested stakeholders;  

c. Information on service uptake for health service planners; 
3. all new materials are developed and maintained by a national focal point in 

conjunction with technical and communications experts as well as health practitioners 
and the community of users; 

4. a combination of approaches is used to disseminate information to stakeholders 
including electronic and written materials, public seminars, an 0800 number; 

5. the Ministry of Health consider using a well-informed medical officer of health or 
occupational medicine physician to deliver seminars to the community on historical 
exposure to PCP and certain dioxin congeners and subsequent health risks;  

6. the Ministry of Health further consider if other health care providers require 
information and what their needs might be (eg, counsellors, rongoā practitioners, 
etc.);  

7. the Ministry of Health expand its national focal point for dioxin-related issues (as 
established under the HSSDeP) to include PCP exposure; and 

8. a national exposure registry not be established as the purposes of such a registry can 
be best met through other proposed administrative and communications 
mechanisms. 

 
 

Coordination and facilitation 
 
Allen & Clarke recommends that, if a service is established: 

1. facilitating access to services and information is a component of the service;  
2. a two-phase local and national approach is used to implement this component: 

a. initially, a specific coordination service be established in the Bay of Plenty with 
national coordination support delivered through the national focal point; 

b. once the location of eligible individuals is known more completely and more is 
known about the directions for whānau ora proposed by the Taskforce of 
Whanau-centred Initiatives, delivery of this component be further considered 

c. residents of areas other than the Bay of Plenty access a central point for 
assistance accessing other services (eg, an information brokerage approach). 
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Annual wellness check delivered by a primary care team in a general practice setting 
 
Allen & Clarke recommends that, if a service is established:  

1. eligible individuals receive one free wellness check per annum delivered by a 
primary care team in a general practice setting; 

2. an eligible individual’s first wellness check be a health assessment with an emphasis 
on discussing the health risks associated with historical exposure to PCP and 
including the following (as appropriate):  

 A general health assessment (eg, gender, age, occupation, type of work, body 
mass index, blood pressure, cholesterol, medical history, smoking status, diet, 
physical activity, alcohol use, other drug use, etc.);  

 Brief advice on smoking cessation, alcohol, nutrition, and physical activity;  

 Advice on the association between PCP exposure and health risk; 

 A review to identify any health outcomes of an association with PCP exposure 
and where a treatment or management process is available; 

 A review for psycho-social outcomes and unmet mental health needs; 

 A review for other health outcomes (eg, a review of the cardiovascular, 
gastrointestinal, musculoskeletal, skin, nervous, and respiratory systems); 

 Specific screening through current tests or programmes (if indicated); and 

 Referral to other components of a special support service (if indicated), or 
other local health promoting services or opportunities (where these exist). 

3. the exact content of each wellness check could be guided by the eligible individual’s 
medical history, current health needs, clinical judgement, and good practice;  

4. individualised care plans could be used at the discretion of the health practitioner; 
5. the wellness check should be dedicated to completing the wellness check only; 
6. a fee-for-service mechanism could be used to pay for services delivered; 
7. access to services should be permitted under only one programme in cases where 

the services could be accessed under more than one programme; and 
8. any health issues identified during the wellness check would be addressed in the 

same way as a similar health issue is addressed in the publicly funded system. 

 
 
Services accessed through existing programmes 
 
Allen & Clarke recommends that, if a service is established: 
 
Health-promoting services  

1. opportunities for eligible individuals to lead healthy lifestyles are encouraged by 
health practitioners and offered through the annual wellness check. 
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 Primary mental health services 

2. access to primary mental health services is provided through existing Primary Mental 
Health Initiative or other district health board-funded programmes;  

3. initial mental health needs be assessed and, where possible, addressed through 
counselling/consultation as part of an annual wellness check;  

4. the Ministry of Health conduct an assessment of the number and location of the 
eligible population in district health board areas to determine if there are pockets of 
need that cannot be serviced from within existing primary mental health service 
capacity (once eligibility assessment is underway); and 

5. individuals are referred to specialist mental health services where appropriate. 
 

  Genetic counselling 

6. access to genetic counselling services is not included but that it is available on the 
same basis as the rest of the New Zealand population (i.e., retain the status quo);  

7. information on the purpose of genetic counselling and service access is provided to 
health practitioners through existing information pathways; 

8. information on any new published, peer-reviewed evidence on association between 
PCP exposure and inter-generational effects is shared with regional genetics services, 
health practitioners, and patients; and 

9. access to general primary mental health counselling is considered if a person is very 
worried that his/her exposure could have implications for descendants. 

 
Access to rongoā Māori therapies 

10. opportunities for eligible individuals to access existing rongoā Māori therapies be 
supported; and 

11. the Ministry of Health further explore mechanisms to expand rongoā services. 
 
 

Research opportunities 
 
Allen & Clarke recommends that, if a service is established: 

1. funding be provided to further refine potential hypothesis(es) and research 
methodologies to determine the best approach to investigating if historical exposure 
to PCP creates intergenerational effects for the descendents of the exposed;  

2. other potential hypotheses be further explored by epidemiologists, researchers, and 
representatives of former sawmill workers; and 

3. if agreement about hypotheses or methodologies is reached, mechanisms for funding 
this research be explored. 
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Service components considered but not recommended for inclusion 
 
Allen & Clarke recommends that: 
 
  Accessing fast-tracked health care 

 
1. short-cuts or fast-tracking to specialist health, disability, and social services are 

specifically excluded from any special health support service and that patients 
continue to access publicly-funded services in accordance with the existing access 
criteria for these services; and 

 
  Serum dioxin testing 

2. serum dioxin testing is not provided to former sawmill workers exposed to PCP; 
3. specific information about the limitations of the serum dioxin test be provided to both 

patients and health practitioners to support community education about the reasons 
why this test is not available; 

 
  Other genetic tests including DNA damage testing 

4. DNA damage testing is not provided to former sawmill workers exposed to PCP; and 
5. a watching brief be maintained on emerging research about the potential 

intergenerational effects of exposure to certain dioxin congeners; 
 

  Complementary and alternative therapies  

6. access to complementary and alternative therapies are not part of any  special 
support service; 

7. individuals access complementary and alternative services through existing services: 
this is the status quo; and 

8. existing mechanisms to demonstrate efficacy, safety, and quality be used to assess 
complementary and alternative therapies related to addressing conditions that the 
published, peer-reviewed evidence base suggest may be associated with historical 
exposure to PCP (i.e., the status quo). 

 
  Other social services 

9. access to other social services such as housing or income assistance be guided by 
existing eligibility criteria and assessment protocols (i.e., the status quo). 
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Governance and administration 
 
Allen & Clarke recommends that, if a service is established: 

1. the Ministry of Health takes overall responsibility for the governance, managerial, and 
administrative functions associated with implementing and operating a special 
support service; 

2. close liaison with the Bay of Plenty District Health Board is undertaken during the 
preparation for service implementation (if a service is started) and that information 
about the number of eligible individuals is shared regularly with all district health 
boards; 

3. a stakeholder implementation advisory group is established to support the timely 
identification and remedy of any issues during the initial months of service 
implementation;  

4. the same mechanisms used to administer the HSSDeP are used to administer a special 
support service for former sawmill workers; and 

5. mechanisms to explore innovative partnerships with agencies or funding sources be 
explored if additional funding for specific recommended service elements is required 
(such as funding potential research opportunities). 

 
 

Monitoring and evaluation 
 
Allen & Clarke recommends that, if a service is established: 

1. a suitable monitoring and evaluation framework is developed and implemented; 
2. the monitoring and evaluation framework focuses on service implementation and 

delivery processes; 
3. the monitoring and evaluation framework excludes consideration of health outcome 

data (other than qualitative data) because of methodological issues associated with 
the sample population; 

4. monitoring information be collected, collated and reported at regular intervals during 
the time that the service operates; 

5. an evaluation be commissioned shortly after a special support service is implemented; 
and 

6. the Ministry of Health take overall lead on developing and implementing the 
monitoring and evaluation framework, and ensuring findings are reported and utilised 
effectively. 
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Summary of resourcing implications 
 
 
If a special support service is established, there will be resourcing implications for the 
Ministry of Health.  These implications are based on three uptake scenarios drawn from the 
uptake rates seen for the HSSDeP and the estimated total eligible population (either 3,950 
people or a more conservative estimate of 7,900 people).  The three scenarios are: 

 Scenario A: low uptake (eight percent of the total eligible population) 

 Scenario B: anticipated uptake (15 percent of the total eligible population) 

 Scenario C: high uptake (25 percent of the total population). 
 
These costs are for one year of service delivery only. 
 
Uptake Scenario A (eight percent)  

Component Total population  n=3,950 Total population n=7,900 

Assessment process  $53,440 $81,880 

Information  $45,500 $48,000 

Coordination/facilitation $23,000 $38,000 

Wellness check $93,520 $187,040 

Research $20,000 $20,000 

Programme implementation $29,000 $37,000 

Evaluation $25,000 $25,000 

Total  $289,460 $436,920 
 
Uptake Scenario B (15 percent)  

Component Total population  n=3,950 Total population n=7,900 

Assessment process  $81,280 $134,650 

Information  $45,500 $48,000 

Coordination/facilitation $23,000 $46,000 

Research $20,000 $20,000 

Wellness check $162,240 $324,700 

Programme implementation $29,000 $37,000 

Evaluation $25,000 $25,000 

Total  $386,020 $635,350 
 

Uptake Scenario C (25 percent)  

Component Total population  n=3,950 Total population n=7,900 

Assessment process  $118,830 $207,750 

Information  $45,500 $48,000 

Coordination/facilitation $31,000 $70,000 

Wellness check $265,140 $530,125 

Research $20,000 $20,000 

Programme implementation $29,000 $37,000 

Evaluation $50,000 $50,000 
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Total  $559,470 $962,875 

 
The estimated FTE requirement to provide programme support is estimated to be between 
approximately one FTE and two FTE (depending on service uptake).  This cost is included in 
the above tables. 
 
Some cost savings are assumed because of the ability to amalgamate some of the costs of a 
special support service for former sawmill workers with the administration of the HSSDeP or 
to absorb the costs within baselines.  For example, operating a 0800 number for chemical 
exposure, using the same database to administer both services, and sharing the role of a 
national focal point will save on developmental and operational costs.  
 
Out-years are likely to have fewer costs because the assessment process will be largely 
complete, information materials will be developed, and the fee for the annual wellness 
check will costs less.  An estimated cost for out-years is included below: 
 
Component Uptake 

scenario 
Year 1 Out-years Total for two years 

Eligible population Eligible population Eligible population 
n=3,950 n=7,900 n=3,950 n=7,900 n=3,950 n=7,900 

Assessment process*  Scenario A 53,440 81,880 0 0 53,440 81,880 

Scenario B 81,280 134,650 0 0 81,280 134,650 

Scenario C 118,830 207,750 0 0 118,830 207,750 

Information All scenarios 45,500   48,000 5,000 10,000 50,500 58,000 

Coordination/facilitation Scenario A 23,000 38,000 23,000 38,000 46,000 76,000 

Scenario B 23,000 46,000 23,000 46,000 46,000 92,000 

Scenario C 31,000 70,000 31,000 70,000 62,000 140,000 

Wellness check Scenario A 93,520 187,040 35,700 71,400 129,220 258,440 

Scenario B 162,240 325,700 60,400 120,875 222,640 446,575 

Scenario C 265,140 530,125 98,025 196,125 363,165 726,250 

Research All scenarios 20,000 20,000 0 0 20,000 20,000 

Programme 
implementation 

All scenarios 29,000 37,000 29,000 37,000 58,000 74,000 

Evaluation All scenarios   25,000  25,000 25,000 25,000 50,000 50,000 

* This assumes that all applicants are assessed in Year 1 although there may be some spill-over into out-
years.  This reflects the application flow from the HSSDeP. 

 
The total estimated cost of two years of service for each of the scenarios is: 

   n=3,950 n=7,900 

 Scenario A:   $407,160 $   618,320 

 Scenario B: $500,580 $   875,225 

 Scenario C: $722,495  $1,276,000 
 
The minimum service that could be implemented would be some of the information 
component.  If the Ministry chose only to provide information, it is estimated that this 
would costs between $6,000 and $9,000 (i.e., the costs associated with producing written 
materials for dissemination).  This would be a one-off cost incurred in first year.  Accessing 
referred services (such as health promoting activities, mental health services, and genetic 
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counselling) are cost neutral as they are to be delivered through existing programmes.  As 
such, cost estimates for these services have not been developed. 
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1 Introduction 
 
 
Between the 1950s and the 1980s, pentachlorophenol (PCP) was used in the sawmilling 
industry as an anti-sapstain agent and a preservative.  Published, peer-reviewed research 
suggests that some former sawmill workers who were exposed to high levels of PCP and 
who worked in the sawmilling industry for more than ten years may experience health 
effects that could be attributed to historical exposure to PCP (McLean et al 2009).   
 

1.1 Terms of reference 
 
The Ministry of Health contracted Allen and Clarke Policy and Regulatory Specialists Ltd 
(Allen & Clarke) to investigate, consult on, and secure advice from experts on the design and 
implementation of possible models for a special support service for former sawmill workers 
exposed to PCP.  This includes investigating the following areas:     

 Exposure of former sawmill workers to PCP: patterns, levels, and timing;  

 Health conditions exposed groups have an elevated risk for; 

 Interventions likely to be effective in addressing the needs of the exposed group; 

 Possible options for a special support service including, but not necessarily limited 
to, health support options; 

 Criteria to determine who would have access to those services; 

 The demand for, and cost of, a special support service; 

 A monitoring framework for assessing the ongoing effectiveness and acceptability of 
a special support service; and 

 A framework for the provision of ongoing health information about historical 
exposure to PCP and subsequent health risk for health practitioners. 

 
Issues outside of the scope of Allen & Clarke’s work include: 

 completing primary research on exposure, health risk or undertaking 
epidemiological studies to determine exposure and any possibly health outcomes 
associated with PCP or any other chemical; 

 critically reviewing the published, peer-reviewed evidence base associated with 
historical exposure to PCP or certain associated dioxin congeners (although mention 
of the strength of existing published, peer-reviewed evidence is required); 

 considering if eligibility for services should be extended to other population groups 
who may have been exposed to PCP;  

 considering the use of PCP in other industries; and 

 considering exposure to chemical substances other than PCP including other 
chemicals used in the timber processing industry (such as boron or copper chrome 
arsenate – CCA) or any other chemicals or exposure to multiple chemicals.   
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The terms of reference were set by the Ministry of Health and shared with stakeholders at 
the outset of the project.  
 
The project is framed by the following assumptions: 

1. While most former sawmill workers had low historical exposure to PCP, some had 
higher exposure and may experience some health risks because of this exposure. 

2. The Ministry of Health has decided to look at options for a support programme for 
former sawmill workers who were exposed to PCP. 

3. A special support service may include the following aspects / emphasis:  
o a preventive approach to address the potential cancer promoter characteristics 

of PCP’s dioxin contaminants (i.e., helping people to stay well); 
o providing education and health service initiatives that aim to reduce the 

incidence of illnesses that may be related to PCP exposure; and 
o identifying other services that could support former sawmill workers. 

 
 

 
Undertaking work to design a special support service does not mean that a service for 
former sawmill workers will be established.  The Ministry of Health has made no decision or 
commitment to fund a special support service for former sawmill workers.  This decision will 
be made by the Ministry of Health once it has considered this report and determined its 
funding priorities for 2010/11. 
 

 
 
While we are aware that there are areas where larger numbers of former sawmill workers 
reside (such as in the Eastern Bay of Plenty), Allen & Clarke is required to consider options 
for a national service.  Allen & Clarke, however, agreed to engage closely with Sawmill 
Workers Against Poisons (SWAP) and its members in recognition of its long-standing 
consideration of how to address former sawmill workers health and other needs.  While 
SWAP is not a Māori organisation per se, its members are predominantly Ngati Awa.  Our 
engagement with SWAP and its associate Te Tohu o Te Ora o Ngati Awa has been a key 
vehicle for Māori involvement in this project.  Allen & Clarke also reached out to other iwi 
and iwi-based organisations at several stages in the project, including during the key 
consultation phase (July to November 2009).  This is discussed further in section 1.3.2 of this 
report. 
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Two approaches to identifying and assessing the needs of former sawmill 
workers in the Bay of Plenty: defining the role of evidence 
 
SWAP’s approach to identifying the health risks faced by former sawmill workers and the 
solutions to these risks involves understanding the western science evidence base and 
knowing what members have seen, felt, and experienced.  It includes using a whakapapa 
method and mātauranga Māori approaches.  SWAP’s approach, while incorporating 
Western scientific evidence, places a high value on whānau’ experiences and beliefs about 
why these experiences have happened.  A belief-based view of evidence can clash with the 
Western scientific approach (which requires that relationships between exposures and 
health issues be determined to a standard whereby a chance association or bias can be 
eliminated as potential explanations).  SWAP members believe that PCP and dioxins are the 
cause of the range of health problems that they experience and maintain that this position 
is valid because it has not been disproven by published, peer-reviewed evidence.  In 
Western scientific tradition, there is limited place for a belief-based view of the level of 
evidence required to determine causality.   
 
Both the SWAP and the traditional Western scientific method have validity in different 
settings and in relation to different issues.  The selection of an appropriate ‘evidence 
standard’ required in developing a publicly-funded service depends on such factors as: 

 the acceptability of the standard selected (i.e., whether the population being served 
will recognise the validity of the evidence standard and consequently the specific 
services being offered); 

 the source of funding (eg. Government agencies may require a very high, and usually 
traditional, standard of evidence before funds will be allocated, whereas community 
funding sources may be more flexible and accepting of other evidence standards or 
approaches; and 

 the degree to which the service (and service need) can be ‘ring-fenced’ as unique, 
and thus funding agencies given comfort that more flexible approaches to funding 
will not undermine established systems for funding services in a range of other areas 
(i.e., the fear of precedent effect). 

 
To complete its terms of reference with diligence, Allen & Clarke must prioritise the findings 
of the published, peer-reviewed evidence base (i.e., we have to be mindful of the source of 
funding for any proposed special support service).  While we acknowledge that expectations 
and beliefs can contribute to developing the evidence base, but given our terms of 
reference we are unable to prioritise this type of commentary above scientific literature 
which aims to provide rational, rigorously assessed responses to specified questions.   
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Allen & Clarke recognises that the Government requires information to meet certain 
rigorous standards before it can make decisions about the expenditure of public funds.  
Accordingly, this report focuses on using peer-reviewed, published research where this is 
available.  This is supplemented with anecdotal evidence1 of needs where published 
information is not available, or in support of recommendations.  
 
That said Allen & Clarke recognises that in the New Zealand context there are opportunities 
to explore more holistic approaches to service funding and provision, which can respond to 
more anecdotal materials.  Such approaches could include, for example, exploring 
opportunities for partnerships between Government and iwi, community-driven solutions, 
industry partnerships, and possibly access to Government innovation funds if and when 
such are made available. 
 
Allen & Clarke’s recommendations provide a sound basis for action.  They could also be 
utilised as a foundation for wider support services to be built upon.  Research 
recommendations in this report, if advanced, may identify potential future additions to 
services if justified under the traditional Western scientific approach.  If our range 
recommendations are adopted, however, it may also be desirable for partnerships to be 
promoted (perhaps even actively facilitated) through the support service and its providers, 
to explore other avenues of potential support services (for example, non-traditional 
therapies) that may be sought by service users. 
 

 

1.2 Purpose of this report 

 
This report sets out Allen & Clarke’s final recommendations to the Ministry of Health on 
possible options for establishing a special support service for former sawmill workers who 
may have been exposed to PCP during their employment at a sawmill.  It describes the 
rationale for our recommendations and estimates the costs of implementing these.   
 
The recommendations presented in this report must be considered by the Ministry of 
Health before any special support service is implemented. 
 

                                                 
1
 By anecdotal evidence, Allen & Clarke means information or materials based on personal views or 

beliefs, unpublished written materials, or other commentary made by stakeholders as part of this project.  
Anecdotal evidence is not generally published or peer-reviewed.  
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1.3 Methods 
 
The methods used by Allen & Clarke to develop and consult on options for a possible service 
occurred in two discrete phases: 

1. Phase 1 focused on assessing the published, peer-reviewed medical research for 
health effects arising from exposure to PCP, identifying possible service options to 
address historical chemical exposure, considering anecdotal evidence provided to us 
by former sawmill workers about the processes used in timber treatment, and 
working with SWAP and its partners to understand the consideration that these 
groups had already given to this issue. 

2. Phase 2 focused on consulting with the community and key stakeholders on a range 
of proposed options and developing final recommendations for the Ministry of 
Health’s consideration. 

 
This report reflects the outcomes of Phase 2 and is Allen & Clarke’s final deliverable.   
 
Final decisions about if a service is offered and its scope will be made by the Ministry of 
Health once it has considered the content of this report. 
 

1.3.1 Phase 1: Assessing published, peer-reviewed evidence and developing 
options 

 
Phase 1 ran from December 2008 until July 2009.  This phase resulted in the development of 
a comprehensive technical report and consultation paper on options for a special support 
service for former sawmill workers (including that no service be offered).  Sources that 
informed this report were a literature review and key stakeholder interviews, including 
discussions with SWAP, Te Tohu o Te Ora o Ngati Awa, Eastern Bay of Plenty Primary Health 
Organisation, the Bay of Plenty District Health Board, and the Ministry of Health. 
 
The literature search was used to source published, peer-reviewed medical research on the 
health effects associated with exposure to PCP and the health risks that historical exposure 
may create.  It also looked for evidence on services for chemically exposed populations.  In 
addition, the project team sourced literature from key informant interviews and through 
stakeholders’ collections of materials (including materials held by SWAP).  Generally, the 
published evidence base relating to health risk and historical exposure to PCP is small.  Allen 
& Clarke also had limited success in identifying documents of significant relevance to 
developing services in response to PCP, dioxins in general as well as the congeners 
associated with PCP, or other chemical exposures.  This is similar to the limitations 
experienced in reviewing literature for the HSSDeP project.  
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Allen & Clarke’s discussions with key stakeholders were tailored to each stakeholder, 
although they were semi-structured to cover:  

 the nature and identification of exposure group(s); 

 health problems/risks related to historical exposure to PCP and issues that are 
experienced by former sawmill workers; 

 the identification of measures to address the health risks associated with historical 
exposure to PCP that would be acceptable to the stakeholder(s); 

 published, peer-reviewed evidence of effectiveness/good practice in services or 
sharing of anecdotal, unwritten, or unpublished evidence or commentary; 

 implementation issues; and 

 related areas of work. 
 
Options for a possible special support service for former sawmill workers and for the 
provision of ongoing health information and technical support to health practitioners were 
also scoped on the basis of existing similar health interventions (including the HSSDeP 
offered to residents and former residents of the Paritutu community).   
 

1.3.2 Consultation approach 

 
In August 2009, Allen & Clarke released a consultation paper, A special support service for 
former sawmill workers exposed to pentachlorophenol, for public comment.  A total of 118 
written submissions were received.  All but one submission were made by individuals.  Fifty 
submitters came from SWAP members based in the Bay of Plenty.  The strong 
representation from the Bay of Plenty reflects SWAP’s engagement in this issue and the 
assistance that it provided to members to support the completion of written submissions.   
 
Written submissions were received from all over New Zealand.  This is likely to reflect that 
former sawmill workers live throughout New Zealand.  The lower numbers from these other 
areas may reflect the reach of publicity about the consultation process or it may reflect the 
level of interest in other areas.  While it is not possible to distinguish between the reasons 
for the lower engagement from stakeholders based in other parts of New Zealand at this 
time, the geographic variation in location of submitters corroborates our terms of reference 
and the need to focus on considering service options at a national level.  Regional or local 
issues are best addressed during implementation.  
 
Allen & Clarke also met with groups of interested stakeholders during the consultation 
period.  This included two public meetings, and meetings with primary health care providers 
in the Bay of Plenty, health practitioners, health and disability groups, district health boards, 
Te Tohu o Te Ora o Ngati Awa, and SWAP.  These meetings generally canvassed the issues 
presented in the consultation paper.  The two public meetings were attended by about 90 
individuals in total. 
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Allen & Clarkes recognises the anecdotal evidence that a large proportion of former sawmill 
workers are Māori.  As such, we took a number of steps to engage with Māori during the 
consultation process.  These steps included: 

 d
iscussing possible engagement and consultation approaches with key Ministry of 
Health advisors including advisors from the Māori Health Directorate, and following 
its suggestions; 

 e
ngaging closely with SWAP and Te Tohu o Te Ora o Ngati Awa throughout the 
project; 

 p
roviding written advice to all runanga about the consultation process and 
timeframes and inviting them to engage in the process; and 

 p
romoting coverage of one of the consultation meetings by Māori Television and on 
radio stations in Whakatane. 

 

1.3.3 Developing final recommendations 

 
Allen & Clarke released a summary of its initial directions in December 2009 and offered 
interested parties a further opportunity to comment on the proposals (although this was 
not a formal consultation process).   
 
Very few additional comments were received from stakeholders: four individuals contacted 
us to either reiterate concerns previously expressed or to draw our attention to specific 
concerns about or support for the proposed approaches.  A separate meeting was also held 
with SWAP and Te Tohu o Te Ora o Ngati Awa to discuss the proposed directions (February 
2010).  Attendees were concerned about the potential for the proposed eligibility criteria to 
exclude individual SWAP members, and the lack of a research focus within the proposed 
service scope.  We have taken all of the views expressed to us into consideration in the 
development of this report.  Specific issues associated with the proposed eligibility criteria 
and the proposed service components and Allen & Clarke’s responses are discussed in 
further detail in Parts 4 and 5 of this report. 
 
Finalising Allen & Clarke’s recommendations to the Ministry of Health required the 
completion of a number of pieces of work included the development of uptake scenarios, 
potential financial implications of each proposed service component, and a monitoring and 
evaluation framework, and confirmation of specific issues associated with each issue.  The 
findings of this work is summarised in the relevant Parts of this document.   
 
Final decisions about the scope of any service offered will be made by the Ministry of Health 
following its consideration of this report.  This includes determining if any service is offered. 
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1.4 Structure of this report 
 
This report has eight parts: 

 Part 1: Introduction describes the purpose of this report and the methods used to 
develop Allen & Clarke’s final recommendations. 

 Part 2: Needs assessment outlines an assessment of the likely health, social and 
other needs of former sawmill workers who may have been exposed to PCP and 
sets out the scope for the proposed special support service. 

 Part 3: Principles, aims, and objectives proposes a set of principles, aims, and 
objectives that have guided the design of options for a special support service for 
former sawmill workers and which could continue to be used if such a service is 
implemented. 

 Part 4: Eligibility criteria identifies which former sawmill workers should be eligible 
for a special support service (if one is established) and proposes a mechanism for 
assessing individuals’ eligibility based on these criteria. 

 Part 5: Recommended components of a special support service describes the 
service components that Allen & Clarke recommends be offered to former sawmill 
workers as part of a special support service (if such a service is established). 

 Part 6: Other components considered but not recommended describes the service 
components that Allen & Clarke does not think should be offered to former sawmill 
workers as part of a publicly-funded special support service. 

 Part 7: Governance and administration discusses possible ways to implement a 
special support service (if such a service is to be implemented). 

 Part 8: Monitoring and evaluation framework proposes a monitoring and 
evaluation framework that should be used to ensure that any special support 
service implemented is effective, achieves its stated goals, and is cost-effective. 

 
There is one appendix to this report, which presents the calculation of the eligible 
population estimates.  
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2 Needs assessment 
 
 
Part 2 of this report outlines an assessment of the likely health, social and other needs of 
former sawmill workers who may have been exposed to PCP and sets out the scope for a 
possible special support service for this population. 

 
As there is no definitive international or national text identifying what the needs of New 
Zealand’s former sawmill workers might be, a community-oriented needs assessment is 
used: the assessment discussed in this Part is largely based on what former sawmill workers 
told us that they needed and what their preferences for services are (through the 
consultation process), and the views of SWAP (through consultation and meetings).  This 
assessment is supplemented by published, peer-reviewed evidence on the long-term health 
implications associated with historical exposure to PCP (including published, peer-reviewed 
evidence from New Zealand studies).  This needs assessment has important implications for 
the scope of a possible special support service.   

 
Estimates of the number of former sawmill workers who may have been exposed to PCP 
and who may experience health effects as a result of exposure are discussed in Part 4 of this 
report. 

 

2.1 What former sawmill workers told Allen & Clarke 
 
Former sawmill workers, as a group, indicated a strong preference for: 

 
(1) Information provision: health practitioners and patients  

a) Providing information for health practitioners and patients to support improved 
understanding of the health risks of chemical exposure and the services that might 
support improved health for former sawmill workers exposed to PCP;  

 
(2) Reducing the barriers to accessing health care  

b) Supporting effective relationships between health practitioners and patients; 
c) Addressing people’s concerns about the cost and timeliness of accessing care (such 

as transportation and location of care) for primary and specialist services; 
 
(3) Specific health, social, or environmental services 

d) Access to primary care services (eg, advice on preventing long-term illnesses, pain 
management care, physiotherapy, optometry services, mobility services, etc.); 

e) Access to specialist services such as oncology, neurology, or orthopaedic care;  
f) Financial support in general; and 
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g) Identification and remediation of contaminated sites. 
Options a), b), c), and d) are discussed in Part 5 of this report.  The remaining options are 
discussed in Part 6 of this report. 
 
SWAP also articulated its expectations that: 

 any special service focus on former workers from the Whakatane mills (i.e., its focus 
is specifically local rather than on a national service): this does not mean that SWAP 
wishes to exclude other workers, only that its focus is Whakatane-based; 

 all SWAP members be eligible for the service (although the inclusion of whānau of 
former workers in a special support service is not expected at this time); 

 a service respond to the health needs that SWAP sees its members dealing with (eg, 
gastrointestinal issues, cancers, and diabetes); and 

 there be a clear research agenda to further investigate the genetic impacts it 
believes that PCP has so that mokopuna do not experience ill-health due to the 
exposure of a parent or grandparent.        

 
Responses to Allen & Clarke’s consultation paper indicate that former sawmill workers 
experience a high degree of ill-health2 and that many former workers attribute ill-health to 
their exposure to PCP (or a mix of timber treatment-related chemicals).  The published, 
peer-reviewed evidence base linking illness to historical exposure to PCP is limited to a small 
number of health conditions or syndromes3 (and that the risk is generally for those who 
worked with high levels of PCP for long periods of time) (as discussed in Allen & Clarke’s 
Phase 1 technical report).  Limited published, peer-reviewed evidence about the impact of 
multiple chemical exposures (eg, research that looks at a potential ‘cocktail effect’ in one 
individual) is not available.  This difference in view about the potential health risks 
associated with exposure to PCP means that the service expectations of former sawmill 
workers may be different from what the Government can consider (see discussion box in 
section 1.1 of this report).   
 
It is unclear if former sawmill workers are a predominantly “well” population or if they 
experience a high burden of disease: the burden of disease experienced by a comparable 
New Zealand population is not known.  It is also not clear if former workers have more 
difficulty in accessing care than others.  It is most likely that the former sawmill workers 
experience a similar burden of disease compared to other New Zealanders who are a similar 

                                                 
2
 Approximately 75 percent of former sawmill workers who made written submissions also provided 

information about their current medical issues, noted that they want to access a special support service 
so that they can get well, or noted that they have unspecified but unmet health needs.  This applied to 
both SWAP members and individuals with no link to SWAP.  
3
 Long-term health effects that have been associated with historical exposure to PCP include non-

Hodgkin’s lymphoma, soft tissue sarcoma, some neurological and neuropsychological effects, respiratory 
effects, possible liver effects, dermatological effects, and some issues with fever.  There is no published, 
peer-reviewed evidence to suggest that chronic exposure to PCP is genotoxic or that it damages DNA.  
There are no effective treatments that can remove dioxins from the body; however, PCP will already have 
been removed by natural biochemical processes.  The evidence base is summarised in Appendix B. 
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age, gender, ethnicity, and socio-economic status.  This means that at least some individuals 
in the group will be sick and require care and support to attain and maintain wellness (if 
possible and including access to services) regardless of whether that disease is related to 
exposure or not.  The majority of former sawmill workers will be well or will be managing 
existing health issues within New Zealand’s publicly-funded health system.  No measures 
are available to test this assumption.   
 
Few health providers commented on the possible needs of former sawmill workers.  Those 
who did noted that there is a need for information but that many of the conditions 
experienced by former sawmill workers are best treated within existing primary care 
services or through other services that aim to coordinate access to care.   
 
One of the options proposed by Allen & Clarke during consultation was that no special 
support service be provided (eg, that the status quo remain).  This approach reflected the 
uncertainty about the need for a special support service in terms of currently unmet health 
need as well as the uncertainty about the relationship between historical exposure to PCP 
and subsequent health risk.  This option was not preferred by individuals who commented 
on Allen & Clarke’s proposals, by those attending the public meetings, or by SWAP.  All of 
these stakeholders expressed a strong expectation that there will be a special support 
service: discussion focused on what this service could look like.   
 

2.2 Assessment of former sawmill workers’ needs 
 
Former sawmill workers as a group appear to: 

 have a strong expectation that a service will be established; 

 experience an unquantifiable level of health need that is most likely to be similar to 
other New Zealanders of a similar age, gender, ethnicity, and socio-economic status; 

 self-identify as having a high level of health need and believe that the health issues 
that they may experience are related to their exposure to PCP (or other chemicals 
used in the timber treatment process);  

 are concerned about the risks that historical exposure to PCP may present to their 
descendents; and 

 be located throughout New Zealand although there may be areas where groups of 
former sawmill workers currently reside (eg, the central North Island).   

 
Allen & Clarke acknowledges that available information and comments received from 
former sawmill workers are not sufficiently detailed to support a clear assessment of health 
needs as a group as this is based on a very small sample of the potentially exposed group4.  
Submitters’ concerns cannot be used to extrapolate the disease burden experienced by this 
population as a whole or to determine if a specific and larger disease burden is experienced 

                                                 
4
 That is, a sample size of between 1.5 and three percent depending on which eligibility population is 

used. 
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by this population compared to a comparable general New Zealand population.  New 
specific primary research would need to be undertaken to determine this accurately at a 
national level.  Such research was outside of the scope of Allen & Clarke’s terms of 
reference; however, some district health boards have considered the needs of former 
sawmill workers as a discrete population within their jurisdictions.  Any district health board 
funds for specific services for former sawmill workers are considered relative to services for 
other groups under the board’s responsibility.  To date, no specific funding has been 
allocated to services specifically for former sawmill workers through this process (although 
former sawmill workers access a range of other primary, secondary, and tertiary services 
funded by the district health board).   
 
While uncertainty remains about the needs of former sawmill workers, there are options 
that recognise the existing published, peer-reviewed evidence base on health effects 
associated with historical exposure to PCP and individuals’ beliefs about health issues and 
concerns about the impact that exposure to PCP has had on their lives or that it may have 
on the lives of their descendents.  The broad options are information provision and access 
to health care.   
 

2.2.1 Information provision 

 
The concerns expressed by former sawmill workers indicate that there may be value in 
addressing worries through the provision of credible advice on historical PCP exposure and 
health risk as well as addressing the information-based barriers that may impede access to 
health care (including concerns that health practitioners are not sufficiently informed about 
these risks and therefore do not offer what submitters’ consider to be responsive care).  In 
turn, this focus may support individuals’ comfort in discussing medical issues with health 
practitioners (regardless of disease aetiology).  At this time, there are no information 
resources available about PCP exposure and health effects developed specifically for either 
health practitioners, patients, or other individuals concerned about the health risks 
associated historical exposure to PCP.  While such information exists, it is not easily 
accessible to individuals (eg, is held in medical journals, is written in technical language, 
etc.).  In addition, there are gaps in available information (eg, there is currently very limited 
available published research about the impact that historical exposure to PCP may have on 
the descendents of an exposed person – if any). 
 
Another facet of information provision relates to knowing what services are available and 
how to access these (both for patients and, possibly, for health practitioners).  Although a 
number of national, regional, and local service providers coordinate access to both health 
and social services (such as through a whānau ora model), there may also be additional 
scope to explore how coordination of services could be further developed to support 
individual’s access to both health and social care (i.e., an holistic approach to care).   
 
Developing relevant, accessible, and appropriately targeted information could provide 
health practitioners, service providers, and patients and their family/whānau with 
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significant additional benefit, including in supporting the development of strong patient-
doctor relationships and ensuring that individuals are aware of and can access entitlements 
and services that will benefit them.   
 
If implemented, a special support service could have a primary focus on supporting the 
development and dissemination of credible information on historical PCP exposure and 
subsequent health risk with a view to minimising the information-based access barrier 
issues raised by former sawmill workers.  Information must clearly report the published, 
peer-reviewed evidence base but also be sensitive to the experience-based views of some 
former sawmill workers.   
 

2.2.2 Access to health care 

 
Many community-identified health needs are best addressed in primary care or in a 
community setting (including rongoā Māori services in some instances).  For example, many 
primary health organisations or associated primary care or community providers already 
offer advice on preventing chronic health conditions and where a patient is diagnosed with 
cancer, a referral to oncology services will be offered as a matter of course.  There is some 
variation on the range of health or rongoā services provided depending on the primary 
health organisation or other community-based services that an individual uses.  In some 
cases, individuals may have to travel to another, often larger, centre for treatment (which 
may be appropriate given the technical requirements of care) or care may be available 
locally (for example, the Whakatane Hospital has a neurology clinic although some 
treatments may be delivered at Tauranga or Waikato hospital).  In addition, attending 
specialist care in the publicly-funded health system is free but may be less timely than 
accessing care privately. 
 
Former sawmill workers’ identified physical barriers to accessing care (such as cost, travel 
requirements, time to visit a health practitioner, etc.) as problematic.  Policy responses and 
services currently exist to address these barriers including lower cost primary care (which in 
some communities may include free or very low cost care for high users), National Travel 
Assistance funding, and publicly-funded specialist medical care.   
 
It is difficult to recommend including enhanced access to specialist medical care in any 
special support service (including the option of bypassing waiting lists for publicly funded 
care or supporting access to publicly-funded private medical care).  In New Zealand, access 
to publicly funded care is provided on the basis of need.  There appears to be no strong 
reason as to why this fundamental principle should be overridden for former sawmill 
workers, particularly when there is no evidence to suggest that there are services that 
former sawmill workers have additional difficulty accessing compared to other New 
Zealanders.  In Allen & Clarke’s consideration of a similar component for the HSSDeP (Allen 
& Clarke 2008), it was similarly unable to recommend including enhanced access to 
specialist medical care without a referral from a general practitioner (i.e., access on the 
basis of health need).  This approach continues to be difficult to justify in the case of former 
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sawmill workers: there is very limited published, peer-reviewed evidence that historical 
exposure to PCP contributes to a specific range of diseases that would not already get fast 
access to diagnosis and treatment.  There are no specific diseases sufficiently associated 
with historical exposure to PCP to warrant treatment more quickly than any other person 
who has the same disease.   

 
Supporting the maintenance of a healthy lifestyle to reduce the risk of experiencing an 
illness is the most effective approach to addressing issues related to historical chemical 
exposure where the substance in question cannot be removed (dioxins) or is no longer 
present in the body (PCP).  As such, if implemented, a special support service for former 
sawmill workers should also include the following secondary foci:  

 the achievement and maintenance of wellness (which is consistent with the 
published, peer-reviewed evidence base on the relationship between historical 
exposure to PCP and health risk); and  

 access to medical care when needed.   
 
Any publicly-funded service provided should only be delivered in New Zealand.  This is 
consistent with the provision of primary care services in New Zealand. 
 

2.2.3 Summary 

 
Reasons for establishing a national support service for former sawmill workers include that: 

 published, peer-reviewed research has shown that some highly-exposed former 
sawmill workers may experience health effects that result from their historical 
exposure to PCP and that some health needs may arise from this (although the 
magnitude and scope of treatable or manageable burden of disease remains 
unknown as does the degree to which current health needs remain unmet); 

 there are definite information needs for former sawmill workers and it is likely that 
health practitioners also experience some information needs; and 

 there is a need to effectively manage community concerns about the impact of this 
exposure (including on descendents) and expectations that a service will be 
provided.  

 
Caution is needed to ensure that any approach does not exacerbate perceptions that all 
illnesses experienced are related to historical exposure to PCP.  A strong focus on 
information provision provides a helpful framework for scoping the broad elements of a 
possible support service in a situation where uncertainty about need exists (and is likely to 
remain unless primary research to determine national need is undertaken).   
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If established, a special support service must: 

 respond to needs that can be determined with some degree of accuracy (rather than 
responding to a wish-list of services which may already be provided for adequately);  

 be supported by published, peer-reviewed evidence that exposure to PCP may 
contribute to ill-health (although the need to balance this with stakeholders’ beliefs 
about the cause of specific health issues is acknowledged); and 

 not duplicate the range of health services that individuals can already access to 
address specific health concerns (such as diabetes management services or other 
wrap-around services for long-term chronic conditions). 

 
Special health services designed to address an exposure risk (rather than responding to 
specific cases of clinical illness) are an unusual way of delivering health care but may 
support improved health for those involved and can be an appropriate way to respond to an 
assessed risk.  The only other service that responds to exposure risk rather than disease is 
the HSSDeP.  Such risk-focused services may also respond to perceived needs for care rather 
than a clear burden of health need (including if this need is not currently being met from 
within existing national and regional health programmes).  As such, it will be important to 
closely monitor any special support service if one is implemented to assess the effectiveness 
of this service delivery approach in supporting access to care and improved health 
outcomes for the at-risk population.  It may be helpful to look at whether this approach are 
more effective than primary care approaches traditionally employed in New Zealand to 
support improvements in population health.   
 

2.3 Recommendations 

 
Allen & Clarke recommends that: 

1. a special support service is established for former sawmill workers exposed to PCP;  
2. this special support service primarily focus on information provision for health 

practitioners, health service planners, and former sawmill workers with a secondary 
focus on supporting the maintenance of health and the early detection, treatment, 
and management of disease when present; 

3. short-cuts or fast-tracking to specialist health, disability, and social services are 
specifically excluded from any special health support service and that patients 
continue to access publicly-funded services in accordance with the existing access 
criteria for these services;  

4. any special support service is only provided in New Zealand; and 
5. a suitable monitoring and evaluation framework is developed and implemented 

(discussed in Part 8 of this report). 
 

Final decisions about whether a service is offered and, if so, the scope of any service offered 
will be made by the Ministry of Health. 
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2.4 Resourcing implications 

 
Establishing a special support for former sawmill workers will have financial and resourcing 
implications for the Ministry of Health and, possibly, for district health boards (depending 
on where former sawmill workers are located) and primary care providers like primary 
health organisations and possibly individual practitioners.  The specific implications 
associated with establishing a service are discussed in Parts 4, 5, and 6 of this report.  
Resourcing implications are summarised at the beginning of this report. 
 
No timeframe is proposed for the special support service: longevity will depend on the 
outcome of any service evaluations as discussed in Part 8 of this report.  The length of time 
that the proposed special support service operates for will have implications for its overall 
cost. 
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3 Principles, aims, and objectives  
 
 
Part 3 of this report proposes a set of principles, aims, and objectives that have guided the 
development of the recommendations and which could continue to guide the 
implementation of a special support service for former sawmill workers if the Ministry of 
Health agrees that such a service should be provided.   
 

3.1 Principles 
 
The following principles should continue to guide design and implementation considerations 
for a special support service and its governance and administrative framework (if such a 
service is implemented): 

 Accessibility: individuals access health care easily, in a timely manner, at an 
acceptable cost, and they know what services are available and how to use them 
and services are readily available to users; 

 Acceptability: services are evidence-based, respond to the needs of former sawmill 
workers and their preferences (where possible and practical), people participate in 
planning their health care, and all stakeholders have access to credible information 
about health issues; 

 Co-ordination: services are integrated and support referral to other services that 
meet the individual’s needs; 

 Equity: services do not prioritise one group above another with equal or similar 
needs, and funding is allocated fairly in accordance with the needs of the population 
served; 

 Effective: services must be able to produce improvements to health;  

 Sustainable: services make use of existing frameworks and infrastructure and incur 
appropriate transaction costs; and 

 Culturally appropriate: services should be delivered in a culturally appropriate 
manner and support patient choice about the types of services that they use 
(providing that all such services are safe, of acceptable quality, and effective). 

 
The identification and application of different kinds of evidence to inform service 
development has been discussed in other parts of this report (eg, the differing uses that can 
be made of anecdotal evidence versus published, peer-reviewed scientific literature).  As 
Allen & Clarke’s recommendations may result in the expenditure of public funds, our 
recommendations must also be predominantly based on what we know from the published 
literature (i.e., it must be evidence-based).  Appropriate consideration of anecdotal 
evidence may improve the acceptability of recommendations to some former sawmill 
workers (see discussion box in section 1.1 of this report).  Correct application of the 
different types of information is crucial to developing a successful service. 
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3.2 Aims and objectives 

 
A special support service for former sawmill workers should support improvements in the 
health of eligible individuals by focusing on improving information about chemical exposure, 
and promoting wellness in the first instance but supporting access to care when needed.   
 
This aim (through its dual focus on access to information and wellness) can also contribute 
to the achievement of national 2009/10 health targets relating to better diabetes and 
cardiovascular services and better help for smokers to quit. 
 
If a special support service is established, its objectives could include to: 

 improve health practitioner and patient knowledge and understanding of the health 
risks associated with historical exposure to PCP (i.e., information should be based on 
available published, peer-reviewed evidence rather than anecdotal evidence); 

 support an overall reduction in the non-communicable diseases experienced by 
eligible individuals by promoting healthy lifestyles, reducing lifestyle risk factors, and 
supporting timely access to care; 

 support the early detection of health conditions (without focus on the aetiology of 
the illness or whether it may be related to historical exposure to PCP); 

 meet health needs through prescribing medical treatment where required and 
referring to specialist or other care as appropriate;  

 support improved understanding about the genetic impacts of historical exposure to 
PCP (if any); and 

 ensure that any special support service is acceptable and contributes to meeting the 
needs of the community in a cost-effective manner, through the implementation of 
continuous quality improvements to service design and delivery. 

 
Final decisions about service objectives will be made by the Ministry of Health if it 
determines that a special support service for former sawmill workers should be offered. 
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4 Eligibility criteria 
 
 
If the Ministry of Health establishes a special support service, there needs to be a 
mechanism to determine who could use it (i.e., some objective eligibility criteria).  Part 4 of 
this report identifies who could be eligible for a special support service and proposes a 
mechanism for assessing individuals’ eligibility based on these criteria. 
 

4.1 Developing the eligibility criteria 
 
The proposed eligibility criteria were developed and agreed through four rounds of 
consultation with a technical group of New Zealand experts in epidemiology, toxicology and 
public health (the Organochlorines Technical Advisory Group) and in consultation with 
former sawmill workers.  This involved a review of the published, peer-reviewed research 
on the roles where exposure to PCP may have occurred, consideration of materials 
presented by SWAP (particularly relating to roles within a sawmill and the associated 
exposure), and the development of key statements.  The key statements were then 
considered by the Organochlorines Technical Advisory Group using a Delphi approach5.   
 
Following consultation, Allen & Clarke shared submitters’ views on the draft eligibility 
criteria with the Organochlorines Technical Advisory Group.  Members of SWAP also 
attended this meeting to share their views and advise on why they felt the demographic 
parameter needed to be broadened to include other sawmill workers and other groups and 
that the temporal parameter needed to be reduced.  The Organochlorines Technical 
Advisory Group then considered SWAP’s views and the views of submitters more generally.   
 
One issue recently raised by SWAP is the importance that all of its members be eligible for 
any service (eg, the eligibility criteria will only be acceptable if they take into consideration 
the whānau-based philosophy that drives SWAP’s ropu).  SWAP is likely to oppose rigid 
criteria that may unnecessarily exclude any of its members who were exposed to PCP.  It has 
indicated that any person who had ever (for even a day) worked at a sawmill should be 
eligible, and that dust from roads treated with black liquor was also likely to be an exposure 
pathway (i.e., workers were not solely exposed to PCP-wet timber). 
 
Allen & Clarke believes strongly that any service must have criteria to help determine who 
may have been exposed to PCP to a level that evidence suggests could have placed that 
person at risk of developing adverse health conditions.  Without such criteria, a service 
would potentially be open to any person regardless of their exposure history.  This could 
                                                 
5
 To address the complexity of exposure, agreement was reached among relevant leading experts using a 

Delphi type consensus approach.  The Delphi Group would comment, iteratively if necessary, on 
statements with the ultimate aim of reaching a consensus opinion on the definition of the exposed 
population.  Through ‘buy-in’, this approach is likely to minimise disagreement. 
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significantly reduce any resources available to address the needs of more highly exposed 
former sawmill workers, and may reduce the effectiveness of services offered.  Therefore, 
not having criteria at all is unacceptable but we recognise the need to strike an appropriate 
balance between the need for inclusiveness and having robust access criteria.   
 
Any criteria must be based on what we know about who was exposed, when, and how, and 
on the potential impacts of this exposure (eg, it is largely based on published, peer-reviewed 
evidence suggesting roles where high exposure was likely to occur).  Where such evidence is 
not available, it is not possible to recommend inclusion.   
 
Allen & Clarke is sensitive to SWAP’s concerns that any criteria should be as inclusive as 
possible and we have taken a range of material from SWAP regarding roles and on-the-job 
information to the Organochlorines Technical Advisory Group for its review.  This has 
resulted in amendments to the criteria originally proposed so as to be more closely 
reflective of the working conditions of former sawmill workers; however, there are some 
areas where there is not sufficient published, peer-reviewed evidence to suggest that 
exposure may be an issue for other groups.  These groups are discussed in section 4.2.1.2 of 
this report.   
 
Another mechanism to support inclusiveness is through the development of an assessment 
process that does not unfairly exclude individuals who may have been exposed or make it 
difficult to get assistance.  A proposed process of applying these criteria as inclusively as 
possible is addressed in section 4.4 of this report.   
 
The Organochlorines Technical Advisory Group’s advice forms the basis of Allen & Clarke’s 
recommendations on access criteria.  Contributions from SWAP have also been very helpful 
in developing the proposed criteria and evidence presented directly resulted in a lowering 
of the recommended duration parameter threshold from five years to one year (see section 
4.2.2 of this report). 
 

4.2 The exposure envelope 
 
The exposure envelope used contains three parameters: demographic, temporal, and 
spatial.   
 
Intensity is not used as it is not possible to determine the dose of PCP that former sawmill 
workers would have been exposed to with an acceptable degree of accuracy.  PCP came 
from different international suppliers; however, any changes in concentration of 
contaminants in PCP, or any particular exposure events of significance, or temporal 
variations in intensity of human exposure are unknown.  It is assumed that exposure to PCP 
would have occurred when a person worked in a certain job at a sawmill over a specified 
period of time.   
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In line with our terms of reference, the exposure envelope does not include consideration of 
other substances that former sawmill workers may have been exposed to (such as CCA or 
boron).  SWAP has also recently indicated concerns about this restriction: it believes that 
the issue the health issues experienced by members (such as diabetes) are a result of 
exposure to multiple chemicals. 
 
Some of Allen & Clarke’s initial thinking about the scope of the demographic and temporal 
parameters has been adapted to be more inclusive following discussions with SWAP and the 
Organochlorines Technical Advisory Group.  Allen & Clarke’s initial thinking about the spatial 
parameter remains unchanged. 
 

4.2.1 Demographic parameter 

 
The demographic parameter identifies the jobs that former sawmill workers would have 
undertaken where they would have been exposed to PCP. 
 

4.2.1.1 Who would be eligible? 

 
If a special support service is implemented, the following people should be eligible: 
 

 
Sawmill workers involved in one or more of the following tasks/roles:  

 mixing PCP solutions; 

 handling sludge that settled in the bottom of PCP baths/tanks; 

 other tasks associated with PCP baths/tanks (such as table hands and pullers on the 
green chain, and workers involved in maintaining the baths); 

 other tasks associated with directly handling PCP-wet timber (such as forklift 
operators); or 

 operating diffusion plants. 
 

 
Former sawmill workers who performed these roles are highly likely to: 

 have been exposed to PCP; and 

 have had high level of exposure to PCP. 
 
This assessment is based on McLean et al’s 2009b research.  McLean et al found that former 
sawmill workers who carried out certain high risk tasks such as mixing PCP or cleaning 
sludge from PCP tanks where these activities were carried out over long periods of time had 
the highest serum dioxin levels (which correlates to the highest levels of exposure to PCP 
among the roles included in the research).  Other studies, including a Ministry of Health 
survey of PCP in urine of former sawmill workers (reported in McLean et al 2009) support 
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finding a clear hierarchy of exposure depending on tasks and proximity to the treatment 
baths.   
 
Organochlorines Technical Advisory Group members agreed that exposure to PCP was most 
strongly correlated with the following occupational groups: 

 Workers involved in mixing PCP solutions; 
 Workers who handled sludge that settled in the bottom of PCP baths/tanks; 
 Workers involved in other tasks associated with PCP baths/tanks (such as table 

hands  and pullers on the green chain); and 
 Diffusion plant operators.   

 
McLean et al (2007) suggests a weaker correlation with sawmill sprayers and those working 
on the green chain or dip baths (than for PCP mixes and those that handled sludge); 
however, Organochlorines Technical Advisory Group members agreed that there should be 
no differentiation between the groups unless a highly restrictive approach was to be taken 
to the definition (which does not fit with the proposed approach to be as inclusive as 
possible).   
 
The inclusion of diffusion plant operators, who worked at the four mills that used the 
pressure treatment process, is supported by Walls et al (1998) which notes a higher 
concentration of PCP used in this oil based process and a higher potential for dermal 
absorption. 
 
The inclusion of maintenance workers is supported by previous research (Kallioski and 
Kauppinen 1990) which found workers involved in sawmills working in structures that were 
contaminated with PCP had a potential for high exposure.  McLean et al (2007) were 
surprised at not reaching a similar finding in their study of New Zealand sawmill workers.   
 
The inclusion of the more general category of those involved in directly handling PCP-wet 
timber is designed to capture a variety of roles within a sawmill where workers would have 
come in to direct dermal contact with PCP-treated timber while it was still wet from the dip 
bath/tank or spray treatment.  This removes the need to specifically list all of the possible 
roles in which contact with PCP-wet timber may have occurred.   
 
The Organochlorines Technical Advisory Group did not support expanding the group of 
eligible workers to include other or all other groups of workers at a sawmill (eg, cleaners, 
office workers, buyers, etc.).  There is not sufficient published, peer-reviewed evidence to 
suggest other workers were exposed to PCP or PCP-wet timber, or that exposure to PCP-
laden dusts create significant increased health risks. 
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4.2.1.2 Who should not be eligible? 

 
Allen & Clarke did not source any published, peer-reviewed evidence to suggest that other 
groups have been exposed to PCP or its dioxin congener contaminants to a level where it 
would create elevated health risks.  This includes:   

 People living in the households of sawmill workers (i.e., as a result of potential 
secondary exposure through, for example, handling contaminated clothing); 

 People within the community (i.e., as a result of PCP contaminated sites, 
wood/sawdust or food sources);  

 Children, grandchildren, and other descendants of sawmill workers; and 
 Other workers – as a result of handling PCP-treated timber (eg, farmers, builders, 

etc.). 
 
SWAP retains some concern about the exclusion of some of these groups.  Allen & Clarke 
notes that the evidence of exposure for each group (where available) has been carefully 
considered by the Organochlorines Technical Advisory Group.  The Group’s view was that 
there is not sufficient published, peer-reviewed evidence to suggest that these groups were 
exposed to harmful levels of PCP or that they experience a health risk related to historical 
chemical exposure.  The potential approach of developing a service for directly-exposed 
sawmill workers initially, and then exploring opportunities for further research, for example 
on the impact of parent or grandparent exposure on children and grandchildren, was 
discussed with SWAP and Te Tohu O Te Ora O Ngati Awa early on during Allen & Clarke’s 
work.  It was agreed to start with the workers.  With that in mind, options for further 
development of the published evidence base are covered in section 5.5 of this report.  
 
 

People living in the households of sawmill workers  
 
People living in the households of sawmill workers have been rated with a higher relative 
likelihood and extent of exposure than people within the community and other workers, 
principally because there is anecdotal evidence that clothing contaminated with PCP was 
taken home and laundered.  There is also some published, peer-reviewed evidence that 
states that households of pesticide applicators who use PCP may potentially be exposed to 
elevated levels from contact with the worker’s skin, hair, work clothes, and/or workplace 
objects (ATSDR 2001).  In addition, there is published, peer-reviewed evidence of household 
exposure to other hazardous substances as a result of households coming in to contact with 
exposed workers clothing (eg, asbestos dust).  The potential for people living in households 
with sawmill workers to have been exposed to PCP exists but there is no published, peer-
reviewed evidence to suggest that this creates a specific health risk for these individuals.  
The inclusion of this group in any special support service (if such a service is implemented) 
could be reviewed if new peer-reviewed evidence is published. 
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People in the community 
 
There is currently insufficient published, peer-reviewed evidence to suggest that, for any 
other group of people or communities, the relative likelihood and level of exposure to PCP 
and its dioxin congener contaminants is greater than low.  Based on available published, 
peer-reviewed evidence, the relative likelihood and level of exposure of the other groups of 
workers and other groups in the community is likely to be of a far lesser order of magnitude 
than it is for the groups of former sawmill workers that should have access to a special 
support service (if one is established).  For most groups, the likelihood/level is considered 
very low.  Broadening eligibility to include groups with a relatively low likelihood and level of 
exposure is likely to result in any support service being less effective, and could potentially 
disadvantage those in greatest need of support. 
 
 

Children, grandchildren, and other descendants/whānau of sawmill workers 
 
At February 2010, the HSSDeP does not include the descendants of exposed people due to a 
lack of published, peer-reviewed evidence to suggest an association between historical 
exposure to dioxins in general and genetic-based health outcomes or other effects in the 
descendants of exposed people.  A watching brief is maintained on the published, peer-
reviewed evidence.  This responds to both community concerns and ongoing research about 
the genetic impacts (eg, the research on women exposed to specific dioxin congeners like 
TCDD at Seveso and their children or American Viet Nam service veterans).   
 
The circumstances posed by PCP are similar to those posed by the dioxin congeners found in 
former Paritutu residents.  That is, there is no published, peer-reviewed evidence to suggest 
that PCP causes genetic effects or contributes to genetic conditions or health outcomes.  
We acknowledge that exposure for descendents is a significant concern for many former 
sawmill workers who were exposed to PCP; however, the lack of published evidence to 
suggest that PCP has impacts for the descendents of the exposed means that, for now, this 
group should not have access to a special support service. 
 
It is important to keep a watching brief on any new research concerning the effects of PCP 
and its associated dioxin congener contaminants on descendants, and to review the 
eligibility criteria if new evidence is published.  While the ongoing international research 
programme into genetic impacts of PCP is unknown (unlike the populations under study for 
dioxin congeners like TCDD), specific research into this issue is proposed and is discussed in 
further detail in section 5.5 of this report.  The inclusion of descendents could be reviewed if 
peer-reviewed evidence is published which indicates that descendents may experience 
increased health risks because of parental and/or grandparental exposure to PCP.    
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Other workers 
 
Other groups potentially exposed to PCP and its dioxin congener contaminants, outside of 
the sawmilling industry, include people who treated pelts in meat works, farmers, builders, 
and mossicide workers.  There is no published, peer-reviewed evidence available on the 
extent of exposure of these groups. 
 

4.2.2 Temporal parameter 

 
There are two aspects to temporal exposure: the period in which there was an active 
exposure source and the duration of human exposure to the source. 
 
If a special support service is implemented, this temporal parameter should be used: 
 

 
 Worked for at least one year in the activities identified in section 4.2.1.1. 

 

 
 

4.2.2.1 Duration of human exposure to source 
 
McLean et al (2009) concluded that former sawmill workers who had a longer duration of 
employment in the industry had the highest serum dioxin levels, with those who had 
worked in the industry for at least 10 years, having excess serum dioxin levels  of 14ppt.   
 
Allen & Clarke’s initial proposal was to set a single temporal parameter of five or more years 
working in high risk tasks (as defined in section 4.2.1.1).  This would be cumulative to 
recognise that individuals may have changed jobs at the sawmill on a regular basis or that 
some individuals may have been casual or seasonal workers who worked in high-exposure 
jobs for irregular periods.  The five-year minimum was effectively an adjustment factor of 
two.  This was in-step with adopting a precautionary, inclusive approach.  Former sawmill 
workers were concerned that the five year minimum period would exclude too many former 
workers especially when anecdotal evidence indicated that workers may have had a higher 
exposure early in their jobs (although the cumulative nature appeared to be acceptable).   
 
Further discussion with the Organochlorine Technical Advisory Group and, erring on the side 
of caution, resulted in the proposal to increase the adjustment factor to ten.  Increasing the 
adjustment factor reduces the temporal parameter from at least five years to at least one 
year.   
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This change:  

 reflects exposure calculation conventions more accurately;  

 recognises that exposure to PCP may have occurred early on in the employment of 
former sawmill workers (eg, the green chain was one of the jobs given to new 
employees); and  

 reflects a strong precautionary approach to determining the eligibility criteria and an 
appropriately inclusive approach to service design. 

 
Removing the temporal criteria altogether is not appropriate even though this may have 
little impact on the size of the total eligible population.  Having a clear temporal threshold 
helps to communicate that not everyone who worked in sawmills was exposed to PCP 
experiences an increased health risk because of this exposure. 
 
   

4.2.2.2 Duration of active exposure to source 
 
There is some uncertainty as to the precise start and end date for PCP use in the New 
Zealand sawmilling industry.  PCP was first registered in New Zealand in 1936 (Dew 1999).  
Its use in the sawmilling industry is widely reported to be from the 1950s (eg, Buckland et al 
2000) but data shows relatively low use until circa 1958.  PCP was voluntarily withdrawn 
from use by the sawmilling industry in 1988 and formally deregistered in 1991.   
 
There is some anecdotal evidence to suggest that PCP was used in the sawmilling industry in 
1990.  It is likely that some sawmills stockpiled supplies of PCP prior to formal deregistration 
and may have continued to use PCP beyond 1991; however, the extent of such a practice is 
not known.  Given this uncertainty, an exposure window of 1950 to 1992 provides guidance 
only rather than being a specific criterion that must be met in order to be eligible.  This 
means that former sawmill workers should be eligible for a special support service 
irrespective of when they were exposed providing that they: 

 meet the other eligibility criteria discussed in Part 4 of this report; and 

 give information about the dates they were exposed to PCP (including if they were 
exposed during periods that fall outside of the proposed parameter for guidance). 

 

4.2.3 Spatial parameters 

 
The best estimates indicate that there were approximately 255 sites where PCP may have 
been used (although this list is also acknowledged as not complete and it is likely that it is 
not completely accurate: there may be more sites).   
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Therefore, this list could guide where PCP was used rather than be a definitive criterion. 
This means that all sites where PCP was used for the treatment of timber would be included 
within the spatial parameters (regardless of if the site is included on the available list).   
The list of 255 sites is categorised according to small, medium, large, and very large users of 
PCP.  This split is not valid for delineating eligibility for any special support service as the 
potential for exposure amongst those performing the high risk tasks is likely to be the same 
regardless of whether a site was a very large/large user of PCP or a small user of PCP.   
 
There is currently no published, peer-reviewed evidence of adverse health effects from non-
timber treatment sites (such as dump sites or locations adjacent to current or former 
sawmill sites).  These should not be included in the spatial parameters unless new or site-
specific information becomes available. 
 

4.2.4 Other considerations 

 
Access to any support service should only be provided to people who are lawfully in New 
Zealand at the time of applying for eligibility assessment (i.e., in line with the Health and 
Disability Services Eligibility Direction 1999).  This means that individuals applying for any 
special support service must be one of the following: 

 A New Zealand citizen; 

 A New Zealand citizen whose usual abode is in the Cook Islands, Niue or Tokelau; 

 A New Zealand citizen by descent; 

 A child born in New Zealand whose parents are eligible to access publicly-funded 
health services; or 

 Be 'ordinarily resident' in New Zealand (i.e., individuals with a current New Zealand 
residence permit and their children aged less than 18 years who either have already 
lived in New Zealand for two years, or who hold a current Returning Resident's Visa). 
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4.2.5 Recommendations about the eligibility criteria 

 
Allen & Clarke recommends that these criteria identify who is eligible to access a service if 
such a service is implemented: 
 

Demographic parameters  
Temporal 
parameters 

 
Spatial 
parameters 

 Other 
factors 

Individuals involved in one 
or more of the following 
tasks/roles:  

 mixing PCP solutions; 

 handling sludge that 
settled in the bottom of 
PCP baths/tanks; 

 other tasks associated 
with PCP baths/tanks 
(such as table hands and 
pullers on the green 
chain, and workers 
involved in maintaining 
the baths); 

 other tasks associated 
with directly handling 
PCP-wet timber (such as 
forklift operators); or 

 operating diffusion 
plants. 

AND 

Worked for 
at least one 
year in 
these 
activities  

AND 

Worked at 
any site 
where PCP 
was used for 
the treatment 
of timber 

AND 

Be eligible 
for publicly 
funded 
health 
services in 
New Zealand 
(as per the 
Health and 
Disability 
Services 
Eligibility 
Direction 
1999) 

 

 

4.3 Estimating the size of the eligible population 

 
The number of people who could be eligible for the proposed special support service for 
former sawmill workers is based on the eligibility criteria recommended in section 4.2.5 of 
this report.   
 
It would be safe to assume that the eligible population is predominantly (if not entirely) 
male, predominantly aged in their 40s, 50s or 60s, but perhaps as young as 35 years, and 
living through-out New Zealand.  Even if there were to be a significant alteration to these 
assumptions, it is unlikely that such an issue would impact on the proposed service or the 
number of potentially eligible individuals.  
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A spreadsheet detailing the following calculations is included as Appendix A to this report.  
This includes references to data sources and key assumptions.   
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To estimate the eligible population, Allen & Clarke: 

 Used New Zealand Forest Service annual statistics to estimate the number of people 
engaged in sawmilling between 1950 and 1982; 

 Applied a workforce turnover factor of 20 percent to estimate the total number of 
people who were engaged in sawmilling from 1950 to 1992; 

 Applied the New Zealand annual crude death rate for the general population (9.67 – 
6.80 per 1,000 mean population per year from 1950 until 2009) to estimate how 
many of these people are likely to be alive6; and 

 Applied a ratio of 10 percent7 or 20 percent to estimate what proportion of these 
workers are likely to meet the demographic criteria of having been employed in the 
specific job roles recommended in section 4.2.5. 

 
The estimates of the eligible population have not factored in the population that would 
have permanently left New Zealand and who now reside overseas. Over the time period 
1950 to 2010, approximately 10,000 of the estimated 55,000 people who were engaged in 
sawmilling between 1950 and 1992 may have left New Zealand permanently; however, by 
applying the crude New Zealand death rate (as opposed to an age-specific rate), an over-
estimation of the number of deaths for this population group may have occurred. 
 
Using this framework, between 3,950 and 7,900 people would meet the draft eligibility 
criteria.  The lower estimation is based on ten percent of the sawmilling workforce being 
employed in the recommended job roles.  The higher estimation is based on 20 percent of 
former sawmill workers being employed in the higher risk job roles.  Given the assumptions 
and limitations in this initial estimate, it would be appropriate to err on the side of caution 
and adopt the more conservative estimate. 
 
There are likely to be concentrations of potentially eligible individuals in regions like 
Waikato, the Bay of Plenty, Lakes, and Canterbury where the sawmilling industry is (or was) 
a key employer.  This assumption is based on both the location of known large sawmills and 
areas where timber has contributed significantly to the local economy, and the location of 
former sawmill workers who made submissions on this project (eg, about half of the 
submissions were received from the Bay of Plenty).  There are, of course, other areas where 
pockets of potentially eligible individuals currently reside; however, there is no way to 
quantify where individuals may live with a sufficient degree of accuracy at this time.   
 
Publicity about a proposed special support service is likely to impact on the uptake rate (for 
example, a broad national campaign with a strong focus on local communications is likely to 
result in higher demand across a broader range of areas than a more area-specific or 
general awareness-raising campaign).   

 

                                                 
6
 Without detailed information about the age spread of the former sawmill worker cohort, it is not 

possible to use more specific mortality rate data. 
7
 This reflects that in their study, McLean et al (2007) found that around ten percent of former sawmill 

workers had particularly elevated serum dioxin levels. 
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4.4 Eligibility assessment process 

 
A process is needed to determine who meets the proposed eligibility criteria.  As noted 
earlier in this Part, the preferred process should support inclusiveness, should not be overly 
onerous for applicants, and should support the proposed objectives of the service.  
 

4.4.1 Use of serum dioxin tests to confirm exposure 

 
Eligibility for the special support service should not be based on actual tests of exposure (eg, 
serum dioxin tests) or the presence of an actual illness or injury.  This is because available 
tests for historical PCP exposure use total body burden of all dioxin congeners as a proxy 
measure of historical exposure.  This test is not sufficiently accurate because of the way that 
PCP and different dioxin congeners act in the body (including the uncertainties about 
elimination rates for the types of dioxins found as contaminants in PCP).  Inclusion in a 
special support service based on the presence of illness does not reflect the proposed focus 
of supporting wellness.   
 
There are no other tests that could be used to determine historical exposure to PCP. 
 

4.4.2 The proposed approach to assessing eligibility 

 
If a service is established, the same process for assessing eligibility as used by the HSSDeP 
could be used.  This would make for an administratively simple process for both the 
applicant and the Ministry of Health (as administrator of the service).   
 
As with the HSSDeP, there are likely to be three groups of applicants: 

1. Applicants who clearly meet the eligibility criteria (as discussed in section 4.2.5);  
2. Applicants who almost meet the eligibility criteria but who may not quite satisfy all 

aspects (eg, an individual who worked on the green chain for 11 months rather 
than one year); and 

3. Applicants who do not satisfy the criteria but who apply anyway (eg, an individual 
who worked in the office at a sawmill). 

 
Where a person is not sure if they meet the criteria, they should be encouraged to apply. 
 
While the eligibility process should be based on clear and precise eligibility criteria, it is 
pragmatic to enable some flexibility through the assessment process in implementing these 
criteria.  This flexibility is needed due to the uncertainty around some of the parameters of 
exposure which underpin the proposed eligibility criteria.  This approach is consistent with 
the accessibility principle and ensuring an inclusive service.   
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The most consistent way of providing flexibility is through the use of a panel comprising 
public health or occupational medicine experts who would be able to assess an individual’s 
exposure to PCP in cases where there was some uncertainty about the application of one or 
more of the proposed eligibility criteria. While only a small number of cases have been 
considered by the HSSDeP panel, a much greater number of cases may be considered by a 
panel for former sawmill workers.  This is because of the greater complexity involved in 
assessing the proposed eligibility criteria for former sawmill workers. 
   

4.4.3 Informing people about the availability of a special support service and 
an application process to access such a service 

 
An invitation to participate approach was considered but is not preferred.  This approach 
would involve the Ministry actively looking for former sawmill workers and formally inviting 
them to participate in the special support service.  Most likely, the Ministry would need to 
research old employment records (where these exist and are made available to the 
Ministry) to identify the names of people who worked in sawmills.  It would then need to 
develop a process to identify which of these workers would have worked in roles where 
they were exposed to PCP.  Once names were identified, it would be necessary to then trace 
these individuals.  This approach is likely to be very costly, may negatively impact on the 
privacy of citizens, and may unnecessarily worry individuals.  It is also likely that the 
employment records are incomplete (due to the casual nature of employment in this sector, 
the fact that many sawmills have now closed or changed owners, etc.).  
 
If a service is established, the level of awareness about its availability is likely to vary 
considerably throughout New Zealand.  For example, former sawmill workers in the eastern 
Bay of Plenty are likely to be very aware through the activities of SWAP.  If an invitation to 
participate approach is not preferred, it is important to consider the mechanisms used to 
actively advise former sawmill workers in other areas of its availability.  Methods could 
include: directly contacting members on the PCP mailing list, public notices in all major daily 
and regional newspapers, notices or articles in timber industry publications, media coverage 
(such as items on national television and radio news programmes), and working with 
organisations like unions and advocacy groups like SWAP.  
 
To support uptake, it is important that assistance be available to help applicants complete 
the application form correctly.  One effective way used by the Taranaki District Health Board 
during the implementation of the HSSDeP was the use of a “one-shop model”.  The District 
Health Board organised venues throughout the Taranaki community and had people who 
could help individuals complete application forms correctly.  They also had a Justice of the 
Peace available to certify statutory declarations (the most common way to ‘demonstrate’ 
eligibility and discussed in section 4.4.1 of this report).  The Ministry of Health was available 
to provide advice to applicants by telephone or email.  This process resulted in a high 
proportion of correct applications which did not require any follow-up or additional 
information (making the process simple for both applicant and assessor).  A similar process 
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should be made available to applicants in areas where there are likely to be large numbers 
of applicants.  At this stage, this is only likely to be the eastern Bay of Plenty area (where 
there are likely to be a number of former sawmill workers who would be interested in 
accessing a special support service if one is offered).  Discussions with SWAP indicate that 
representatives from these organisations would be happy to support applicants in a similar 
way. 
 

4.4.4 Proposed assessment process 

 
If a special support service is established, the proposed assessment could be as described in 
the text box below: 
 

 
1. Individual self-identifies as a possible candidate for the special support service OR is 

referred by his/her primary care team/GP or a community provider. 
2. Individual downloads an application form OR contacts the Ministry of Health for an 

application pack OR collects a form from a community agency.  
3. Individual completes the application form and returns it to the Ministry of Health. 
4. Application is logged and considered by the Application Assessor.  
5. A decision is made regarding the application: eligible or not eligible. 
6. Decision is logged in an eligibility database.  
7. Individual is sent a letter advising of the outcome of their application. 

 
 

 

 
An appeals process should be available for individuals who are assessed as not eligible by 
the Application Assessor.  This would involve: 

 Informing the applicant of the outcome of their application and how they can appeal 
the decision (eg, step 7);  

 Requesting further information from the applicant: this may include more detailed 
information about the tasks the applicant undertook or the timeframes that they 
performed these tasks; 

 Consideration of the application by public health and occupational medicine 
specialists who have a good understanding of chemical exposure; 

 Experts making a decision about the application: eligible or not eligible; 

 Logging the decision in an eligibility database; and  

 Informing the individual of the outcome of the appeals process. 
 

 
While this is process is the same process used for the HSSDeP, the time needed to process 
applications from former sawmill workers may take longer than the process for a Paritutu 
applicant.  This is because close consideration of the timing and job role undertaken by the 
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sawmill applicant is required in order to determine whether an applicant meets the 
proposed eligibility criteria (compared to checking a date and address against a list of 
eligible addresses in the Paritutu area as is done for the HSSDeP). 
 

4.4.5 Information required 

 
A formal application requires information to confirm an applicant’s identify and determine if 
they meet the eligibility criteria including:  

 Full name; 
 Date of birth; 
 NHI number (where known); 
 Contact details; 
 Name of nominated primary care team/general practice;  
 Materials that demonstrates that the applicant meets the eligibility criteria OR a 

statutory declaration that they meet the criteria; and 
 Signed privacy disclosure statement that enables the Ministry of Health to collect, 

store, use, and disseminate personal information about an identifiable individual 
for the purposes of administering a special support service. 

 
To ensure that only genuine eligible individuals are accepted into the proposed special 
support service, it is necessary to consider what materials applicants may be asked to 
provide to demonstrate that they meet the eligibility criteria.  This could include: a statutory 
declaration, dated payslips, employment contracts, or other company records.  For many 
people, proving where they worked up to 60 years ago is very difficult, if not impossible.  
These difficulties arise because many companies will not retain employment records for  
longer than seven years, companies may have changed ownership or status and therefore 
do not have older records, changes in technology may mean that old data is not easily 
retrievable, and/or people may not have retained copies of old payslips.   
 
While it is important that only genuine individuals are accepted, it is critical that this 
requirement does not discourage people from accessing services to which they are entitled.  
In such circumstances, it is unfair to place a high burden of proof on applicants, especially if 
an inclusive approach is desirable.  It is likely that many applicants would complete a 
statutory declaration made under the Oaths and Declarations Act 1957 stating that the 
information contained in the application form was correct.  This approach provides a 
balanced and equitable way in which to ensure legitimate applicants are not penalised 
because they do not have records demonstrating employment status from some time ago.    
 
The privacy implications of the proposed collection, storage, use, and dissemination of 
information for the purpose of administering a special support service (if one is established) 
are minimal as individuals would be providing this information to the Ministry of Health 
voluntarily.  In any case, applicants should be clearly advised of the ways in which their 
personal information may be used or shared.  If a service is implemented, it will be 



Embargoed until 11.00am 23 June 2010 
 

37 

 

important to review all of the administrative arrangements to ensure that individuals’ 
privacy is adequately protected and that privacy is protected in accordance with the Privacy 
Act 1993. 
 

4.4.6 Recommendations about the eligibility assessment process 

 
If a special support service is implemented, Allen & Clarke recommends that:  

1. serum dioxin testing is not used to determine an individual’s eligibility; 
2. eligibility for a special support service is not based on an individual’s health status; 
3. people who think that they might be eligible make a formal application for 

assessment to the Ministry of Health; 
4. all applications are assessed by the Ministry of Health; 
5. a record of all applications is kept by the Ministry of Health;  
6. applicants provide materials to support their application or complete a statutory 

declaration that they meet the eligibility criteria; 
7. the Ministry of Health review the Privacy Act implications associated with any 

processes on the collection, use, storage, or dissemination of personal information;  
8. specific permission from each applicant for the collection, storage, use and 

dissemination of personal information is sought at the time of application; and 
9. an appeals process be developed for the decisions made by the Ministry of Health. 

 
Final decisions about the eligibility criteria and assessment process will be made by the 
Ministry of Health if it determines that a special support service for former sawmill workers 
should be offered. 

 

4.5 Resourcing implications 
 

4.5.1 Uptake scenarios 

 
Section 4.3 if this report estimates that between 3,950 and 7,900 individuals may be eligible 
for a special support service for former sawmill workers (if such a service is implemented).   
 
In addition to the high level of uncertainty about the number of eligible individuals, some 
uncertainty also exists regarding the level of demand because there is no accurate 
information about whether former sawmill workers would use the proposed services.  Allen 
& Clarke has assumed that uptake for a special support service could be similar to that 
found with the HSSDeP.   



Embargoed until 11.00am 23 June 2010 
 

38 

 

 
The HSSDeP is used as the model because: 

 it delivers a similar service to a population historically exposed to a chemical 
substance as is proposed for former sawmill workers; 

 there is a similar estimate of total eligible population (n=3,950-7,900 exposed former 
sawmill workers compared to n=5,500 for the HSSDeP); and  

 the level of interest indicated through the consultation exercise (submissions 
received: n= 118 for the sawmill workers; n=132 for the HSSDeP).   

 
Uptake rates for the HSSDeP appear to have peaked in Year 1: there have been few 
applications made in Year 2 of the HSSDeP’s operation.  This indicates an overall scenario of 
low initial demand.  It is not possible to comment on the ongoing demand at this time.   
 
There are three possible uptake scenarios to guide discussions on the resourcing 
implications of a special support service for former sawmill workers (if such a service is 
implemented): 

1. Scenario A: a lower level of uptake compared to the HSSDeP (i.e., eight percent of 
the total eligible population want to use the proposed special support service): this 
recognises that uptake may be low for the former sawmill workers because of the 
difficulties associated with contacting workers to tell them about the service; OR 

2. Scenario B: a similar level of uptake compared to the HSSDeP (i.e., 15 percent of the 
total eligible population want to use the proposed special support service): this 
reflects the similarities between uptake rates for other chemically exposed 
populations in New Zealand offered a similar range of services; OR 

3. Scenario C: a higher level of uptake compared to the HSSDeP (i.e., 25 percent of the 
total eligible population use the proposed special support service): this recognises 
that the former sawmill worker population may mobilise and more people find out 
about the proposed services (eg, community demand is higher than anticipated). 

  
The percentages presented in the bullet points above relate to national coverage.   
 
Table 1 (below) identifies national uptake rates for each scenario: 
 
Table 1: National uptake rates for each scenario 

 3,950 people 7,900 people 
Scenario A: eight percent uptake 316 632 

Scenario B: 15 percent uptake 592 1,185 

Scenario C: 25 percent uptake 987 1,975 

 
Scenario B is the anticipated level of demand at a national level if a special support service is 
implemented.   
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There will be considerable geographic dispersal of potentially eligible individuals but it is 
likely that some regions will experience higher levels of uptake.  To some extent, uptake will 
depend on the level of awareness about service availability in an area and the role that the 
timber industry has formerly played in that region.  For example, more than 15 percent of 
eligible former sawmill workers residing in the Bay of Plenty are likely to seek access to a 
special support service because of SWAP’s actions.  The Bay of Plenty region may also 
experience proportionally higher demand than other regions depending on the total 
number of potentially eligible individuals8 because of these awareness raising activities and 
the presence of the sawmilling industry. 
 
The more specialised components of the proposed special support service are likely to have 
different uptake rates based on the estimates of population-level need.  These are discussed 
in Part 5 of this report.   
 

4.5.2 Application and assessment resourcing 

 
 
Important notes about the resourcing implications identified in section 4.5 
 
1. All identified costings are estimates only: these have been developed using best 

estimates and are based on the assumptions detailed in the text.   
2. The figures in section 4.5 have not been agreed to by the Ministry of Health: these do 

not represent the funding that would be allocated to this component of the proposed 
special support service, should a service be established.   

3. Figures are subject to more work if the proposed recommendations are accepted. 
4. All figures are GST-exclusive. 
5. The costs assume that all applications will be received and considered in Year 1. 

 

 
The tables below indicate costings for the application and assessment process.  To recognise 
the full cost of this component, it is consider the additional administrative costs.  These are 
calculated in the Summary of cost implications section of this report.   
 
Table A: Uptake Scenario A (eight percent) – Costings for the assessment process  

Component Cost per unit Total population  
n=3,950 

Total population 
n=7,900 

Publicity about the service See costings in section 5.1.5 

Develop application pack  Includes development (0.1 
FTE), pre-testing, and printing 

$ 10,000 $ 10,000 

Assessment of applications 316-632 applicants per annum 
(0.1-0.2 FTE) 

$ 28,440 $ 56,880 

                                                 
8
 For example, there are approximately 150 SWAP members.  If the lower estimate of total eligible 

population and the Scenario B uptake are used, it may be that as much as 25 percent of the service users 
reside in or around Whakatane alone, or have some affiliation with the former Whakatane sawmill.   
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Appeals process  Three meetings per annum $ 10,000 $ 10,000 

Total  - $ 48,440 $81,880 
 

Table B: Uptake Scenario B (15 percent) – Costings for the assessment process 

Component Cost per unit Total population  
n=3,950 

Total population 
n=7,900 

Publicity about the service See costings in section 5.1.5 

Develop application pack  Includes development (0.1 
FTE), pre-testing, and printing 

$ 10,000 $  10,000 

Assessment of applications 592-1,185 applicants per 
annum (0.2-0.4 FTE) 

$ 53,280 $106,650 

Appeals process  Four meetings per annum $ 13,000 $   13,000 

Total  - $ 76,280 $129,650 
 
Table C: Uptake Scenario C (25 percent) – Costings for the assessment process 

Component Cost per unit Total population  
n=3,950 

Total population 
n=7,900 

Publicity about the service See costings in section 5.1.5 

Develop application pack  Includes development (0.1 
FTE), pre-testing, and printing 

$ 10,000 $  10,000 

Assessment of applications 987-1,975 applicants per 
annum (0.4-0.8 FTE) 

$ 88,830 $177,750 

Appeals process  Five meetings per annum $ 15,000 $  15,000 

Total  - $113,830 $202,750 

 
The tables above assume that all applications will be received and processed in Year 1 of the 
special support service.  This matches the experience of the HSSDeP although there may be 
a small amount of spill-over into the second year of the special support service (if this 
service is rolled-out).  
 

4.6 Monitoring considerations 
 
Monitoring aspects of eligibility and uptake are critical in the first year of implementation 
given the uncertainties about service demand.  Monitoring information will contribute to: 

 Service management planning (eg, it will provide information that will help plan the 
resources required to administer and deliver the proposed service in out-years as 
well as providing information to district health boards and primary care providers on 
uptake in the areas they are responsible for or within their enrolled populations); 

 Decisions about the future administration and governance of the these types of 
special services in relation to supporting delivery of care through existing health 
outcome-focused primary care programmes; and 

 The periodic review of the eligibility criteria and service access (eg, it will provide 
information on demand by population sub-group and by region both of which may 
have implications for the way in which the service is implemented and delivered and 
the length of time for which such a service may be delivered from a central point). 
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Further information on a possible monitoring and evaluation framework is discussed in Part 
8 of this report. 
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5 Recommended components of a special support service 
 
 
Part 5 of this report describes the service components that Allen & Clarke recommends be 
offered to former sawmill workers as part of a special support service (should the Ministry 
of Health agree to implement such a service).  It covers five components: 

1. Information; 
2. Facilitating access to services and information; 
3. A wellness check by a general practitioner;  
4. Access to existing services: activities to promote health, primary mental health 

services, and national genetic counselling services; and 
5. Research to explore the genetic impacts of PCP exposure (if any).  

 

 
Important notes about the resourcing implications identified in Part 5 
 
1. All identified costings are estimates only: these have been developed using publicly 

available information and best estimates where other information has not been 
available.  All figures are based on assumptions which are detailed in the text of this 
Part.   

2. The figures have not been agreed to by the Ministry of Health: they do not represent 
the funding that would be allocated to these proposed components.   

3. It is difficult to identify annual costings for some components because the cost will be 
determined by the time at which and the volume of eligible individuals entering the 
proposed special support service.   

4. Not all of the proposed service components have resourcing implications for the 
Ministry of Health.  Some of the implications fall to other parties such as district health 
boards and primary health organisations.  Quantifying the scope of these resourcing 
implications is not possible at this time as they depend on the number of eligible 
individuals who live in a district health board area or who are enrolled with a particular 
primary health organisation.  If implemented, close liaison between the Application 
Assessor and the relevant funding and planning managers at district health boards and 
primary health organisations regarding uptake volumes will be required on an ongoing 
basis throughout the first year of service. 

5. To recognise the full cost of each component, it is necessary to also consider the 
administrative costs associated with this component (discussed in Part 7 of this report).   

6. All figures are GST-exclusive. 
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5.1 Information  
 
Allen & Clarke’s initial thinking about information remains unchanged. 
 
Part 2 of this report concluded that one of the key needs of former sawmill workers is 
having more information about the health risks that may be associated with historical 
exposure to PCP (and what illnesses may not be), service availability, and other general 
information about exposure to PCP.  Former sawmill workers also considered that their 
health practitioners also require more information about PCP and health risk.   
 
Regardless of whether a special support service is established or not, providing information 
is the minimum approach that should be undertaken by the Ministry of Health.  Providing 
credible information would address a valid area of need and would help people to 
understand what they have been exposed to, the possible health risks associated with 
historical exposure, and actions that can be taken to support ongoing wellness.  Providing 
credible information may also assist health practitioners to deliver high quality health care.   
 
The expected outcomes of providing information are: 

 a health workforce and service planners that are well informed about chemical 
exposures to substances like PCP and the possible responses to patients’ concerns 
about historical exposure, and 

 eligible individuals and a general public who are knowledgeable about services and 
the associations between historical exposure to PCP and subsequent health risk 
(including illnesses for which no risk associated with historical exposure has been 
demonstrated).   

 
Providing access to more and better information will support the proposed service 
objectives associated with providing credible information. 
 

5.1.1 Proposed overall approach to developing and disseminating information 

 
An information brokerage approach rather than a full direct information service is a good 
way to deliver information.  This would involve individuals contacting one point to access 
information or be referred to potential sources of information.  This approach is similar to 
that used by the HSSDeP.  It is efficient as it directs information seekers to the source rather 
than trying to maintain a complex suite of up-to-date material in a central hub.  Any 
information provided must also be able to respond to any important changes in the 
published, peer-reviewed evidence base relating to historical exposure to PCP and 
subsequent health risk and changes in the way services may be delivered or the mix of 
services available.  A brokerage approach supports this by requiring updating of only one 
source of information thus reducing the potential for the circulation of out-of-date 
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information.  Also, any resources must also be very clear about the information that they 
are based on given the different views of what constitutes “evidence” between 
stakeholders (i.e., resources must be based on published, peer-reviewed literature rather 
than anecdotal evidence).   
 
A national focal point currently exists for dioxins-related health issues through the Ministry 
of Health.  This mechanism was established as part of the HSSDeP.  The national focal point 
for dioxins should be responsible for the collation or development of materials and their 
dissemination to stakeholders interested in PCP.  This is because both dioxins exposure and 
exposure to PCP focus on historical chemical exposure.  The role of the national focal point 
is discussed further in section 5.1.3.1 of this report. 
 
No materials designed for the public currently exist on the health risks associated with 
historical exposure to PCP: materials will need to be developed.  These materials should be 
tested with the individuals who are expected to use them to ensure that they are clear, 
easily understood, and credible.  Engaging SWAP in this process will help to ensure that the 
needs of users are clearly articulated and information provided in a way that is meaningful 
to those users.  A careful balance will need to be struck between the two different views of 
“evidence” (see discussion box in section 1.1 of this report).  Any materials developed for 
health practitioners will also require appropriate pre-testing (eg, the Royal New Zealand 
College of General Practitioners can assist with this process).   
 

5.1.2 Information needs 

 
The needs of individuals, health practitioners, and health service planners vary both 
between different kinds of stakeholder and within stakeholder groups.  For example, some 
individuals and practitioners will be well informed about chemical exposure in general and 
require detailed or complex information about health risk associated with historical 
exposure to PCP whereas other stakeholders will require more simple but credible and 
comprehensive information (at least initially).   
 

5.1.2.1 Information for health practitioners  

 
Health practitioners include doctors, nurse practitioners, nurses, community health 
workers, health protection officers, and counsellors.  Some health practitioners will have 
many patients with concerns about the health risks associated with historical exposure to 
PCP or its associated dioxin congener contaminants.  These practitioners may be 
accustomed to counselling patients on the risks that historical exposure may pose, including 
using the existing published, peer-reviewed evidence base.  The majority of health 
practitioners will see few (if any) patients with these concerns.  This is likely to be locality-
specific (i.e., doctors in Whakatane are more likely to be aware of PCP-related concerns 
compared to a doctor in central Wellington).   
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Providing information to health practitioners responds to a need for health practitioners for 
adequate and credible information to support them during consultations with people who 
may have been exposed to PCP.  It could also: 

 address submitters’ concerns that health practitioners are unfamiliar with the health 
risks associated with historical PCP exposure; and 

 support health practitioners to respond to in a way that balances current medical 
knowledge with patients’ concerns that some doctors do not respect or take 
chemical exposure issues seriously while giving health practitioners the tools to and 
explain why anecdotal evidence is not sufficient evidence of causality or association.   

 
There may also be other health providers who would benefit from specific knowledge about 
the relationship between exposure to PCP and health risk (including rongoā practitioners).  
Information requirements for these providers could be considered on a case-by-case basis.    
  
Information needs are likely to vary over time.  Initially, it is important to assume that most 
health practitioners will know a limited amount about the relationship between historical 
exposure to PCP and subsequent health risk.  Notifying health practitioners about the 
current published, peer-reviewed evidence base on the relationship between historical 
exposure to PCP and subsequent health risk as well as the existence and scope of a special 
support service is therefore critical at this stage.  As time goes on, a smaller number of 
practitioners are likely to require more detailed information.   
 
In general, information provided to health practitioners must: 

 Be designed primarily for and acceptable to a clinical audience; 

 Contain relevant and evidence-based information based on published peer-
reviewed research; 

 Be easy to access when needed (such as during a consultation); 

 Balance the information needs of different health practitioners (eg, health 
practitioners who may not encounter people presenting with PCP or dioxins-related 
concerns on a regular basis, and those who are more familiar with this issue); 

 Recognise that health practitioners receive a lot of information each year and 
therefore be delivered in a format that is easy to find and use when needed; and 

 Be easy to update as new evidence emerges or as existing evidence changes. 
 
A combination approach using the methods in Table 2 (on the following page) is likely to 
provide accessible information to health practitioners on both an initial and an ongoing 
basis. 
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Table 2: Mechanisms for delivering information to health practitioners if a service is launched 

Mechanism Purpose Timing  
Letter to primary 
health 
organisations, 
general practices, 
and other health 
providers  

 To inform health practitioners about available services (if 
offered), the eligibility criteria, and how the services are to 
be accessed and administered  

 To inform about the health risks associated with historical 
exposure to PCP and the evidence review process 

 To provide access to further clinical information about the 
health risks associated with historical exposure to PCP  

Initially 
 
Initially and 
as required 
 
As required 

Web-based 
materials  

 To provide specific information about a special support 
service and its scope (if it is implemented) 

 To provide ongoing access to published, peer-reviewed 
evidence about the relationship between historical 
exposure to PCP and subsequent health risk 

 To provide materials that health practitioners can give to 
patients  

 To provide information to the exposed group/general public 
 
NB: This material would also be available to the general public 
and to patients. 

Initially and 
ongoing 
 
 
 

National focal point  To provide a mechanism where GPs can access specialist 
information if and as required. 

Ongoing 

 
Experience from the implementation of the HSSDeP indicates that only a very small number 
of practitioners are likely to be interested in continuing medical education (CME) 
approaches such as those endorsed by medical colleges like the Royal New Zealand College 
of General Practitioners, especially if it covers a specialised subject like exposure to a 
particular chemical substance.  There may be value in investigating whether there is 
demand for continuing medical education in chemical exposure in general (and whether 
such information could be delivered by a well-versed medical officer of health or 
occupational medicine physician rather than establishing a specific formal CME module).  
This is a bigger issue than this project and therefore is not considered further.   
 

5.1.1.2 Information for individuals 

 
The need for credible and accessible information about the association between PCP 
exposure and health risk was evident during consultation (eg, through the association of a 
very wide range of conditions and diseases with historical exposure to PCP regardless of 
what is suggested by the current published, peer-reviewed evidence base with regard to 
health risk, differing views about the nature of the evidence base and through requests for 
information about service availability).   
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Eligible individuals, descendants, and members of the public require a similar range of 
information to health practitioners, but public information may be more general and less 
clinical or administratively focused.  Specific areas where information is needed include: 

 Information on evidence: what it is, how evidence is developed, reviewed, and 
published, what is credible evidence, critical appraisal, etc.; 

 Information on the association between historical exposure to PCP and subsequent 
health risk (including for diseases and conditions where there is no association or 
where insufficient information is currently available); 

 General information about service availability including how to access services; and 

 Information about the components of any special support service and the processes 
used to support the service (if a service is established). 

 
Individuals are likely to have different levels of knowledge about the relationship between 
historical exposure to PCP and the subsequent risk of developing an associated health 
outcome (or another health outcome).  This includes different beliefs about the relative 
rigour of medical research or published literature and anecdotal materials.  As well as 
different content needs, individuals are likely to respond to receiving information in diverse 
ways.  Possible delivery options include: 

 receiving accurate health or service information from a trusted individual such as a 
doctor during a consultation (as discussed in section 5.3); 

 receiving written materials on the association between historical exposure to PCP 
and subsequent health risk directly or accessing these materials electronically;  

 getting information through a telephone-based service like an 0800 number; and 

 delivery in a group setting such as a seminar or meeting.  
 

5.1.1.3 Information for health service planners if a service is established 

 
Health service planners like district health boards, primary health organisations, and District 
Health Boards New Zealand require general information about the scope of any special 
support service and how patients can access services.  They also need information about 
service demand in their areas in order to support the provision of appropriate services to 
their populations.  The most accurate and efficient way of delivering this information will be 
by providing aggregate information about the individuals who apply assessment.   
 
A system similar to that used by the HSSDeP is likely to be effective.  That is, information on 
service uptake as evidenced by eligibility assessment is emailed to the general managers of 
funding and planning at each district health board on a quarterly basis.  More detailed 
information on uptake of service components is available through public six-monthly and 
annual reports on the service.  This approach ensures that health service planners have 
timely access to information about the potential demand for services in their area but does 
not overburden them with detailed information.   
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5.1.3 Delivering information to stakeholders 

 
There are two key phases that cover the information delivery component of the proposed 
special support service: dissemination of information before the service is implemented, 
and dissemination of information at the time of service launch and beyond.   
 
Before the launch of a service (if one is implemented) 

 Report back to the community with the Ministry of Health’s decisions on Allen & 
Clarke’s recommendations; 

 Refer interested parties to an 0800 number for chemical exposures (NB: the existing 
HSSDeP 0800 number could be used at no additional cost);  

 Update the Ministry of Health’s website with detailed information on the 
relationship between historical exposure to PCP and subsequent health risk and 
information about available services; 

 Publish articles in health practitioner-focused publications, on health service planner 
networks, or in other professional bodies’ publications on PCP and health 
announcing the parameters of the special support service; 

 Advise HealthLine of key facts about PCP exposure and the service; and 

 Develop of printed materials on historical PCP exposure and health risks, application 
packs, etc. (including pre-testing materials with community groups). 

 
If a service is implemented 

 Release a national media statement announcing the parameters of a special support 
service for former sawmill workers historically exposed to PCP; 

 Send a letter to people on the Ministry and Allen & Clarke’s mailing list for this issue;  

 Send a letter to District Health Boards New Zealand, all district health boards, all 
primary health organisations, unions, and timber industry bodies on the parameters 
of the special support service; and 

 Include informative advertisements in key national daily newspapers. 
 

5.1.3.1 The role of a national focal point 

 
A national focal point currently exists for dioxins-related issues.  This is the Ministry of 
Health and the national focal point services are delivered through the HSSDeP secretariat 
with technical assistance from experts like the members of the Organochlorines Technical 
Advisory Group.  The current national focal point for dioxins focuses on information 
development and the management of that information as well as responding to the 
technical questions of health practitioners and individuals.  It does not play a role in 
facilitating access to services: this is managed by a patient’s primary care team. 
 
Allen & Clarke’s initial thinking proposed extending the role of the current national dioxins 
focal point to provide similar information support services for former sawmill workers and 
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their health practitioners.  Allen & Clarke’s thinking remains unchanged.  This means that a 
national focal point would perform a technical role focused on:  

 maintaining an overview of published, peer-reviewed evidence base on associations 
between PCP exposure and health risk including maintaining a watching brief on 
emerging evidence; 

 developing the technical content of information for health practitioners, eligible 
individuals, and other interested stakeholders;  

 advising on any amendments to the eligibility criteria (if required); and 

 providing on-demand technical advice to health practitioners.  
 
To be effective, a national focal point must be accessible, have access to clinical expertise in 
occupational medicine, have a detailed technical understanding of organochlorines and 
health issues, and be or have access to experts with strong academic credentials.  It is 
difficult to identify a feasible option that could provide for both on-demand advice to health 
practitioners and others, and academic review of published, peer-reviewed evidence.     
 
The best placed agency is the Ministry of Health given its current role as the dioxins national 
focal point and its ability to access the relevant expertise.  It would be efficient to extend 
the current national focal point for dioxins to cover PCP exposure (regardless of whether a 
special service is established as the same people would be involved and it is likely to be a 
relatively simple extension of service).  Also, there is likely to be some cross-over here as 
PCP was contaminated with some dioxin congeners (which may contribute to health issues).   
 
Other options considered but not preferred were the use of a university or a specified 
health practitioner with an interest in historical chemical exposure (with concerns about the 
ability to provide on-call availability for health practitioners) or the National Poisons Centre 
(with concerns that historical exposure would not be a strong priority within its operations). 
 

5.1.3.2 A database/exposure registry 

 
At the request of a stakeholder, Allen & Clarke considered the establishment of a national 
database of former sawmill workers who have been exposed to PCP.  The proposed purpose 
of this database would be to assist health practitioners to understand an individual’s 
exposure history and the potential health risks that this exposure may have had.     
 
Establishing this kind of database is not preferred.  Allen & Clarke considers that the 
proposed process for administering the proposed special support service would mean that 
an eligible individual’s health practitioner would be aware of the individual’s exposure.  The 
proposed information component of special support service would deliver credible 
information about the health risks associated with this historical exposure.  This, alongside a 
practitioner’s clinical judgement, would support the delivery of adequate care.  The 
proposed administrative arrangements (as discussed in Part 7 of this report) would also 
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provide adequately for communications purposes with both eligible individuals and health 
practitioners and service administration.   
 
Using a register for research purposes is also not preferred.  Presumably, individuals would 
need to self-identify to this registry because of the difficulty in locating individuals exposed 
to PCP and determining the level of their exposure.  This creates considerable uncertainties 
about what self-identified exposure means (eg, are members highly exposed individuals or 
individuals concerned about exposure but who actually have very limited if any exposure?).  
This significantly reduces the usefulness of a registry as a tool for research, including looking 
at the health effects associated with PCP.  Sampling for research purposes should be 
conducted on a study-by-study basis.  Research is further discussed in section 5.5 of this 
report. 
 

5.1.4 Recommendations about information  

 
Allen & Clarke recommends that: 

1. information is the minimum service that can be provided to former sawmill workers; 
2. the following materials are developed: 

a. Information about the relationship between historical exposure to PCP and 
subsequent health risks (including mental health issues) for health 
practitioners, individuals exposed to PCP, and other interested stakeholders;  

b. Information about the special support service for health practitioners, 
individuals, and other interested stakeholders;  

c. Information on service uptake for health service planners; 
3. all new materials are developed and maintained by a national focal point in 

conjunction with technical and communications experts as well as health 
practitioners and the community of users; 

4. a combination of approaches is used to disseminate information to stakeholders 
including electronic and written materials, public seminars, an 0800 number; 

5. the Ministry of Health consider using a well-informed medical officer of health or 
occupational medicine physician to deliver seminars to the community on historical 
exposure to PCP and dioxins and subsequent health risks;  

6. the Ministry of Health further consider if other health care providers require 
information and what their needs might be (eg rongoā practitioners if initial thinking 
relating to rongoā are to be progressed);  

7. the Ministry of Health expand its national focal point for dioxin-related issues (as 
established under the HSSDeP) to include PCP exposure; and 

8. a national exposure registry not be established as the purposes of such a registry 
can be best met through other proposed administrative and communications 
mechanisms. 

 
Final decisions about information provision will be made by the Ministry of Health. 
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5.1.5 Resourcing and monitoring implications: information 

 
Table A indicates costings for the development and dissemination of key information about 
historical exposure to PCP and subsequent health risk.     
 
It is assumed that the information costs associated with this component would not be 
significantly influenced by any of the uptake scenarios.  This is because many of the costs 
are either fixed or because it often costs a similar amount to produce a larger number of 
publications than a smaller number. 
 
It is assumed that the costs for maintaining an 0800 phone number would be met within 
existing service provision contracts (eg, that the HSSDeP 0800 number could be field all 
queries about historical chemical exposures). 
 
Table A: For all uptake scenarios – Costings for the information component 

Component Cost per unit Total cost if 
population  n=3,950 

Total cost if 
population n=7,900 

Publicity about the service  $15,000 $15,000 $15,000 

Development of relevant 
materials 

Pre-testing and technical peer 
review are estimated to be 
$2,500.  0.1 FTE is required to 
develop the materials 

$10,500 $10,500 

Updating the Ministry of 
Health’s website 

To be completed by the Ministry of Health’s communications team thus 
incurring no additional costs 

Printing resources - $2,500 $5,000 

National focal point 0.1 FTE $15,000 $15,000 

Seminar evenings $2,500 for one seminar in the 
Bay of Plenty 

$2,500 $2,500 

Total  - $45,500 $48,000 

 
While there is a cost estimate for the role of the national focal point, the true cost of 
providing this service component is likely to be lower in Year 1.  This is because the national 
focal point role is already funded by the Ministry of Health.  What this report proposes is to 
extend this role.  The true cost of this service component will therefore depend on the: 

 amount of technical input required to develop information resources (i.e., initial set-
up costs that are not covered by the Ministry’s role in developing this information or 
the Ministry’s current service contract for the HSSDeP secretariat); and  

 level of demand for on-call technical information (i.e., the ongoing costs are 
estimated to be two or three hours of contact or review time per week: this is a 
maximum value as the majority of technical queries are likely to be initially fielded 
by the administrative arm of the proposed special support service).   

 
There are very few (if any) transaction costs associated with using the existing national focal 
point mechanism to provide this service.  Out-year costs associated with the national focal 
point are likely to be considerably lower because of an expected decline in demand for on-
call advice as health practitioners become familiar with the technical aspects of the health 
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risks associated with historical exposure to PCP and therefore require less assistance from 
the national focal point.  Also, the demand for advice from the HSSDeP-related role is likely 
to decrease as practitioners become more familiar with the health risks associated with 
dioxins in general. 
 
Should the Ministry of Health decide to only implement the information service component 
(rather than the full suite of proposed components), the cost is likely to fall between 
$6,500-9,0009 plus any additional costs incurred by the involvement of the national focal 
point.  There may be some small additional expenditure on securing technical advice from 
the dioxin national focal point on both an initial and ongoing basis.  
 
Monitoring implications are discussed in Part 8 of this report. 
 

5.1.6 Other information options considered but not preferred 

 
Other mechanisms not likely to significantly improve information sharing or continued 
professional development and the reasons for not preferring them are: 

 a dedicated conference: the level of interest from health practitioners in attending 
this conference is unknown but estimated to be low given the level of interest in 
seminars for other specific chemical exposures (but it could be considered as part of 
a broader occupational medicine conference); 

 building a consultation guide into practice management software or online 
diagnostic tools: the changes required to IT systems and the timing of 
implementation may result in a very costly IT upgrade for the benefit of relatively 
few former sawmill workers (especially if uptake is low as predicted);  

 developing clinical practice guidelines: there are no tests that can determine the 
potential risks posed by historical exposure to PCP or the range of conditions 
experienced by former sawmill workers; and 

 a detailed hard-copy resource booklet: this resource cannot be easily updated as 
new published, peer-reviewed evidence is developed and there is a significant risk 
that out-of-date materials would be circulated within the community. 
 

5.2 Facilitating access to services and information 
 

Allen & Clarke’s initial thinking about facilitating access to services and information remains 
unchanged in general although Allen & Clarke has further developed thinking about how 
this service component could be delivered.   
 

                                                 
9
 This cost includes external peer review and pre-test costs for printed information on PCP exposure and 

health risk, printing resources, providing resources electronically, and conducting one seminar. 
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Services that facilitate access to programmes currently exist in several formats.  For 
example, possible models of facilitating access to services include to following: 

 ACC provides client services for people experiencing a personal injury.  In some 
cases of injury, a local case manager approach is used in which one ACC staff 
member supports an injured individual’s rehabilitation where rehabilitation will 
support an injured individual to return to work or regain independence (including 
identifying needs and ways to address these).  Specifically, ACC can help with 
arranging medical care arising because of an injury, transport to care, alterations to 
accommodation, home help, etc. 

 Individuals with disabilities can access a range of government-funded services 
through the Needs Assessment and Service Coordination agency (NASC).  NASC 
services are available throughout New Zealand for people who have a disability.  
This service also delivers services through a case manager approach. 

 Service provision through a community organisation.  For example, Te Tohu O Te 
Ora O Ngati Awa coordinates a range of community health and education 
programmes (including both national and local initiatives) through community-
based nursing and support individuals.  

 

5.2.1 Why facilitate access to services? 

 
Accessing services is an important part of supporting the proposed objectives of a special 
support service in terms of ensuring that individuals are aware of the services for which 
they may be eligible and how to access these (although not necessarily providing these 
other than referral to existing publicly-funded services on the basis of current eligibility 
criteria).  Accessing cohesive services may result in better outcomes for individuals and their 
family/whānau (as articulated by the Taskforce on Whanau-centred Initiatives 2009).  
Supporting better integration of health and social services is a key component of the current 
government’s approach to delivering health services in New Zealand.     
 

5.2.2 Possible approaches  

 
Overall, a service component established as part of a special support service should be 
sustainable and build on existing services and networks rather than duplicating or 
conflicting with such services.  This is especially applicable to facilitating access to other 
services.   
 
There are a range of service providers who can assist individuals in accessing services 
including government and non-government providers such as the Citizens’ Advice Bureaux.  
These agencies will already have ready access to information about the range of services 
available, eligibility criteria (if any), and are likely to have a presence throughout New 
Zealand (such as through regional or local offices).  As a principle, a local approach is likely 
to better serve the needs of eligible individuals than attempting to provide such a 
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facilitation service from a central point like the national focal point (which will not have 
information about local service provision and would need to collate this). 
 
Based on the level of interest in this project to date, it is anticipated that there would be a 
higher level of uptake of services in the Bay of Plenty area compared to other district health 
boards if a special support service was implemented.  There may also be other areas where 
there a large number of eligible individuals live.  A two-component approach will help to 
manage demand uncertainties until a clearer assessment of the location of eligible 
individuals is available (expected to be at least six months after eligibility assessment 
opens): 

1. Implementation of this service component in the Bay of Plenty; and 
2. Implementation in other parts of New Zealand. 

 
The integrated family health centre model is currently being implemented in the Bay of 
Plenty (through the amalgamation of the three primary health organisations operating in 
this area).  In addition, Te Tohu O Te Ora O Ngati Awa has been active in providing support 
services to former sawmill workers for some years.  In keeping with the principle of 
sustainability, it is appropriate to consider engaging either of these organisations to provide 
facilitation services for former members located in the Bay of Plenty.  SWAP members have 
expressed a preference for this role to be undertaken by Te Tohu O Te Ora O Ngati Awa.  
While we considered whether funding to support this service component could be available 
through the Māori Health Innovation Fund Te Ao Auahatanga Hauora Māori, applications 
for this fund have now closed10; however, it may be worth maintaining an overview of this 
fund in case additional resources become available. 
 
For individuals living outside of the Bay of Plenty area, it is important that they access 
similar facilitation services to those people living in the Bay of Plenty.  This approach could 
focus on information brokerage rather than advocacy for service access (eg, the Ministry 
could contact a district health board to find out about mobility services and then provide 
the contact details to the individual).  This approach may involve the individual contacting a 
central point and then being referred to a service in their area for more comprehensive 
discussions about what services are required.  While this creates a level of differential 
access based on where a person resides, it could still meet the submitters’ needs (i.e., they 
do not know what services are available in their area but can easily find out by contacting 
one point).  It could, of course, result in an individual being referred to a service 
coordination facilitator if this would best meet their needs and such a service was available 
in their area.  While not the same as having access to a locally-based provider to deliver this 
component, this approach could deliver similar benefits while recognising administrative 
issues.  The most straightforward approach to providing a coordination function appears to 

                                                 
10

 This is a government fund designed to support whānau ora.  Funds can be used to design, develop, 
implement, and deliver innovative whānau ora services.  The approach to service delivery affirms Māori 
approaches and would closely complement SWAP and Te Tohu o Te Ora o Ngati Awa’s ropu.  Funding is 
contestable and an application to support this component would be required.      
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be through the mechanism used to administer a special support service or through the 
national focal point (should a service be implemented).   
 
Any approach to supporting improved cohesion in terms of government services for Māori 
(such as facilitating access to a range of government services) may also fit with the 
Government’s whānau ora policy depending on what is proposed (currently under 
development by the Ministry of Social Development with input from the Ministry of Health).  
Depending on what is recommended, it may also be an opportunity for the family/whānau 
of former sawmill workers to be engaged in a special support service (given that we propose 
that they not be directly eligible for such a service).  Once decisions are made about this 
approach, it may be appropriate for the Ministry of Health to review the delivery of this 
service component.       
 
Integrated family health centre approaches are another potential approach that could 
support facilitated access to a range of government services or community services that 
promote wellness and access to other government services.  Like the whānau ora approach, 
this model is beginning to be implemented in some, but not all, primary health 
organisations and in some regions; however, few are operational as yet.  In addition, there 
is likely to be some variation in the range of services that each individual integrated health 
centre provides as the range will depend on the interests, capability, and capacity of the 
health practitioners and administrators involved.  Allen & Clarke understands that an 
integrated family health centre is being considered for the Eastern Bay of Plenty region (eg, 
an organisation that would incorporate the three primary health organisations in 
Whakatane, Kawerau, and Opotiki).   
 

5.2.3 Recommendations 

 
Allen & Clarke recommends that, if a special support service is established: 

1. facilitating access to services and information is a component of the service;  
2. a two-phase local and national approach is used to implement this component: 

a. initially, a specific coordination service be established in the Bay of Plenty with 
national coordination support delivered through the national focal point; 

b. once the location of eligible individuals is known more completely and more is 
known about the directions for whānau ora proposed by the Taskforce of 
Whanau-centred Initiatives, delivery of this component be further considered 

c. residents of areas other than the Bay of Plenty access a central point for 
assistance accessing other services (eg, an information brokerage approach). 

 
Final decisions about facilitation will be made by the Ministry of Health if it determines that 
a special support service for former sawmill workers should be offered. 
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5.2.4 Resourcing implications 

 
The table below describes the resourcing implications associated with facilitating access to 
other existing social and health services.  
 
Component Cost per unit Total cost if 

population  n=3,950 
Total cost if 
population n=7,900 

Facilitation in the Bay of Plenty $150 $15,000 $30,000 

National focal point 
engagement in coordination 

Scenario A: 0.1 FTE – 0.2 FTE $8,000 $16,000 
Scenario B: 0.1 FTE – 0.3 FTE $8,000 $24,000 
Scenario C: 0.2 FTE – 0.4 FTE $16,000 $40,000 

Total Scenario A $23,000 $38,000 
Scenario B $23,000 $46,000 
Scenario C $31,000 $70,000 

 

5.3 A wellness check by a general practitioner 
 
Allen & Clarke’s initial thinking about the role of a general practitioner has not changed: this 
is the best place for former sawmill workers to get initial medical and health advice.  
Primary care teams and general practices must play a fundamental part in delivering 
components of the possible special support service given that:  

 the range of anticipated health needs are best managed in primary care;  

 there are no known ways to remove dioxins from the body; 

 a strong focus of any service is likely to be providing information to health 
practitioners to both upskill practitioners who care for people with concerns about 
historical exposure to PCP and subsequent health risk, and provide some assurance 
for patients that their health care practitioners are informed;  

 there are a limited number of specialist medical practitioners or occupational 
medicine physicians who are expert in addressing chemical poisoning in general 
(and no experts in PCP exposure as a sub-speciality) and it is not clear whether the 
range of anticipated health needs are best addressed by such specialists; 

 there are few alternative options for providing initial medical care in New Zealand 
outside of the primary care sector unless secondary or tertiary care is required; and 

 primary care plays a strong role in connecting patients to a wide range of services to 
support wellness (such as advice on quitting smoking, green prescriptions, etc.).   

 
Delivery by a primary care team would enable an informed discussion about the meaning of 
this health risk and risk reduction techniques (where these exist) as well as supporting early 
intervention for health issues (regardless of whether there may be a potential connection 
with historical exposure to PCP).  Having a detailed discussion about the health risks posed 
by historical exposure to PCP may support improvements in the level of anxiety individuals 
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may feel about their exposure and the impact that this could have on their families or 
descendents (provided the practitioners are supported by credible and accessible 
information and a trusting relationship between patients and practitioners exists or can be 
supported by information provision) (see section 5.1.1.1 of this report).   
 

5.3.1 One-off or regular wellness check? 

 
Allen & Clarke has given more thought to whether the wellness check should be provided as 
a one-off entitlement (eg, one visit to a doctor) or as a regular visit.  Allen & Clarke’s initial 
thinking was that a wellness check should be regular (i.e., an annual visit).  This aligns with 
the services provided through the HSSDeP.  Having a regular wellness check to a doctor or 
primary care team was an approach generally supported by the individuals who made 
submissions on Allen & Clarke’s consultation paper. 
 
It is possible to meet the proposed service objectives by providing access to a well-informed 
primary care team on a one-off basis; however, it does not cater for changing health needs 
over time.  The success of a one-off approach depends on the effective education of the 
primary care workforce to ensure that practitioners are well-informed on the issues 
associated with historical chemical exposures prior to the implementation of this service 
component.  A one-off wellness check is likely to be the best forum in which to deliver 
credible information about the health risks associated with historical exposure to PCP 
(assuming that this information needs only to be delivered in a comprehensive manner one 
time).  A second opportunity to impart information would not be funded (although such 
issues could be discussed with a doctor at any other time).  A one-off wellness check could 
also support proposed service objectives relating to wellness and health outcomes by 
enabling doctors to ensure that patients are enrolled in and accessing the range of 
prevention-focused programmes available (such as the Get Checked Diabetes Programme).  
Any issues associated with retention rates in these programmes are an issue for the specific 
programme rather than the proposed special support service.  Providing a one-off wellness 
check is likely to support the following service design principles: coordination and equity as 
patients use services designed specifically to meet their individual health needs rather than 
the needs of a population determined by a health risk. 
 
Providing for a series of regular annual wellness checks to the doctor aligns with the services 
provided under the HSSDeP.  Acceptability to likely service users and equity with the 
HSSDeP11 are the main advantages associated with this approach.  It provides scheduled 
opportunities for health practitioners to ensure that patients’ health needs are identified 
and are also being met within other existing programmes (although there is nothing to 
prevent this from occurring within consultations now).  This approach may also support 
better continuity of care within the proposed special support service (i.e., individuals will be 

                                                 
11

 The HSSDeP has been operation for approximately 18 months: this is not long enough to determine 
trends in out-year access to regular doctor’s visits (i.e., are people attending second visits?).  
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specifically followed-up rather than provided with advice and not contacted further unless 
this contact is opportunistic).  Regular wellness checks support the development of and 
adherence to individualised care plans and may support the earlier detection of illness 
(compared to not accessing care) and may support traditionally hard-to-reach populations 
accessing primary care.  The cost of implementing a series of regular visits to a doctor will 
be higher than providing for a one-off visit.  The actual cost differential depends on the 
uptake rate, retention in the service, and the length of time that visits are offered.  The cost 
differential is estimated to be between approximately $24,000 and $150,000 after two 
years of service depending on the rate of uptake).  It may be that for a small additional cost, 
patients’ expectations can be met without creating undue criticism of the services’ scope. 
 
There are some individuals for whom a one-off or regular wellness check would not be 
helpful (eg, those who are already sick); however, an extended consultation with their 
primary care team would provide an opportunity to discuss the relationship between 
historical exposure to PCP and subsequent health risk (including if there is a known 
relationship between that exposure and the condition/disease experienced by the patient) 
and an opportunity to ensure that they are accessing all of the services for which they are 
entitled.  These patients would accrue a different set of benefits compared to 
predominantly well patients. 
 
The preferred approach depends on the weight given to the identified needs of the exposed 
population (including what the published, peer-reviewed evidence base tells us) or meeting 
the likely expectations of that population.  Offering one wellness check or a regular check 
can support access to primary care services and earlier detection of illness but this depends 
on the health of the individual at the time of the check.  Continuity of care is better 
supported by a regular check.  The likely needs of the exposed population combined with 
the proposed service objectives and expectation management support offering a regular 
annual check rather than a one-off.  A focus on encouraging patients to attend other health 
services (such as the Get Checked programme) should be maintained by practitioners.   
 

5.3.2 Content of the wellness check 

 
Part 2 identifies one of the exposed population’s primary needs as having access to credible 
information about the health risks associated with historical exposure to PCP.  This 
information is best delivered in a session with a general practitioner (or other member of 
the primary care team) where the individual can also discuss any specific exposure-related 
concerns.  This may also be an opportunity for the general practitioner to discuss the basis 
for the current understanding of the relationship between historical exposure to PCP and 
health risk (i.e., published, peer-reviewed information compared to anecdotal materials).  
Information about health risks should also be provided in a written format for the patient to 
take away.  Such information should be provided to all patients.   
 
As individual patients have different health needs (including diagnosed and undiagnosed 
needs), it is difficult to develop a single set of services or tests that could be delivered in a 
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wellness check.  It is very important that health practitioners be guided by the patient’s 
medical history, current health status, the health practitioner’s clinical judgement, and 
clinical guidelines (where these exist) when determining the package of care to be provided 
to the patient.  This means that the content of any visit to a health practitioner will vary 
from individual to individual based on the clinical judgement of the doctor (with the 
exception of information on health risks associated with historical exposure to PCP).  The 
parameters of a wellness check could include the following:   

 Discussing the relationship between historical exposure to PCP and health risk and 
strategies to mitigate risks associated with exposure to PCP; 

 Reviewing the individual’s current health status, identifying any previously 
undiagnosed health issues, and referring for appropriate treatment or management;  

 Promoting activities that support uptake or maintenance of healthy lifestyles; 

 Developing a personalised care plan for each individual at the wellness check; and  

 Tests guided by clinical presentation and clinical best practice. 
 
In keeping with the principle of equity and fairness, if a patient requires other health 
services these should be accessed through the publicly-funded health system on the basis of 
existing criteria (eg, no short-cuts to diagnosis or treatment).  Access to services should also 
be provided under one programme only (eg, an individual who has had an annual diabetes 
screen under the Get Checked programme would not receive those services at their PCP-
related wellness check).  This scope is similar to what is offered to individuals who are 
eligible for the HSSDeP. 
 

5.3.3 Funding a wellness check 

 
The wellness check should also be free to eligible people (eg, no co-payment would be 
charged to the patient).  This reflects concerns that some submitters raised about the cost 
of accessing health care (even in very low-cost access primary health organisations).  The 
payment of other costs associated with the treatment or management of diseases or 
conditions for individuals within the eligible group should be in the normal way (eg, through 
the public health system, out-of-pocket private expense, or through private health 
insurance).  This would include the costs associated with medications.  This is because the 
way in which a person becomes sick does not impact on the care required.   
 
There are two ways of funding primary care services in the general practice setting:   

1. A fee-for-service approach where a practitioner submitters a claim for each service 
delivered (i.e., payment is based on the number and type of service delivered).   

2. Capitation12, the main funding system currently in use in New Zealand.   

                                                 
12

 A PHO receives funding based on the number of people it has enrolled (rather than on the number or 
types of services delivered by that PHO).  The amount of funding received by each PHO is calculated using 
a population-based funding formula based on the gender, age, ethnicity, and deprivation status of a 
PHO’s enrolled population.     
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Ideally, a capitation funding approach would be used; however, this is not possible in the 
initial year(s) because the uncertainty about the size and location of the eligible population 
means that it is not possible to calculate the value of additional capitation required per 
primary health organisation.  This uncertainty will remain until the majority of people are 
assessed for eligibility.  The accountability requirements needed to provide adequate 
transparency may result in overly onerous compliance or transaction costs on primary 
health organisations compared to the value of services delivered.  A fee-for-service 
approach therefore is likely to offer the best approach.   
 

5.3.3.1 Administering a fee-for-service for a wellness check 

 
There are several ways that a fee-for-service approach could be administered: 

 Individual contracts with general practitioners or primary health organisations (i.e., 
the way that the wellness check is delivered through the HSSDeP); 

 A service schedule in the PHO Service Agreement (v.18); or 

 A paper-based voucher approach: each eligible individual would receive one voucher 
per annum for a wellness check and this would be redeemable by a health 
practitioner from the Ministry of Health on delivery of that wellness check. 

 
Each option has advantages and limitations (as described in Table 3). 
 
Table 3: Analysis of options for administering a fee-for-service 

Option Advantages Limitations 
Individual contract  Provides satisfactory level of 

accountability for expenditure of 
public funds 

 Provides clarity about services to 
be delivered 

 Administratively cumbersome for 
both practitioners and the service 
secretariat 

 Cannot require a health 
practitioner to deliver the 
wellness check 

A service schedule 
in the PHO Service 
Agreement (v.18) 

 Provides accountability for 
expenditure of public funds 

 Can require providers to deliver 
the wellness check 

 Is clear about services to be 
delivered  

 Less cumbersome than individual 
contracts as all practitioners 
covered by one agreement 

 May take some time to go 
through the negotiations process 
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Option Advantages Limitations 

A paper-based 
voucher 

 Easy to administer for a dispersed 
cohort of an unknown size 

 Can be implemented quickly 

 Enables individuals to access the 
wellness check quickly as a 
specific contract for services does 
not need to be in place with their 
health provider  
 

 Difficult to know if individuals 
have accessed the check if the 
voucher is not redeemed 

 May not result in full collection of 
monitoring information 

 May provide more limited 
accountability for the scope and 
quality of service delivery  

 No mechanisms to require 
delivery of the service stated  

 
The Ministry of Health may wish to consider these options to determine which approach 
best suits its needs given the current uncertainty about which part of the agency or National 
Health Board the administration of a support service would sit in (see Part 7 of this report). 
 

5.3.4 Recommendations 

 
Allen & Clarke recommends that, if a special support service is established:  

1. eligible individuals receive one free wellness check per annum delivered by a 
primary care team in a general practice setting; 

2. an eligible individual’s first wellness check be a health assessment with an emphasis 
on discussing the health risks associated with historical exposure to PCP and 
including the following (as appropriate):  

 A general health assessment (eg, gender, age, occupation, type of work, body 
mass index, blood pressure, cholesterol, medical history, smoking status, diet, 
physical activity, alcohol use, other drug use, etc.);  

 Brief advice on smoking cessation, alcohol, nutrition, and physical activity;  

 Advice on the association between PCP exposure and health risk; 

 A review to identify any health outcomes of an association with PCP exposure 
and where a treatment or management process is available; 

 A review for psycho-social outcomes and unmet mental health needs; 

 A review for other health outcomes (eg, a review of the cardiovascular, 
gastrointestinal, musculoskeletal, skin, nervous, and respiratory systems); 

 Specific screening through current tests or programmes (if indicated); and 

 Referral to other components of a special support service (if indicated), or 
other local health promoting services or opportunities (where these exist). 

3. the exact content of each wellness check could be guided by the eligible individual’s 
medical history, current health needs, clinical judgement, and good practice;  

4. individualised care plans could be used at the discretion of the health practitioner; 
5. the wellness check should be dedicated to completing the wellness check only; 
6. a fee-for-service mechanism could be used to pay for services delivered; 
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7. access to services should be permitted under only one programme in cases where 
the services could be accessed under more than one programme; and 

8. any health issues identified during the wellness check would be addressed in the 
same way as a similar health issue is addressed in the publicly funded system. 

 
Final decisions about the wellness check will be made by the Ministry of Health if it 
determines that a special support service for former sawmill workers should be offered. 
 

5.3.5 Resourcing implications  

 
Because of the uncertainty of former sawmill workers’ by primary health organisation it is 
not possible to identify the resourcing implications of offering an annual wellness check for 
individual doctors or primary health organisations.  At a national level, primary health 
organisations will need to provide additional capacity to deliver wellness checks to between 
316 individuals (minimum estimation) and 1,975 individuals (maximum estimation).  Most 
organisations and providers will see only a very small number of eligible individuals: 
capacity within such organisations is likely to be unaffected in a significant manner.  Some 
providers however will experience a considerable surge in demand for services.  It is not 
possible to predict which providers will be affected at this stage, although it is likely that 
practices in any of anticipated clusters will be most affected (eg, practices within 
Whakatane).  To support preparations for service delivery, the service secretariat must to 
provide accurate, timely, and up-to-date information about eligibility assessment to primary 
health organisations.  If capacity issues arise, these will need to be discussed with the 
district health board and primary health organisation concerned at the earliest possible 
moment to ensure that individuals do not wait for long periods of time to access care.  

 
The tables below describe the resourcing implications associated with a one-off visit to a 
primary care team in a general practice setting compared to an ongoing series of visits 
(presumed to be annual).  The cost per unit is the actual cost incurred by the HSSDeP.   
 
Table A: Uptake scenario A (8 percent) – Costings for one-off visit compared to annual wellness check 

Component Cost per unit Total cost if 
population  n=3,950 

Total cost if 
population n=7,900 

One-off check $220 per person per visit $69,520 $139,040 
 

Annual check: Year 1 $220 per person per visit $69,520 $139,040 

Annual check: out-years $75 per person per year $23,700 $47,400 

Total for annual check only - $93,220 $186,440 
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Table B: Uptake scenario B (15 percent) – Costings for one-off visit compared to annual wellness check 

Component Cost per unit Total cost if 
population  n=3,950 

Total cost if 
population n=7,900 

One-off check $220 per person per visit $130,240 $260,700 
 

Annual check: Year 1 $220 per person per visit $130,240 $260,700 

Annual check: out-years $75 per person per year $44,400 $88,875 

Total for annual check only - $174,640 $269,575 

 
Table C: Uptake scenario C (25 percent) – Costings for one-off visit compared to annual wellness check 

Component Cost per unit Total cost if 
population  n=3,950 

Total cost if 
population n=7,900 

One-off check $220 per person per visit $217,140 $434,500 
 

Annual check: Year 1 $220 per person per visit $217,140 $434,500 

Annual check: out-years $75 per person per year  $74,025 $148,125 

Total for annual check only  - $291,165 $582,625 

 
The annual wellness check totals calculated in the above tables assume that the special 
support service operates for two years.  Extra out-years will incur additional costs (but the 
exact cost of these out-years will depend on service retention rates). 
 
The level of administration required to support this programme component is considered if 
the same approach to paying for services is used as is used in the HSSDeP.  This cost is 
calculated in the table below for each of the uptake scenarios.  This is additional to the FTE 
administrative requirement discussed in Part 7 of this report. 

 
Table D: FTE requirement

13
 of the implementation approach for the Ministry of Health of the wellness 

check (Year 1) 

Scenario FTE requirement if population  
n=3,950 

FTE requirement if population 
n=7,900 

Scenario A (eight percent) 0.3 FTE / $24,000 0.6 FTE / $48,000 

Scenario B (15 percent) 0.4 FTE / $32,000 0.8 FTE / $64,000 

Scenario C (25 percent) 0.6 FTE / $48,000 1.2 FTE / $96,000 

 
The FTE calculations in Table D assume that approximately 30 percent of patients require an 
individual contract to be established with their health practitioner.  Administering the 
remaining patients’ wellness checks will not be as time-consuming because they will be 
covered by an existing contract (generally less than 0.1 FTE).  Depending on the location of 
the eligible population and therefore the need to establish and maintain individual 

                                                 
13

 This FTE allocation is calculated on the basis of the amount of time spent administering contracts for 
delivery of annual wellness checks to eligible individuals who live outside of Taranaki but who can access 
the HSSDeP.  This covers the time spent ensuring the practitioner is happy to provide the service, 
correcting contact and payment details, and follow-up to addressing any queries about the contract. 
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contracts, this FTE allocation may be higher or lower.  The monetary value of the FTE ranges 
from between $24,000 and $96,000 (i.e., the cost of 0.3 FTE to 1.2 FTE). 

5.4 Services to be provided through existing programmes 

 
There are four service components that would be best accessed through existing service 
programmes rather than establishing separate services dedicated for use by former sawmill 
workers only: 

1. Access to services that promote health; 
2. Primary mental health services;  
3. Genetic counselling; and 
4. Access to rongoā Māori therapies. 

 
Reasons for preferring to use existing services are discussed in the following sections. 

 

5.4.1 Access to services to promote health 

 
Allen & Clarke’s initial thinking about access to services to promote health remains 
unchanged: these services should be made available to eligible people on the basis of 
existing criteria and existing service availability.  That is, no special services should be 
established for the exclusive use of former sawmill workers but sawmill workers should be 
encouraged to access existing services to promote health.  Specific interventions could 
include targeted nutrition advice, opportunities to be more physically active (such as 
through the use of green prescriptions), access to smoking cessation interventions, and 
weight management support.  These services can provide a significant benefit for individuals 
and support wellness.  This is because: 

 Positive changes to lifestyle factors have broad-reaching and positive impacts on 
overall health as well as on the risk factors for some diseases or conditions; 

 A lifestyle approach may benefit non-eligible people who live or associate with an 
eligible person; and 

 Disease-focused interventions are covered in a wellness check (eg, blood pressure 
management, cervical screening, immunisation, etc.).     

 
These kinds of services can be promoted by primary care providers regardless of whether a 
separate special support service for former sawmill workers is established. 
 
The reason for supporting access to existing services is that it is more efficient to provide 
eligible people with information about how to access to existing services and education 
materials rather than establishing dedicated services.  This approach also supports 
coordination of care and focuses attention on supporting current health rather than 
historical exposure status (about which nothing can be done).  There are also practical 
reasons for taking this approach.  At this time, it is not known where former sawmill 
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workers are located or the level of demand or unmet need for health promoting services 
among the potentially eligible population.  To establish dedicated services risks setting up 
services that will not be used or which may duplicate or conflict with other already 
established and successful services.  It may also encourage individuals to use the same 
services delivered by more than one provider. 
 
Discussions about health promoting activities are best held between a patient and their 
doctor or a practice nurse (and therefore should be initiated in the proposed annual 
wellness check).  This approach is the same as the mechanism used for the HSSDeP health 
promoting services.   
 

5.4.2  Access to primary mental health services 

 
Within the eligible group, there is likely to be different groups of mental health need, 
including people experiencing relatively mild mental health conditions that can be 
effectively addressed through short-term counselling interventions; family/whānau groups 
who may like to discuss their concerns in a group setting; and people experiencing more 
severe diagnosed or previously undiagnosed mental health issues which would require 
lengthier treatment or management.  This spectrum of illness is similar to that experienced 
by the community in general14.  This means that some former sawmill workers are already 
likely to be accessing primary mental health care or other mental health services.   
 
Allen & Clarke’s initial thinking about access to primary mental health services remains 
unchanged: it considers that some former sawmill workers are likely to get significant 
benefit from accessing these services and therefore access to these should be encouraged, 
particularly for the purposes of addressing grief, anxiety and stress associated with historical 
exposure to PCP, concerns about subsequent health risk, and supporting people to better 
address the ongoing mental health impacts of exposure.  This assumption is based on the 
fact that population rates for mild to moderate mental health issues.  People who have 
been exposed to a chemical substance may be more likely to be anxious about this.  
Counselling may provide an appropriate, supportive setting where exposed people can 
discuss concerns relating to their exposure history and health risks.  Counsellors could also 
refer people to other community resources and services depending on the individual’s 
needs.   
 
Submitters’ comments on the inclusion of primary mental health services were positive 
(Allen & Clarke 2009b) uptake intentions indicate that access to general counselling services 
is likely to be a popular component of a special support service (if this service is 
established).  As such, supporting access to mental health services is likely to be acceptable 
to individuals and meet unmet mental health needs (where these exist), and be effective in 

                                                 
14

 It is estimated that 17 percent of adult New Zealanders have mild to moderately severe mental health 
problems or disorders while another three percent have severe problems or disorders (Ministry of Health 
2002).   



Embargoed until 11.00am 23 June 2010 
 

66 

 

terms of supporting improved wellness, sustainable if it can be included within existing 
infrastructure, and accessible regardless of where a person lives.      
 
The nature and level of mental health care provided in primary care settings varies, yet 
primary care has a clear role in provision for people with mild to moderate conditions.  
Currently, all primary health organisations have access to funding to support mild to 
moderate mental health issues in the primary care sector through the Primary Mental 
Health Initiatives programme and/or from a district health board.  There is considerable 
variation in the way these services are delivered to individuals including who may access a 
particular service (for example, some Primary Mental Health Initiatives focus on youth 
mental health, men’s health, or on a specific mental health issue such as depression).  
Services may be delivered by nurses, social workers, counsellors, psychologists, general 
practitioners, or rongoā practitioners (for karakia or korero).  Decisions about treatment of 
mental health illnesses should be made in consultation between individuals and their health 
care providers depending on the needs of the individual.   
 
It may be that for individuals living away from areas where there are high concentrations of 
former sawmill workers, access to primary mental health services can be accommodated 
within existing service contracts.  This is the same approach as used in the HSSDeP for 
people who reside outside of Taranaki.  For those who live in areas where there are higher 
numbers of former sawmill workers eligible for a service, it may be better to further 
investigate access to primary mental health services to determine whether the current 
provision of services is adequate to meet projected need.  This is likely to include the Bay of 
Plenty in the first instance as this is the area where there is likely to be a large number of 
residents are likely to be eligible for the service and likely to apply.  Such an assessment will 
only be possible once more detailed information about the location of eligible service users 
is available (i.e., following the eligibility assessment process discussed in Part 4 of this 
report).     
 

5.4.3 Genetic counselling services 

 
Allen & Clarke’s initial thinking about access to genetic counselling services remains 
unchanged. 
 
As noted in previous reports, genetic counselling is used where people already have a 
diagnosed genetic condition in their family (eg, it explains why a person has a particular 
genetic condition, what the prognosis is, and whether it is likely to occur in other future 
family members).   
 
Exposure to a substance is not a genetic condition: it may not result in genetic effects.   
 
Genetic counselling requires a strong research base in order to evaluate the risks to 
subsequent generations of the diagnosed genetic condition and to determine how best to 
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manage this risk.  At this time, there is extremely limited published, peer-reviewed human 
studies that link historical exposure to PCP to an increased risk of experiencing a genetic 
disorder or effect (Allen & Clarke 2009a).  The Institute of Medicine (2009) has indicated 
that there may be a mechanism by which exposure to some dioxin congeners like TCDD 
could contribute to effects in offspring: more research is needed to investigate this 
hypothesis further including assessing whether any changes that may occur have any clinical 
significance.   Existing medical literature suggests evidence of an association between 
exposure to some types of dioxins and spina bifida (this is only partially hereditary).   
 
If geneticists are presented with an individual who does not experience a genetic condition 
themselves, there is no condition to counsel the person on in relation to their future 
children.  It is Allen & Clarke’s view that the scope of genetic counselling services is not well-
understood by those who have not had to use these services.  The regional genetics services 
produce a range of information about genetic counselling and other sources of information 
(like HealthLine or information on government health or practitioner websites) might be 
suitable ways of ensuring that people understand of the scope of these counselling services.   
Individuals, including many of the exposed former sawmill workers, who are beyond 
reproductive years are likely to get very limited benefit from genetic counselling.  This 
suggests that genetic counselling would be of no additional benefit to former workers than 
it is for the population in general.  Where spina bifida or any other hereditary disorder is 
diagnosed, access to genetic counselling services would be based on the same principles 
and clinical guidelines as it is for any other New Zealander.  This means that genetic 
counselling is already available to former sawmill workers where a member of their 
family/whānau experiences a diagnosed genetic condition: it is not necessary to include this 
as a specific service component.   
 
Access to general primary mental health counselling may also be of more assistance where 
there are high levels of anxiety or stress about a person’s exposure to a particular substance 
and worries that this could have implications for descendants.  This is discussed in section 
5.4.2 of this report.   
 
It is also important that any new published, peer-reviewed research that looks at 
associations between historical exposure to PCP and subsequent genetic risks be provided 
to both patients and the regional genetics services (including the findings of any research 
completed as part of this proposed special support service – see section 5.5 of this report 
for this discussion).  This could also include maintaining a watching brief on the published, 
peer-reviewed evidence base to quickly determine if new evidence suggests a strengthening 
link between exposure and any intergenerational effects. 

 

5.4.4 Access to rongoā Māori therapies 

 
Rongoā Māori therapies are different from other complementary therapies as there are 
some which are currently publicly funded (approximately 15 providers throughout New 
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Zealand are funded for mirimiri and korero services including the Waimana service in the 
Bay of Plenty).   
 
There is a strong demand for access to rongoā services from SWAP members and some 
rongoā services.  Rongoā Māori therapies are provided throughout New Zealand; however, 
coverage is not equitable and Allen & Clarke understands that some services are heavily 
over-subscribed.  Given that there is likely to be a demand for these therapies, the Ministry 
of Health may wish to further explore the provision of services and the location of these to 
support greater access.  It will be important to review the match between service 
availability and demand once more is known about the location of individuals eligible for the 
special support service (eg, following service implementation). 

 

5.4.5  Recommendations: services to be provided through existing programmes 

 
Allen & Clarke recommends that, if a special support service is established: 

  Health-promoting services  

1. opportunities for eligible individuals to lead healthy lifestyles are encouraged by 
health practitioners and offered through the annual wellness check. 

 
  Primary mental health services 

2. access to primary mental health services is provided through existing Primary 
Mental Health Initiative or other district health board-funded programmes;  

3. initial mental health needs be assessed and, where possible, addressed through 
counselling/consultation as part of an annual wellness check;  

4. the Ministry of Health conduct an assessment of the number and location of the 
eligible population in district health board areas to determine if there are pockets of 
need that cannot be serviced from within existing primary mental health service 
capacity (once eligibility assessment is underway); and 

5. individuals are referred to specialist mental health services where appropriate. 
 
 Genetic counselling 

6. access to genetic counselling services is not included but that it is available on the 
same basis as the rest of the New Zealand population (eg, retain the status quo);  

7. information on the purpose of genetic counselling and service access is provided to 
health practitioners through existing information pathways; 

8. information on any new published, peer-reviewed evidence on association between 
PCP exposure and inter-generational effects is shared with regional genetics 
services, health practitioners, and patients; and 

9. access to general primary mental health counselling is considered if a person is very 
worried that his/her exposure could have implications for descendants. 
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Access to rongoā Māori therapies 

10. opportunities to access existing rongoā Māori therapies be supported; and 
11. the Ministry of Health further explore mechanisms to expand rongoā services. 

Final decisions about these proposed service components will be made by the Ministry of 
Health if it determines that a special support service for former sawmill workers should be 
offered. 

 

5.4.6 Service uptake and monitoring implications 

 
The recommendations made in section 5.4.4 do not have direct resourcing implications for 
the Ministry of Health at this time (although they may have resourcing implications for 
regional service providers depending on the location and number of eligible individuals 
wishing to access these services).  It is expected that the volume of individuals could be 
adequately provided for through existing service capacity in most cases (as is the case with 
the HSSDeP).  This can only be confirmed once the eligibility assessment process is 
underway and there is a better sense of where eligible individuals reside.  Ideally this would 
occur approximately six months after the eligibility assessment process is initiated. 
 
It is possible to use the uptake data from the HSSDeP to estimate the national-level demand 
for the services delivered through existing programmes (given the proposed approach and 
scope of services are the same as that delivered through the HSSDeP).  Table 3 (below) uses 
the annual referral rates as reported in the HSSDeP’s annual monitoring report to estimate 
uptake of the additional service components for each of the three scenarios for a service for 
former sawmill workers: 
 
Table 3: Estimated national uptake rates for the services delivered by existing programmes 

Total eligible population = 3,950 individuals  

Service referral 
component 

HSSDeP 
referral rate 

Scenario A (eight 
percent uptake) 

Scenario B (15 
percent uptake) 

Scenario C (25 
percent uptake) 

Diet and nutrition services 8.4 percent 27 individuals 50 individuals 83 individuals 

Green prescriptions 5.1 percent 16 individuals 30 individuals 50 individuals 

Mental health services 2.3 percent 7 individuals 14 individuals 23 individuals 

Smoking cessation 2.0 percent 6 individuals 12 individuals 20 individuals 

Genetic counselling 0 percent 0 individuals   0 individuals   0 individuals 

 

Total eligible population = 7,900 individuals 

Service referral 
component 

HSSDeP 
referral rate 

Scenario A (eight 
percent uptake) 

Scenario B (15 
percent uptake) 

Scenario C (25 
percent uptake) 

Diet and nutrition services 8.4 percent 53 individuals 100 individuals 166 individuals 

Green prescriptions 5.1 percent 32 individuals 60 individuals 101 individuals 

Mental health services 2.3 percent 15 individuals 27 individuals 45 individuals 

Smoking cessation 2.0 percent 13 individuals 24 individuals 40 individuals 

Genetic counselling 0 percent   0 individuals 0 individuals 0 individuals 
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Presumably some of these individuals would have accessed referred services anyway (i.e., 
referral through a special support service is a catalyst rather than the only point of entry to 
these kinds of services).  This means that the true demand generated by the proposed 
special support service for former sawmill workers may be lower than is presented in the 
tables above.   
 

5.5 Research opportunities 
 
The submissions process identified a strong demand for further research; however, 
insufficient information was provided by submitters to identify what specific hypotheses 
were of particular interest or the points raised appeared to reflect the need to better 
disseminate what is currently known about historical exposure to PCP and subsequent 
health risk (see section 5.1 of this report).  Our initial thinking was that, in the absence of 
clarity about what research may be valued by former sawmill workers combined with 
methodological difficulties, research opportunities should be excluded from any special 
support service (if such a service is established). 
 
Allen & Clarke’s initial thinking has changed following further discussions with SWAP to 
clarify hypotheses.  SWAP made a strong representation to have research that investigates 
the relationship between parental or grandparental exposure to PCP and health risk for 
subsequent generations (although no specific hypothesis was presented).  SWAP indicated 
that this is a ‘bottom line’ item as it is concerned that PCP may have a significant impact on 
descendents.  SWAP and the Eastern Bay of Plenty Primary Health Organisation have taken 
steps to establish mechanisms for collecting data to look at this issue through a MedTech 
database but there is no funding for analysis of this data.   
 
As far as Allen & Clarke is aware, the published, peer-reviewed evidence base investigating 
developmental and genetic effects of historical exposure to PCP is very limited (although 
some animal studies look at the potential genetic impacts of PCP and some types of dioxin 
congeners).  Therefore, conducting further research that investigates this issue may be of 
real benefit both to former sawmill workers worried about their families/whānau and to the 
health community.  A related area could be investigating the impacts of exposure within 
households where one member of the household had a high exposure and where other 
members may have been exposure through contaminated clothing. 
 
There are some considerable methodological issues associated with undertaking research 
on the population of former sawmill workers especially relating to sampling.  As such, it may 
be best to initiate this component through a round-table discussion with epidemiologists, 
researchers, and representatives of former sawmill workers so that a clear hypothesis(es) 
can be developed and an appropriate methodology debated.  Once sufficient clarity has 
been achieved, applications to fund the research could be consider through contestable 
funding mechanisms. 
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There are a number of areas where a watching brief on the published, peer-reviewed 
evidence base should be maintained (eg, intergenerational effects of exposure, 
complementary and alternative therapies, etc.).  Maintaining a watching brief is not primary 
research and will not contribute to the body of rigorous medical evidence.  Rather it focuses 
on using new research provided by other parties to further clarify particular issues relating 
to service scope and design.  Maintaining a watching brief on these issues could be 
undertaken by the national focal point (discussed in section 5.1.3.1 of this report).   

5.5.1  Recommendations: research opportunities 

 
Allen & Clarke recommends that, if a special support service is established: 

1. funding be provided to further refine potential hypothesis(es) and research 
methodologies to determine the best approach to investigating if historical exposure 
to PCP creates intergenerational effects for the descendents of the exposed;  

2. other potential hypotheses be further explored by epidemiologists, researchers, and 
representatives of former sawmill workers; and 

3. if agreement about hypotheses or methodologies is reached, mechanisms for 
funding this research be explored. 

 

5.5.2  Resourcing implications 

 
Table A (below) indicates costings for the development and dissemination of key 
information about historical exposure to PCP and subsequent health risk.     
 
Component Cost per unit Total cost  

Refine hypothesis(es)  $5,000 $5,000 

Develop appropriate 
methodology to conduct 
analysis  

$10,000 $15,000 

Total  - $20,000 

 

5.6 Conclusions 

 
Implementing the recommendations discussed in sections 5.1 to 5.5 of this report would 
result in the establishment of a special support service for former workers historically 
exposed to PCP during their employment at a sawmill.  The proposed recommendations aim 
to balance a number of competing issues including what is known about the health risks 
associated with historical exposure to PCP (based on published evidence), expectations that 
sawmill workers have about their needs and the potential solutions to these, and providing 
a range of options that will be acceptable to both Government (as the funder) and former 
sawmill workers (as recipients) (as discussed in section 1.1 of this report).   
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The proposed service components do not seek to provide fast-track or prioritised access to 
any health services.  This recognises an underlying principle of New Zealand’s health system: 
that all New Zealanders access health care on the basis of need and that care is not 
accessed on the basis of how a person became unwell.  This approach also supports another 
key approach to health care provided by New Zealand’s publicly-funded health system: that 
the financial burden associated with health care is fairly distributed. 
 
The service components recommended for former sawmill workers historically exposed to 
PCP closely align with the range of services provided to residents and former residents 
exposed to dioxins at Paritutu, New Plymouth.  This is appropriate given that both services 
respond to historical chemical exposures where considerable uncertainty about the exact 
health impacts of the exposure remains (and is likely to do so for the foreseeable future).    
 
Special support services are designed to respond to health risks rather than specific health 
outcomes (which would be addressed in the public or private health system in the same way 
as another person with that illness).  Importantly, the benefit of such services may be found 
in both the opportunities for disease prevention and improved management of existing 
health conditions as well as the acknowledgement to the affected communities that they 
have been exposed to a potentially harmful substance at levels which may create health 
risks.   
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6 Other components considered but not recommended 
 
 
Part 6 of this report describes the service components that Allen & Clarke does not think 
should be offered to former sawmill workers.  It covers three components: 

1. Dioxin-related tests; 
2. Complementary and alternative medicines and therapies; and 
3. Other social support services.  

 

6.1 Dioxin-related screening tests 
 
Dioxin-related screening tests cover serum dioxin tests and DNA damage tests.  There are 
no tests available for to check for PCP as it will have been excreted by the body by now (eg, 
PCP has a half-life of less than a few months). 
 
Allen & Clarke’s initial thinking about the availability of these tests remains unchanged: they 
should not be provided through a special support service or publicly funded. 
 

6.1.1  Serum dioxin testing 

 
Some former sawmill workers indicated that they would like to access serum dioxin tests 
and for the tests to be free to individuals.  The reasons why this test was wanted appear to 
be based on misconceptions about the test including that having a test would help a person 
to: 

 know if they need to be concerned about their PCP exposure and, if so, to seek 
medical help/advice for PCP exposure; 

 help identify causes of current or past health conditions; 

 determine treatment options, estimate their current or future health risk; and/or  

 accurately measure their exposure to PCP or dioxins in the past.   
 
The serum dioxin test cannot be used to answer these questions.   
 
Providing access to a serum dioxin test may unnecessarily cause concern to or 
inappropriately reassure patients about their health status.  Serum dioxin testing: 

• cannot diagnose, explain, or indicate a likely cause for a current health condition; 
• cannot reliably help to estimate an individual’s current health risks; 
• could mislead an individual about their past exposure to dioxins; and 
• could mislead an individual about their current health risks. 
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Reasons for not recommending the inclusion of serum dioxin test are that: 

 this test is not a reliable measure of an individual’s exposure to dioxins in the past 
because of the way that the human body processes dioxins and physical differences 
between individuals;  

 there are very few analytical facilities in the world that have the capability to 
undertake the required analysis to an appropriate quality (i.e., it is a technically 
difficult test to perform accurately); 

 interpreting the test’s results is complicated: very little is known about the 
elimination rates of the dioxin congeners found in PCP meaning that an individual’s 
current total body burden of dioxins cannot be assessed with the same degree of 
accuracy as a person with a body burden of the congener TCDD (which is the dioxin 
found in exposed Paritutu residents);  

 the test has significant limitations when used in a clinical setting (as discussed in the 
previous set of bullet points); 

 the test is best used for research purposes to determine if a population has been 
exposed to dioxins or a substance contaminated with dioxin: the Ministry already 
knows that former sawmill workers have been exposed to PCP;   

 it will not have any function in terms of determining eligibility for services; 

 administering the test is costly and complex: it is not generally publicly funded in 
New Zealand and is not available in all areas because of the steps required to 
process the blood before dispatching to an appropriately-qualified analytical 
laboratory for testing; and 

 individuals are unlikely to want to access this test if they are aware of its technical 
limitations and the reasons why it may be used (based on the HSSDeP experience). 

 
These limitations do not match with the indicated expectations in the community about the 
benefit of a serum dioxin test.  Providing accessible information about PCP exposure and 
health risk as well as the limitations of the test itself may more effectively address the 
concerns of former sawmill workers.  The provision of information about PCP exposure and 
health risk is further discussed in section 5.1 of this report. 
 

6.1.2  DNA damage or other genetic testing 

 
Allen & Clarke’s initial thinking about DNA damage testing remains unchanged: it should not 
be made available to former sawmill workers.  DNA damage testing can only identify if 
damage exists.  It cannot: 

 determine if damage was caused by a particular substance;  or 

 diagnose or predict the health risks associated with historical exposure to PCP and 
dioxins for the patient or their descendents.   
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In addition, research suggests that PCP and dioxins do not cause DNA damage.  This 
situation could change if future research and/or technical developments make DNA damage 
testing more useful and relevant for former sawmill workers who were exposed to PCP. 
 

6.2 Complementary and alternative therapies  

 

To be publicly funded, medicines or products that make therapeutic claims must be 
considered safe, efficacious, and of a suitable quality by MedSafe.  Any product that makes 
a therapeutic claim must demonstrate that it performs as claimed under ordinary conditions 
and that it is safe.  MedSafe does not review products or therapies per se (rather the 
constituent substances that make up a product).   
 
If a product demonstrates safety and efficaciousness, public funding is then considered by 
PHARMAC.  If a substance cannot demonstrate this, it is not publicly funded.   
 
It is the responsibility of a manufacturer of a substance to demonstrate a product’s quality, 
efficacy, and safety to MedSafe.  It is not MedSafe’s job to do this.    

 
Allen & Clarke’s initial thinking remains unchanged. 
 
In reviewing the range of therapies proposed by former sawmill workers, Allen & Clarke 
found no evidence-based reviews on the safety, efficacy, and quality of complementary 
therapies used to treat or manage health outcomes associated with PCP or exposure to 
dioxins (Allen & Clarke 2009a).  This included homeopathy, naturopathy, sauna, unspecified 
detoxification services, other herbal remedies, and traditional Chinese medicine.  Because 
no evidence for the efficacy and safety of these complementary medicines and alternative 
therapies exists in relation to historical chemical exposure, it is not possible to identify a 
specific set of complementary therapies that should be made available to former sawmill 
workers and publicly funded.   
 
Any use of complementary therapies should remain a clinical decision made between an 
individual and his/her health practitioner or health service provider – and funded by the 
individual if s/he believes it will help them. 
 
It is possible that rigorous, published, peer-reviewed evidence indicating the quality, 
efficacy, and safety of complementary and alternative therapies that address chemical 
exposure associated with PCP and dioxins will develop.  Manufacturers who wish to make 
therapeutic claims must demonstrate the safety of their products to MedSafe.  There are no 
horizon-scanning mechanisms for complementary and alternative therapies in New Zealand 
(although a number of other nations operate publicly available databases on new research).  
To ensure that new therapies are not ignored if acceptable evidence becomes available, a 
periodic review of these sites could be conducted by the Ministry of Health’s dioxin national 
focal point. 
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6.3 Access to other services  

 
Allen & Clarke’s initial thinking remains unchanged. 
 
Government-funded support services, including income assistance and social and income 
assistance for people who are sick, are provided on a needs basis.  Access to social support 
services may be covered by specific eligibility or access criteria.  Given that the Government 
already provides a wide range of social assistance and the individual-focused approach that 
is required to determine need, these needs are best addressed by the relevant agency (eg, 
Work and Income New Zealand, Housing New Zealand, ACC, etc.).   
 
To be fair to all New Zealanders, individuals should continue to have equal access to these 
services based on need and any existing access criteria (where these exist).  Specific 
agencies are best-placed to make such determinations on the basis of individual 
circumstances (rather than including specific provision for enhanced access to social support 
in a special support service if such a service is established).  Former sawmill workers should 
contact these agencies directly if they have any queries about their entitlements to social 
support services.  In some instances, the facilitation component of the special support 
service may be able to provide assistance (see section 5.2 of this report).   
  
Identifying, managing, and/or remediating contaminated sites (such as former sawmills) is 
provided for by local government, and clear jurisdictional responsibility on the part of 
territorial local authorities.  Recommending additional services related to contaminated 
sites is therefore outside of the scope of Allen & Clarke’s terms of reference.   
 

6.4 Recommendations  

 
Allen & Clarke recommends that: 
 
  Serum dioxin testing 

1. serum dioxin testing is not provided to former sawmill workers exposed to PCP; 
2. specific information about the limitations of the serum dioxin test be provided to 

both patients and health practitioners to support community education about the 
reasons why this test is not available; 

 
  Other genetic tests including DNA damage testing 

3. DNA damage testing is not provided to former sawmill workers exposed to PCP; and 
4. a watching brief be maintained on emerging research about the potential 

intergenerational effects of exposure to dioxins; 
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  Complementary and alternative therapies  

5. access to complementary and alternative therapies are not part of any  special 
support service; 

6. individuals access existing complementary and alternative services through existing 
services (i.e., the individual’s out-of-pocket expenditure): this is the status quo;  

7. existing mechanisms to demonstrate efficacy, safety, and quality be used to assess 
complementary and alternative therapies related to addressing conditions that the 
published, peer-reviewed evidence base suggest may be associated with historical 
exposure to PCP (i.e., the status quo).   

 
  Other social services 

8. access to other social services such as housing or income assistance be guided by 
existing eligibility criteria and assessment protocols (i.e., the status quo). 
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7 Leadership and programme implementation 

 
 
Part 7 of this report discusses the proposed way that the special support service could be 
implemented if the Ministry agrees.  Specific governance and administration functions are: 

Leadership 

 Provide policy direction on the design and implementation of services and credible, 
sustainable, and effective leadership during implementation; 

 Oversee service financing; 

 Support transparency about the expenditure of public funds; and 

 Support community, service provider, health practitioner, decision-maker, and 
funder expectations about the scope of the services delivered and scope over time. 

 
Programme implementation 

 Manage the proposed eligibility assessment process; 

 Pay for service components delivered; 

 Communicate with health practitioners, general practice and other health service 
providers, eligible individuals, and former sawmill workers;  

 Support to facilitate services at a national level; 

 Provide policy and administrative support for the national focal point including 
supporting the development of appropriate promotional and technical materials for 
health practitioners, service users, and other stakeholders; 

 Monitor the implementation and roll-out; and 

 Support the evaluation at regular intervals and use of this information to effect 
continuous improvements. 

 
Current uncertainty about the size and geographical dispersal of eligible individuals has a 
significant impact on the governance and administration approaches that could be 
pragmatically pursued at this time.  Different organisations are better placed to deliver 
leadership and administrative functions (although some functions may be best delivered at 
multiple levels).  For example: 

 A central agency is the most efficient mechanism by which to lead a national service 
delivered to a geographically dispersed population of unknown number, and it could 
be an effective way to deliver other functions required at a central level (eg, 
expectation management, the provision of expert advice, policy direction, etc.). 

 Communications about services, administration, and monitoring must be developed 
together but could be delivered by different agencies (i.e., an expert central or 
regional body could develop materials and these could be disseminated by a local 
agency or supplemented by locally appropriate materials).   

 A national body is best placed to deliver the administrative functions required. 
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 General practice, primary care providers, and other service deliverers are best 
placed to provide health care and medical advice to patients.   

In such circumstances, a centralised approach with a focus on keeping regional partners 
well-informed of design and implementation progress will offer an effective and responsive 
overall structure to deliver the aforementioned functions if a service is to be established. 
 

7.1 Who should be involved in leadership of a special support service? 

 

 
How is the HSSDeP led? 
 
The Ministry of Health is responsible for setting the policy direction for the HSSDeP (at the 
direction of the Minister of Health).  This includes making decisions about the scope of the 
services provided and how these are to be delivered, and engaging with providers to 
determine the most pragmatic ways to deliver services across New Zealand.  During the 
initial implementation phase of the HSSDeP, the Ministry of Health also chaired a working 
group comprising of Ministry and Taranaki District Health Board staff to discuss key 
operational policy and implementation issues.  Community representatives were also 
involved in the implementation phase through the Taranaki District Health Board’s 
Stakeholder Implementation Advisory Group (a group established and run by the Taranaki 
District Health Board which then provided the Group’s feedback to the Ministry of Health).  
This group provided feedback directly to the Taranaki District Health Board on 
implementation considerations for the Paritutu community.   
 

 
Central leadership of a national service for a geographically dispersed population is required 
as funding cannot be devolved to district health boards with an adequate degree of 
accuracy in terms of supporting a population-based funding formula.  The Ministry of Health 
is the best candidate for the overall leadership of the proposed special support service 
because it: 

 can provide sustainable leadership; 

 has a mandate from the Government for health care services; 

 has the technical and administrative capacity needed to oversee a national service; 

 has the relationships required to support the delivery of a service across New 
Zealand where there are uncertainties about the number of eligible individuals per 
region; 

 can deliver the required functions in a cost-effective manner including supporting 
the role of a national focal point;  

 can support consistent service delivery for residents of district health boards that 
have few eligible individuals and where, as such, the priority of a special support 
service may be lower than other health needs identified for the resident population; 
and    
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 is consistent with the approach recently signalled by the Government regarding 
management of certain services from the centre; however, it is still appropriate that 
any special support service be delivered regionally and/or locally (as is appropriate).   

The health sector is currently undergoing some structural changes, including within the 
Ministry of Health.  If a special support service is implemented, the overall responsibility for 
leadership within the Ministry of Health will need to be considered (i.e., within the 
Ministry’s policy arm or the responsibility of the new National Health Board).  Further work 
is needed to ensure that the functions currently are allocated to the correct division of the 
Ministry of Health and the new National Health Board.    The engagement of the Ministry of 
Health in such a leadership role should be reviewed once the number and location of 
eligible people is known (for example, it may be appropriate to transfer responsibility for 
the service to a lead district health board if that organisation had a significant number of 
former sawmill workers residing in its jurisdiction). 
 
The Ministry of Health could be supported in its overall leadership role by a district health 
board.  The engagement of one or more specific district health boards in providing 
operational advice would depend on the location of the eligible population.  As a clear 
pocket of interest in establishing a special support service exists in the Bay of Plenty area, it 
is appropriate to ensure that the Bay of Plenty District Health Board is engaged in the initial 
implementation of any special support service in its area.   
 
Because former sawmill workers are likely to be dispersed through New Zealand, it is 
appropriate to discuss implementation issues with all district health boards.  It is unlikely to 
be practical to involve all 21 district health boards in a governance structure and some 
district health boards are likely to have less interest in engagement because of the unknown 
health need generated by historical exposure to PCP (both in terms of geography as well as 
health risks and outcomes).  This may be best supported by regular updates in service 
implementation for each district health board’s Funding and Planning Manager (as 
discussed in Part 8 of this report) with focused one-on-one discussions if needed.   
 
To ensure that service users’ also have an opportunity to support leadership, it may be 
appropriate to establish a stakeholder implementation group (similar to the district health 
board-convened group used in the HSSDeP).  A stakeholder advisory group for a locally 
delivered but centrally managed service presents some challenges in respect of determining 
identifying potential members of such a group.  An obvious choice is SWAP15, which is 
currently operational and has existing relationships with the Bay of Plenty District Health 
Board and the Ministry of Health.  This would capture a fairly localised view of 
implementation issues; however, this approach is likely to identify any issues fairly quickly 
because of the anticipated number of eligible individuals associated with SWAP.  This could 
be supplemented by lessons learnt from the HSSDeP for service users outside of cluster 

                                                 
15

 SWAP represents only a small number of former sawmill workers.  Engaging eligible individuals from 
other areas in a stakeholder advisory group would ensure greater representation and to ensure that the 
implementation issues that may be experienced of individuals from areas where there may not be a 
significant number of other eligible individuals can identified.   
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groups if there were significant concerns about consumer representation (review scheduled 
for mid-2010).  This approach is very similar to the HSSDeP leadership approach and closely 
reflects Allen & Clarke’s initial thinking. 

7.2 Implementing a special support service 

 

 
How is the HSSDeP implemented? 
 
The day-to-day administration of the HSSDeP is delivered on contract to the Ministry of 
Health.   
 
The main administrative framework is an Access database specifically designed to record all 
transactions by patient (eg, date of application for eligibility assessment, date of annual 
wellness check, health practitioner details, payment schedules, updating contact or 
payment details, communicating with patients and providers, etc.).  A service secretariat 
provides for one contact point for both patients and practitioners and responds to any 
queries.  Technical queries are forwarded on to the National Focal Point for response.  
Patients and practitioners can access the secretariat through an 0800 number or via email. 
 
The service secretariat is also responsible for coordinating payments to general practices for 
the delivery of annual wellness checks (although the payments are made by HealthPAC).  
The contracting mechanism for the payments differs depending on where the practitioner is 
located.  Taranaki-based practitioners are covered by a contract with their primary health 
organisations.  Practitioners based outside of Taranaki have individual contracts with the 
Ministry of Health for the provision of the annual wellness check.  This approach is unusual 
in the health funding processes used in New Zealand (all services would usually be covered 
under the PSAAP including services that are funded by capitation or fee-for-service).  The 
approach will be reviewed as part of the HSSDeP’s review and evaluation programme.  
 
Periodic engagement between the Ministry and the Taranaki District Health Board is 
ongoing and is issues-driven. 
 

 
If a special support service is established, it would need to deliver a similar range of 
administrative functions as the HSSDeP.  It is likely to be most efficient to incorporate these 
functions into the mechanisms used to operate the HSSDeP rather than attempt to establish 
parallel mechanisms.  There would be considerable cost-savings associated with this 
approach as the infrastructure already exists.   
 
Funding mechanisms for specific service components are discussed in Part 5 of this report. 
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7.3 Other options considered but not preferred 

 
Table 5 (below) summarises the other options considered for the governance and 
administration of a possible special support service and identifies why these options are not 
preferred.  
 
Table 5: Other governance and administrative options considered but not preferred 

Option Reasons not preferred 

Governance by a central party that is not the 
Ministry of Health  

o No other central agency has a clear mandate for 
the kinds of functions that need to be delivered. 

o The mix of skills required is not found in another 
agency or mix of stakeholders. 

Governance by a lead district health board  o Uncertainty about the number and location of 
former sawmill workers makes it difficult to 
decide which district health board could 
potentially take a lead role. 

o Few district health boards have relationships 
with all of the key stakeholders. 

o There are concerns that few district health 
boards have the capacity to provide adequately 
for all of the required functions without 
substantial additional investment in resources. 

o It may set a precedent if different district health 
boards are responsible for different 
programmes for chemically exposed individuals. 

 

7.4 Recommendations  
 
Allen & Clarke recommends that, if a special support service is established: 

1. the Ministry of Health takes overall responsibility for the governance, managerial, 
and administrative functions associated with implementing and operating a service; 

2. close liaison with the Bay of Plenty District Health Board is taken during the service 
implementation (if a service is started) and that information about the number of 
eligible individuals is shared regularly with all district health boards; 

3. a stakeholder implementation advisory group is established to support the timely 
identification and remedy of any issues during the initial months of service 
implementation;  

4. the same mechanisms used to administer the HSSDeP are used to administer a 
special support service for former sawmill workers; 

5. mechanisms to explore innovative partnerships with agencies or funding sources be 
explored if additional funding for specific recommended service elements is 
required (such as funding potential research opportunities). 
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7.5 Resourcing implications  

 
There are resourcing implications associated with the recommendations on the leadership 
and governance of a special support service particularly for the Ministry of Health; however 
there are cost savings associated with using the existing administrative mechanisms 
provided by the HSSDeP or by absorbing costs within existing baselines. 
 
The table below describes the resourcing implications associated with the proposed 
leadership and administrative structure.  The exact mechanism for service delivery should 
be determined by the Ministry of Health.   
 
Table A: All uptake scenarios 

Component Cost per unit Total cost if 
population  n=3,950 

Total cost if 
population n=7,900 

Upgrading existing HSSDeP 
database 

$10,000 one-off cost $10,000 $10,000 

Maintaining a website Covered by the Ministry of Health’s communications team functions 

Maintaining an 0800 number Covered by the existing 0800 number 

Secretariat support FTE  0.2 – 0.3 FTE to cover general 
administration and policy 
support 

$16,000 $24,000 

Implementation advisory group Three meetings in first six 
months of service 

$3,000 $3,000 

Total  $29,000 $37,000 

 
Database upgrades and the implementation advisory group would be Year 1 costs only.  
After this time, these costs would be incurred through the programme secretariat. 
 

7.5.1 Total FTE allocation for secretariat functions 

 
The calculation of FTE in Table A (above) is based on the identified administrative functions 
listed at the beginning of this Part although some costs are also reflected elsewhere in this 
report (eg, the servicing the eligibility assessment process and payment management 
system).  This means that the total FTE allocation identified for the proposed special support 
service for former sawmill workers varies between 0.8 FTE and approximately 2 FTE 
depending on the service uptake rate ($64,000 – $160,000 for Year 1).  The most time-
consuming functions are likely to be managing the applications assessment process and 
managing the payments to primary care practitioners. 
 
As with the HSSDeP, it is likely that the administrative workload for any special support 
service will not fall evenly throughout the year.  A peak in workload should be anticipated in 
the months following the launch of a special support service as high numbers of individuals 
apply for eligibility assessment and payment processes with primary care practitioners 
throughout New Zealand are established. 



Embargoed until 11.00am 23 June 2010 
 

86 

 

 
8 Monitoring and evaluation framework 
 
 
Part 8 of this report outlines a possible framework that the Ministry could use to monitor 
and evaluate the special support service if one is implemented.  It is based on the 
monitoring and evaluation framework used for the HSSDeP.  This supports consistency 
between the frameworks used to deliver unique services and will provide a good basis from 
which to assess such services. 
 
Monitoring the proposed special support service supports service implementation planning 
and delivery, and good evaluation practice.  It should occur at regular intervals throughout 
implementation and delivery.  Collection of some data should begin when the service is 
initiated.   
 
Evaluating the proposed special support service will help to determine its overall 
effectiveness (eg, whether it is achieving its intended aims) and support best practice and 
learning that can be applied to this mechanism of delivering health services (i.e., service 
delivery based on health risk rather than a clinical outcome).  Evaluation is likely to focus on 
customer satisfaction given the methodological difficulties associated with assessing the 
impacts on health outcomes associated with services that do not respond to a specific 
health outcome, involve a self-selected population, does not have a control group, and do 
not have data about the intensity and dose of exposure.   
 
The proposed monitoring and evaluation framework supports public accountability by 
reporting how funding was spent, what it achieved, and whether this represents value for 
money compared to the delivery of services through existing primary care and long-term 
conditions funding and delivery streams. 
 

8.1 Proposed framework 

 
National health targets, the principles, aims and objectives for the proposed special support 
service, key success factors, and service components provide the context for the proposed 
monitoring and evaluation framework.  These are presented in Table 5 (following page), 
which also draws on the conclusions in other parts of this report and in previous reports on 
the proposed service.   
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Table 5: Context for monitoring and evaluation framework 

The proposed special support service’s contribution to national health targets: The proposed special 
support service will support the achievement of the following national health targets by improving access 
to primary care: better support for smokers to quit and better diabetes and cardiovascular services.   

Guiding principles: (1) Accessibility, (2) acceptability, (3) co-ordination, (4) equity, (5) effectiveness, (6) 
sustainability, and (7) cultural appropriateness. 

Aim of the proposed special support service: To support improvements in the health of former sawmill 
workers who were exposed to PCP by focusing on improving information about chemical exposure, and 
promoting wellness in the first instance but supporting access to care when needed.   

Objectives of the proposed special support service: 
 To provide credible information for health practitioners, patients, and other interested parties about 

the health risks associated with historical exposure to PCP; 
 To support an overall reduction in the non-communicable diseases experienced by eligible individuals 

by promoting healthy lifestyles, reducing lifestyle risk factors, and supporting timely access to care; 
 To support the early detection of health conditions (without focus on aetiology of the illness or 

whether it may be related to historical exposure to PCP); 
 To meet health needs by prescribing medical treatment where required and referring to specialist or 

other care as appropriate; and 
 To ensure that the any special support service contributes to meeting the needs of the community in 

a cost-effective manner, through the implementation of continuous quality improvements to service 
design and delivery. 

Proposed service components: 

 Information for health practitioners, individuals, and other stakeholders. 

 A coordination/facilitation service. 

 A free annual wellness check. 

 Health-promoting activities. 

 Enhanced access to counselling for mild to moderate mental health needs. 

Key success factors: 
A. Providers offer the proposed special support service (nation-wide coverage of all components). 
B. The eligibility assessment process is clear, fair and efficient. 
C. Eligible people use the special support service. 
D. Health improvements are facilitated. 
E. Health conditions are detected rapidly. 
F. Individuals are referred to specialist services appropriately. 
G. The special support service offers appropriate value for money. 
H. The administrative costs of the special support service are minimised as much as possible. 
I. There is an appropriate level of coordination between the special support service and other primary 

health care initiatives. 
J. The special support service responds to change, learning and emerging published, peer-reviewed 

evidence. 
K. Users are satisfied with the special support service. 
L. Community groups, providers, primary health organisations and district health board are supportive 

of the special support service. 
M. The eligible population and providers are knowledgeable about the special support services and 

about the health risks associated with historical exposure to dioxins and PCP.  
N. Eligible people are engaged in service implementation. 
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The proposed framework has three parts: 

 Monitoring; 

 Evaluation; and 

 Review and decision making. 
 
Within these areas, the framework includes priority areas/issues, information sources, 
reporting and timeframe, target audience, purpose(s), and responsibilities.  It stops short of 
identifying overall evaluation design and specific methods for data collection and analysis.  
This level of detail needs to be developed as part of service implementation. 
 

8.1.1 Monitoring framework 

 
Monitoring plays an important role in supporting the successful implementation of the 
proposed special support service, principally because of the uncertainties around the size 
and location of the eligible population and the uptake of services.  As discussed earlier, the 
main purposes of monitoring are to provide evidence to support improvements in the 
implementation and delivery of the special support service, and the evaluation of this new 
special service. 
 
Table 6 (following page) sets out the main components of the monitoring framework. 
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Table 6: Monitoring framework 

Key areas Data source Reporting / timeframe Target audience Purpose / use Responsibility 

Applications processing Service database Quarterly MOH Service secretariat 
performance  

Service secretariat 

Data on eligible individuals (location, 
criteria, gender, age, ethnicity, etc.) 

Application form 
and NHI 

Collected at application 

Reported six-monthly 

PHOs, DHBs, MOH, 
Implementation Advisory 
Group (IAG), National 
focal point (NFP), public 

Service planning including 
projections for out-years 

Service secretariat   

Service used  Claim form Recorded on service database 
when claim is processed 

Reported annually 

PHOs, DHBs, MOH, IAG, 
public 

Service planning  

Identify access barriers 

Monitor double-dipping
1
 

Providers 

Service secretariat  

Demographics of non-eligible 
applicants 

Application form 
and NHI 

Collected at application 

Reported six-monthly 

MOH, NFP, IAG, public Eligibility review Service secretariat 

Exit and attrition Application to 
formally exit and 
data gaps 

Reported at end of out-years MOH, DHBs, PHOs, IAG Monitor demand 

Identify barriers 

Service secretariat 

Information and advice: website Web statistics Report annually MOH, NFP, DHBs, PHOs Monitor demand MOH 

Information and advice: seminars Attendance data Collect at time of event 

Report annually 

MOH, NFP, Providers Monitor demand NFP 

Service secretariat 

Provider resourcing (who is 
delivering service and length of 
consultations) 

Claim form Recorded when claim form 
processed 

Reported annually 

PHOs, DHBs, MOH, IAG Monitor provider 
workload, costs and 
service level 

Providers 

Service secretariat  

Referrals to other components of 
the proposed special support service 
and other services (including where 
a service is unavailable) 

Claim form Recorded when claim form 
processed 

Reported annually 

PHOs, DHBs, MOH Monitor demand, 
capacity integration and 
duplication 

Understand needs 

Providers 

Service secretariat 

Cost Payment records Recorded when payments 
processed 

MOH, DHBs, PHOs Monitor resource 
implications 

Service secretariat  

HealthPAC 

Notes: 
1 

People accessing the same services twice. 
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The proposed monitoring framework focuses on information collected at application and 
through the administration of claim forms (presuming that the same administrative 
framework is used for the special support service as is used for the HSSDeP).  Successful 
monitoring relies on the provision of complete accurate information on the claim forms.  
Correctly completed claim forms are always provided for the HSSDeP and there is no reason 
to suspect that this would be different for the special support service (if it is implemented).  
The service secretariat would be responsible for the majority of the monitoring completed 
(in conjunction with HealthPAC and providers as data sources). 
 
Reporting on these areas at regular intervals allow patterns and trends to be measured over 
time and service planning to be responsive to demand.  This will be particularly important in 
relation to planning for mental health and health promoting services, the two elements of 
the special support service where service availability and capacity are, at this time, unknown 
due to a lack of certainty over the location of eligible persons, and likely uptake.  
 

8.1.2 Evaluation framework 

 
The proposed evaluation framework focuses primarily on process and implementation 
issues that can be assessed during the initial years of service implementation and delivery.  
Evaluation will be critical to understanding issues like: 

 how the special support service is being implemented, how well it is being 
implemented, and whether it is being implemented as intended; 

 the quality and adequacy of the service components; 

 whether and how it is meeting the needs of eligible individuals and supporting 
improvements in their health; 

 what factors are contributing to and inhibiting successful implementation, and what 
improvements should be made; 

 the appropriateness of the service approach (i.e., responding to a health risk rather 
than a health need or outcome);  and 

 the appropriateness and effectiveness of the governance, administration and 
funding structures. 

 
In addition to analysing and interpreting monitoring information, the evaluation framework 
could include the areas set out in Table 7 (following page).  Without wanting to prescribe 
specific methods, it is apparent that much of the information for the evaluation would be 
sourced from groups within the eligible population and service providers through qualitative 
evaluation methods, such as interviewing and surveying.  Table 7 also indicates the 
principles and key success factors that each area could contribute to. 
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Table 7: Evaluation framework 

Key areas Data source Reporting/ 
timeframe 

Target audience Purpose/ use Principles and key 
success factors

3
 

Exposed population:  
 Is it meeting needs and how? 
 Is it supporting health improvements and how? 
 Who is/is not accessing and why? 
 Satisfaction 

People-focused 
evaluation

1
 

Monitoring 
information 

Out-years with an 
evaluation 
occurring within 
three years of 
service initiation 
and ongoing 
monitoring 

MOH, DHBs, 
PHOs, IAG, public 

Improving 
current and 
future service 
delivery 

Public 
accountability 

1, 2, 3, 4,  5, 7 

B, C, D, E, F, J, K, L, M 

Services:  
 What services are/are not being accessed and why? 
 What is the quality of the services / how well are the 

services being delivered? 
 Is the interface between the special support service and 

primary care working? How? 

People and 
structure-focused 
evaluation

2
 

Monitoring 
information 

MOH, DHBs, 
PHOs, IAG 

1, 3, 5, 6 

A, B, C, E, F, L 

Organisations:  
 Is the capacity of service delivery adequate? 
 Is there sufficient capacity to administer the proposed 

special support service? 
 Provider support and satisfaction 

People and 
structure-focused 
evaluation 
Monitoring 
information  

MOH, DHBs, 
PHOs, IAG 

1, 2, 3, 4, 5, 6 

A, F, K, L 

Costs and funding:  
 How cost-effective is the proposed special support 

service / different components of the proposed special 
support service? 

 How effective is the funding mechanism? 

People and 
structure-focused 
evaluation 
Monitoring 
information 
Financial data 

MOH, DHBs, 
Treasury 

1, 5, 6 

B, D, G, H 

Improvements and best practice:  
 What works and what does not work? 
 How can best practice be shared? 

People and 
structure-focused 
evaluation 
 

MOH, DOL, ACC, 
Veterans’ Affairs, 
DHBs, PHOs and 
international 
audiences 

2, 3 

I, M 

Notes: 
1
 Evaluations in which individuals and small groups are the focus of analysis. 

 
2
 Evaluations in which the focus of analysis is services, programmes, organisations, etc. 

 
3
 Letters and numbers refer to principles and key success factors in Table 5. 

 



Embargoed until 11.00am 23 June 2010 
 

92 

 

Evaluation should be implemented in the first year of implementation/delivery, with an 
interim report in the second year (incorporating monitoring data collected in the first year), 
and a second interim report in the third year that is able to inform preliminary decisions about 
the future of any service.  This should also coordinate with any evaluations conducted on the 
HSSDeP.   
 
 

8.2 Resource implications 
 
The monitoring framework should not create major additional direct costs for a special 
support service, particularly if the Ministry of Health carries out further design work on the 
framework and tools for data collection and recording.  This does not mean that the 
framework will be costless.  In addition to design, data handling and reporting costs, there will 
be some administrative costs for service providers.   
 
The estimated cost of an evaluation is $50,000 over two years.  This is based on the scope of 
the evaluation as discussed in the above framework, and assumes that this framework can 
largely be addressed through qualitative evaluation methods.  In addition, there will be costs 
in time and effort to all those participating in evaluative surveys or interviews (eg, providers 
and service users). 
 

8.3 Recommendations 

 
Allen & Clarke recommends that, if a special support service is established: 

1. the monitoring and evaluation framework focuses on service implementation and 
delivery processes; 

2. the monitoring and evaluation framework excludes consideration of health outcome 
data (other than qualitative data) because of methodological issues associated with the 
sample population (as discussed in Part 6 of this report); 

3. monitoring information be collected, collated and reported at regular intervals during 
the time that the service operates; 

4. an evaluation be commissioned shortly after a special support service is implemented; 
and 

5. the Ministry of Health take overall lead on developing and implementing the monitoring 
and evaluation framework, and ensuring findings are reported and utilised effectively. 
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Appendix A: Estimates of total eligible population 
 

Year 

Population 
engaged in 
sawmilling

16
 

Baseline 
and 

annual 
change

17
 

Cumulative 
population

18
 

Crude 
death 
rate

19
 

Deaths
20

 

Living 
population

21
 

Deaths
22

 

High risk 
jobs 

(10%)
23

 

High 
risk jobs 
(20%)

24
 

1950 4,566 4,566 4,566 9.47 43 
    1951 4,640 987 5,553 9.67 54 
    1952 5,616 1,904 7,457 9.47 71 
    1953 6,007 1,514 8,971 8.96 80 
    1954 5,818 1,012 9,984 9.01 90 
    1955 5,866 1,212 11,195 8.99 101 
    1956 6,278 1,585 12,781 9.02 115 
    1957 5,786 764 13,544 9.34 127 
    1958 5,883 1,254 14,798 8.88 131 
    1959 5,984 1,278 16,076 9.05 145 
    1960 6,279 1,492 17,568 8.79 154 
    1961 6,468 1,445 19,013 8.98 171 
    1962 6,226 1,052 20,064 8.89 178 
    1963 5,862 881 20,945 8.84 185 
    1964 5,750 1,060 22,006 8.83 194 
    1965 5,889 1,289 23,295 8.72 203 
    1966 5,887 1,176 24,471 8.86 217 
    1967 5,968 1,258 25,729 8.43 217 
    1968 5,585 811 26,540 8.88 236 
    1969 5,791 1,323 27,863 8.69 242 
    1970 5,886 1,253 29,116 8.81 257 
    1971 5,743 1,034 30,150 8.49 256 
    1972 5,541 947 31,097 8.51 265 
    1973 5,682 1,249 32,346 8.50 275 
    1974 5,877 1,331 33,677 8.30 280 
    1975 5,596 894 34,572 8.10 280 
    1976 5,964 1,487 36,059 8.13 293 
    1977 6,485 1,714 37,773 8.26 312 
    1978 6,002 814 38,587 7.85 303 
                                                     

16
 Data in bold from New Zealand Forest Service Statistics of the Forests and Forest Industries of New 

Zealand. Other data are estimates. 
17

 Based on the assumption that 20 percent of the workforce left the sawmilling industry each year. 
18

 Calculated by adding baseline population and annual change for each year. 
19

 Figures are per 1,000 mean population. Data in bold from Statistics New Zealand, accessed at 
www.stats.govt.nz. Other data are estimates.  
20

 Based on application of crude death rate to cumulative population. 
21

 Calculated by subtracting annual deaths from living population for previous year. 
22

 Based on application of crude death rate to living population. 
23

 Based on assumption that 10 percent of the population engaged in sawmilling were involved in 
tasks/roles where they were likely to have been exposed to PCP. 
24

 Based on assumption that 20 percent of the population engaged in sawmilling were involved in 
tasks/roles where they were likely to have been exposed to PCP. 

http://www.stats.govt.nz/
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1979 6,002 1,200 39,787 8.08 321 
    1980 6,022 1,220 41,007 8.48 348 
    1981 6,042 1,224 42,232 7.97 337 
    1982 6,062 1,228 43,460 8.03 349 
    1983 6,000 1,150 44,611 8.07 360 
    1984 6,000 1,200 45,811 7.80 357 
    1985 6,000 1,200 47,011 8.40 395 
    1986 6,000 1,200 48,211 8.25 398 
    1987 6,000 1,200 49,411 8.30 410 
    1988 6,000 1,200 50,611 8.26 418 
    1989 6,000 1,200 51,811 8.12 421 
    1990 6,000 1,200 53,011 7.89 418 
    1991 6,000 1,200 54,211 7.55 409 
    1992 6,000 1,200 55,411 7.67 425 
    1993 253,053 55,411 

 
7.58 10,841 44,570 338 

  1994 
   

7.44 
 

44,232 329 
  1995 

   
7.57 

 
43,903 332 

  1996 
   

7.57 
 

43,571 330 
  1997 

   
7.26 

 
43,241 314 

  1998 
   

6.87 
 

42,927 295 
  1999 

   
7.33 

 
42,632 312 

  2000 
   

6.91 
 

42,319 292 
  2001 

   
7.16 

 
42,027 301 

  2002 
   

7.10 
 

41,726 296 
  2003 

   
6.95 

 
41,430 288 

  2004 
   

6.95 
 

41,142 286 
  2005 

   
6.54 

 
40,856 267 

  2006 
   

6.75 
 

40,589 274 
  2007 

   
6.74 

 
40,315 272 

  2008 
   

6.83 
 

40,043 273 
  2009 

   
6.80 

 
39,770 270 

  2010 
     

39,500 
 

3,950 7,900 
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