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3 H. 81

REPORT OF THE DIRECTOR-GENERAL
OF HEALTH

The Dmecror-GENeralL oF Heartan to the Hon, the MINISTER OF
Heavtn, WELLINGTON,

I have the honour to lay before you the annual report of the
Department for the year 1957-58.

The vital and medical statistics which appear in the report are for
the calendar year 1957. On the other hand, the financial figures and,
in particular, the reports of the Divisions of Hospitals and of Clinical
Services, and of the Dominion X-ray and Radium Laboratory, are for
the year ended 31 March 1958,

SENIOR STAFF
During the year the following changes took place in the senior staff
of the Department:

Dr L. 8. Davis (formerly Director, Division of Private and Maternity
Hospitals) was appointed Director, Division of Public Hygiene,
in succession to Dr F. S, Maclean who retired.

Dr C. N. D. Taylor (formerly Medical Officer of Health, Palmerston
North) was appointed Director, Division of Health Education
and Maternal Welfare.

Dr T. L. Hayes was appointed to a newly created position of Assis-
tant Director, Division of Clinical Services.

Dr V. S. Land (formerly Medical Superintendent of the Otaki
Sanatorium) was appointed Assistant Director, Division of
Hospitals, to fill an additional vacancy in the approved establish-
ment.

It is, I think, fortunate that the organisation of the Department as
set out in the Health Act allows a considerable measure of flexibility
in the establishment of divisions and permits of changes being made from
time to time in accordance with changing needs. As a result it has been
possible, without increasing the establishment of senior medical staff, to
establish a Division of Health Education and Maternal Welfare with its
own director (one position as a divisional director had been vacant for
a couple of years), and to transfer the responsibilitics of the former
Division of Private and Maternity Hospitals partly to the new division
and partly to the Division of Hospitals, which now has three assistant
directors instead of two. Under the new arrangement, the Division of
Health Education and Maternal Welfare is responsible for the problems
of maternity welfare in the broad sense, while the Division of Hospitals
assumes responsibility for those aspects of private-hospital administration
which are covered by the Hospitals Act.

In addition to the changes mentioned in the last paragraph, Dr
Thompson's division (Clinical Services) has been strengthened by the
appointment of an Assistant Director (Dr Hayes), and this appointment
is already proving its worth. It will also be noted that Dr Dempster pre-
sents two reports this year, one as Director of the Division of Tuber-
culosis and tIl:e other as Director of Welfare Services. When Dr Dempster

1%
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was appointed Director of the Division of Tuberculosis about two years
ago it was on the understanding that, in addition to his work in the field
of tuberculosis, he would gradually take over more and more responsibility
for other activities, especially the Department’s work in connection with
the care of the aged; this fact now receives official recognition by his
assumption of the additional title of Director of Welfare Services.

I wish to place on record my sincere appreciation of the services
of Dr Maclean, who retired from the position of Director of the Division
of Public Hygiene early in the yvear. I have known Dr Maclean personally
since he was Medical Officer of Health for the Wellington District, when
I admired his ability and valued his cooperation. When I came to the
Department in 1950 he had, after being the first Director of the Division
of Clinical Services, already taken over the onerous and important
position of Director of the Division of Public Hygiene. His management
of the affairs of the division has been a model of efficiency, and our
present Health Act stands as a monument not only to his meticulous
accuracy but also to his profound knowledge of health administration.
In his retirement he carries with him the good wishes of all his former
colleagues, and I am pleased to report that he has consented to serve as
a member of the reconstituted Board of Health, where his wise counsel
will still be available to us.

STATISTICAL SURVEY

The figures for live births during the year 1957 are: European, 51,852;
Maori, 6,632; total, 58,484, The figures for the birth-rate per 1,000 of
population are: European, 24-82; Maori, 46°29; combined, 26-20, The
total number of live births shows an increase of 1,891 over the figure for
the previous year; the birthrate is the highest it has been since 1948
when the figure was 26-69. The year 1947 at 27-70 remains the peak.

The maternal mortality rate (European and Maori combined) per
1,000 live births for 1957 iz 067, compared with the previous year's
figure of 0-46, which was the lowest recorded. The rate for Euer«Eans
alone is 0-38 mcluqu septic abortion and 0-54 excluding septic abortion.
The actual number of maternal deaths in 1957 was 39 (European, 30;
Maori, 9). One death (Furopean) is recorded under the heading of
sepsis of childbirth or the puerperium.

For some years now the maternal mortality rate has been remarkably
low, and the combined rate for Europeans and Maoris has been less
than one per 1,000 live births every year since 1951, Nevertheless the
combined rate for 1957 is higher than it has been since 1952 (0°67 in
1957, 0-91 for 1952), and the same is true of the rate for Europeans alone
(0-58 in 1957, 0-71 for 1952). In each of the years from 1953 to 1956
the number of Maori deaths has been about nine, while the number
of FEuropean deaths has not exceeded 25; in 1957 the number of Maori
deaths was again nine, but the number of European deaths was 30, With
such small total numbers the several additional European deaths reflect
themselves not only in the maternal mortality rate for Europeans but
also in the combined rate for Europeans and Maoris.

The stillbirth rate per 1,000 births is 15-83 for Europeans and 1515
for Maoris. The combined rate of 1575 is the same as that for 1955, and
these two years are now the two with the lowest stillbirth rate yet
recorded.
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The infant mortality rate (deaths under one year of age per 1,000 live
births) is 19:98 for Europeans and 57'90 for Maoris. Until now the two
years with the lowest infant mortality rate have been 1956 (European,
19:39; Maori, 54-36) and 1954 (European 19-99; Maori, 5860); the
figures for 1957 come between these two. The neo-natal death rate
(deaths in the first month per 1,000 live births) is 13-89 for Europeans
and 2081 for Maoris. Both the European rate and the combined rate
of 1467 are lower than for any year except 1956, which established a
new record.

BOARDS AND COUNCILS

The Health Act 1956 reconstituted the Board of Health and widened
the scope of its functions. The Board now consists of 12 members, four
ex officio (the Minister of Health as Chairman, the Director-General of
Health as Deputy Chairman, the Deputy Director-General of Health,
the Director of the Division of Hospitals) and eight appointed. The
members who have been appointed for the first term of three years from
1 July 1957 are Dr A, S. Wallace (a Medical Officer of Health), Sir
Charles Hercus (a Member of the Faculty of Medicine at the University
of Otago), Dr P. P. Lynch (a Member of the Medical Rescarch Council),
Mr H. A. Anderson (nominated by the Municipal Association), Mr A. E.
Reid (nominated by the Counties Association), Mr P. V. Stainton (a
member of a Hospital Board), Dr Muriel Bell, and Dr F. 5. Maclean.
The Board held its first meeting on 30 July 1957 and met again in
December.

While the former Board of Health was principally concerned with
problems of water supply and drainage, the new Board, in addition to
its responsibilities in relation to local authorities and their sanitary works,
is given the much wider function of making “recommendations to the
Minister in respect of such matters relating to public health as may be
referred to it by the Minister”. Another important feature of the 1956
Act is that the Board is empowered to appoint committees, which may
include persons who are not members of the Board, and to delegate
any of its own powers or functions to any such committee. Among the
committees already appointed are a Local Authority Affairs Committee
as a standing committee to which the Board has delegated most of its
powers under the sections of the Act relating to local authorities, and
special committees to inquire into and report to the Board on the proper
scope and future development of hospital outpatient services in relation
to the general health services of the community and of public hospital
psychiatric services in relation to the services administered by the Division
of Mental Hygiene.

The Hospital Works Committee, which was established about four
years ago as an inter-departmental committee, is given statutory existence
by the Hospitals Act 1957, which comes into force on 1 April 1958,
Its functions, as specified by the Act, are to make recommendations both
to the Minister and to the Loans Board in respect of the major building
projects of hospital boards. I regard the setting up of the Hospital
Works Committee as one of the most important events in the hospital
affairs of the country during the last several years, and I am pleased to
report that Mr Barker (representing the Secretary to the Treasury) and
Mr Wheeler (representing the Commissioner of Works), who have been
my colleagues on the committee since it began, are to continue as the
representatives of their respective Departments.
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The Hospitals Act also makes provision for the establishment of a
Hospitals Advisory Council of six members, three of whom are represen-
tatives of the Hospital Boards’ Association. The necessary appointments
were made during the year ended 31 March 1958 to enable the Council
to hold its first meeting in April. The six members are, Mr W. E. Bate,
President of the Hospital Boards' Association, Mr John Grierson, Chair-
man of the Auckland Hospital Board, Dr _fc:-hn Fulton, Chairman of the
Otago Hospital Board, Mr D. Barker, representing the Secretary to
the Treasury, Mr C. M. Wheeler, representing the Commissioner of
Works, and myself as Chairman. Like the Board of Health, the Hospitals
Advisory Council has as its principal function the making of recommen-
dations to the Minister, but the scope of its activities is naturally confined
to matters covered by the Hospitals Act.

NEW ZFALAND REPRESENTATION ABROAD

New Zealand was represented at the Tenth General Assembly of the
World Health Organisation held in Geneva during May 1957 by Dr F. S.
Maclean, then Director of the Division of Public Hygiene, as chief dele-
gate and Mr O. P. Gabites of the New Zealand Legation in Paris as
alternate. Dr H. B. Turbott, Deputy Director-General of Health,
represented New Zealand at the Eighth Meeting of the Western Pacific
Regional Committee of the World Health Organisation held in Hong
Kong during September 1957.

Dr Turbott, together with Miss F. J. Cameron, Director of the Division
of Nursing, represented New Zealand at the annual meeting of the
South Pacific Board of Health in Fiji during July 1957. Dr Turbott
also represented New Zealand at a meeting of the Research Council of
the South Pacific Commission at Noumea mn June 1957. Miss Cameron
represented New Zealand at the Quadrennial Congress of the Interna-
tional Council of Nurses in Rome during May and June 1957.

Dr J. B. Bibby, Director of the Division of Dental Hygiene, represented
New Zealand at the International Dental Conference in Rome during
September 1957,
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The Department is again indebted to the various organisations with
which it i1s associated for the cooperation it has received during the
year,

I wish particularly to express my personal thanks to my two colleagues
on the Hospital Works Committee (Mr Barker, of Treasury, and Mr
Wheeler, of the Ministry of Works), as well as to the members of the
various advisory and grading committees in connection with hospital
salaries. It is a pleasure also to record my warm appreciation of the
unfailing support and cooperation of Dr Turbott, Deputy Director-
General of Health, Mr Hunn, Deputy Director-Genera ( Administra-
tive), Mr Galletly, "who is acting for Mr Hunn during his absence over-
seas, the directors of all divisions, and other senior officers of the
Department.

Jonun CARNEY,

Director-General of Health.
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REPORT OF THE DEPUTY DIRECTOR-GENERAL
(ADMINISTRATIVE)

The level of expenditure by this and other Departments concerned
with physical and social welfare indicates the very substantial share of
the national revenues required to maintain the community’s established
health and social services and benefits,

In 1955-56 dupﬂrtmr_'nta] expenditure was £31°8 million; in 1956-57
£35'8 million; in 1957-58, now under review, £39-3 mlllmn and future
expenditure at current costs and rates of s:e-rvi::ex and hE‘nPﬁl.*:_. and with
an increasing national population, must inevitably continue to rise in
spite of all the efficiency which can be achieved and economies brought
about by departmental administration. It is pertinent to reflect that in
194748 the total was £13 million. Their range and current cost high-
light the problem of maintaining these benefits and services at a time
when it may be difficult to maintain national income at recent levels.
The distribution of the 1957-58 expenditure under main headings is
shown in a diagram on page 13.

If the foll:’}wmg table is studied it will be apparent that all but a very
small proportion of expenditure arises from the cost of the benefits,
services, and grants and the employment of the staffs directly providing
the services, and only a small fraction stems from the essential needs of
any organisation for such central services as accounting and general
administration.

The figures do not include capital expenditure from Public Works
Account nor, in respect of hospital Boards, loans for major capital con-
struction raised by the boards themselves.

Table 1
V-:lte il Hl:‘a.lﬂl"— 1952—5? IHEL—&H II'IIEE-E.SE
General health services o o= 1,102,627 1,305,119 202,492
Dental hygiene : i 758,363 845,541 87,178
Departmental hnspu:als and institutions

other than mental hmcne] i 479,497 497,362 17,865
Mental hygiene £ ; o 2,960,364 3,270,270 309,906
Health education .. i - 33,5324 27,539 — 5,785
Medical Research Council .. i 65,000 104,039 39,039
Homes for the aged 3l 272,842 296,849 24,007
Pensioners housing: Local authorities .. 81,524 124,948 43 . 424
Youth hostels i o e 22,548 3,377 — 19,171
Plunket Society subsidies : i 115,367 121,777 6,410
Miscellaneous grants and subsidies o 35,019 41,738 6,719
Bursaries .. 5 39,514 43,703 4,189

Vute “Subsidies to Hcspltal Boards™ —
Patal board subsidies .. .. 12,895,674 15,390,252 2,494,578

Vote “Medical, Hospital, etc., Benefits'

Social Eccuru Act: M{‘d.ll:ﬂl ch’:,
benefits {(includes assessed sa]arie-s}l,. 16,919,309 17,225,712 306,403

£35,780,972 39,298,226 £3,517,254

Of the £3} million increase in ex!)endlture 70'0 per cent related to
vote “Subsidies to Hospital Boards”; 87 per cent to vote “Medical,
Hospital, etc., Benefits”; and 204 per cent to vote “Health”. The majm‘
contributing factors to these increases were:
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Vote “Health” :

Salaries and Wages: Increased by £444 836. Accounted for by an
increase of 391 in the total staff employed, allied with the cost for the
period 19 November 1956 to 31 March 1958 of the general salary
merease. Staff increases related mainly to dental and student dental
nurses (129) and mental hygiene staff (204). School dental staff is
being progressively increased with the aim of bringing all eligible
school children under treatment at clinics. The staffing position of
mental hospitals has continued to improve though there are still many
vacancies, .

Poliomyelitis Vaccination: The increase of £127,620 is almost entirely
accounted for by the purchase of vaccine required for the intensive
campaign to vaccinate children and other persons at risk.

Mental Hygiene: Salaries and wages, for the reasons mentioned
above, accounted for over 80 per cent of the increased costs in running
11 mental hospitals. The balance relates mainly to bedding and clothing
(£20,793) and farms and gardens (£19,311). The expenditure on farms
and gardens has increased food production and has largely avoided
an increase in the expenditure on rations. New villas are being opened,
and this is contributing to increased maintenance costs.

Loans, Subsidies and Grants: £24,007 more was spent this year than
last in payments to religious and welfare organisations to provide
accommodation for old people, £43,424 more was paid to local autho-
rities by way of subsidy for the erection of cottages and flats for old
EEG[:_]E. More detail is given in the report of the Director of Welfare

ervices.

Medical Research Counetl: The increase of £39,039 is accounted for
partly by increased grants for research, and partly by an additional
grant for special research into the problem of hydatids. The cost of
this special research is being met one-half by Government and one-half
by the three producer boards. Government has agreed to pay a total
of £66,500 over a period of five years and the cost for the past year
was £18,039,

Vote “Subsidies to Hospital Boards”:

Over £15 million was paid in subsidies to hospital boards—an
increase of approximately £21 million over the previous year., It is
accounted for as follows:

£
Cessation of local body levies . . e 660,000
Increased capital payments met from
subsidy .. a i i 460,000
Increased maintenance expenditure .. 680,000
Increased salary payments .. e 700,000
£2,500,000

The foregoing figures are analysed in more detail in the report
of the Director, Division of Hospitals.
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Vote “Medical, Hospital etc., Benefits”:

Social security benefits under this vote increased by £285,595 to
£17,058,307 — an increase of approximately 1'7 per cent compared with
8 per cent and 23'5 per cent in the two preceding years. Details of the
increases are as follows:

A
Maternity benefits - i L on o BER
Medical benefiis i S .. 130,830
Hospital benefits S it .. 60,971
Pharmaceutical benefits S .. 106,016#
Supplementary benefits " .. 165,218
£285,595

*Decreased.

The increase is substantially less than that recorded in the previous
three years. The relative costs since 1953-54 are shown in a graph on
page 12,

It is particularly pleasing to record that the rising cost of pharma-
ceutical benefits has been halted and that the estimate for the year has
been underspent by approximately £4 million. This change is dealt with
in detail in the report of the Division of Clinical Services, and the Direc-
tor and his staff deserve every credit for the measures they have initiated.
The following table shows the growth in these benefits since 1943:

Table 2—Pharmaceutical Benefits

i

Clost of

3 - r Average Mumber of |Prescriptions
Year Ended e rienelbiu Mean Number of Clnar Tae | s nitaa
31 March— E peaciure Papulan:m Prrn‘ni‘ll!ll:mg I'rggrjr-l[ml El.'ﬁ |%l:ltd1 Per g?t'u'd
Population
'{‘: g d. £ 5 d,
1943 ita 563,247 | 1,640,191 | 3,500,000 3 3 2.1 0 610
1944 l 762,198 | 1,637,570 | 4,250,000 ST 2-6 09 4
1945 Wi 980.237 | 1,664,585 | 4,900,000 4 0 3-0 011 10
1946 2, l 1,133,366 | 1,710,680 | 5,400,000 + 24 5-2 015 3
1947 .. | 1,439,606 | 1,770,291 | 6,100,000 4 Bl 34 0l 3
1948 .+ | 1,558,350 | 1,807,611 | 6,300,000 4 113 3-5 017 3
1949 o | 1,793,155 | 1,843,767 | 6,500,000 a3 6 3:5 019 5
1950 .. | 2,043,843 | 1,881,317 | 7,240,000 5 T&| 3-8 R .
1951 .. | 2,097,000 | 1,917,934 | 7,300,000 il B R 1 [ S |
1952 < | 2,428 216 | 1,958,720 ( 7,850,000 6 23| 4-0 1 410
1953 .. | 3,015,833 | 2,009,506 | 9,146,000 | 6 7 | 45 1 10 0
1954 .. | 2,919,620 | 2,061,376 | 9,763,000 5 113 4.7 1. 8& 38
1955 .o | 3,047,331 | 2,105,766 (10,299,561 5 11 4-0 1 811
1957 .. | 4,572,557 | 2,206,226 (12,562,000 7 3% 5.7 LR FE
1958 .. | %,466,541 | 2,232,619%12,204,000 7 3Ei R 2.0 0

* Az at 31 December 1957,
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BURSARIES

The following table shows details of bursaries (1956 figures in paren-
tlle:ca} Increases in the values of physiotherapy bursaries were approved
in 1956, and these are reflected for the first time in increased expenditure:

Table 3—Bursaries

e 1 E I‘chl E'\aw?ard-; Htlné:ji;'.ah Total Amount Pald
| | P

Dental B = a 10 (B)| 55 (77) | B5 (85) | 11,448 {]4:5:?;]
Dietetic i e 6 (4 7 (12) 13 (16) | 2.071 (2,165)
Post-graduate |1ursmg g 7 (11} . 7 (11} | 3,464 (3,623
Medical .. 19 (5)| 25 (21) | 44 (26) | 7,104 (4,375
Nursing (infant welfare trammg:} 55 (49) s 55 (49) | 6,204 (5,508
Nursing (midwifery, training) . 2 (0 A 2 (0 (il {
Physiotherapy o T 46 (35) | 56 (63) | 102 {9&% 13,352 (8,872

Totals = .| 145(112) | 143 (173) | 288 (285) | 43,703 (39,514)

PLUNKET SOCIETY

The substantial financial assistance to the Plunket Society was con-
tinued during the year. The total of £176,690 paid was approximately
£1,000 less than the previous year, the increased cost of nurses’' salaries
being offset by reductions in the amounts paid by way of subsidy on new
capital works and subsidy in respect of donations. Payments made in the
past two vears are summarised as follows:

Table 4

1956-57 1957-58

From vote “Health”— & E
Murses® salaries - i o i o 86,297 96,684
Nurses' milage g 12,003 12, 160
Salaries of pml’c&smnal clerlcal staﬁ' and tramllmg expenscs 5,835 6,354
Contributions in respect of new motor cars i L. 1,726 2,055

Contributions to Dominion Training Centre = i 3,000 -
Karitane hospitals: Subsidy on new capital works .. e 6,506 1,524
Totals i i ey o woo 1155367 121,777

From vote “Social Security™—
Hospital benefits iz 42,583 43,400
£2 for £3 subsidy in rt.'_ﬂpﬂ:t of donations to hcspltals o 19,729 11,513
Totals o o s i e 62,312 54,913
Grand totals ., o e s .o £177,679 £176,690
GENERAL

The Department is a very large organisation, and no less than in large-
scale private enterprise it is essential that constant and active checks be
made to ensure that the organisation functions efficiently and that the
systems and procedures under which it works are as efficient as can be
devised. Inspections and investigations of administrative procedures and
systems both in respect of departmental and hospital board activities have
given cumulative results in improving efficiency and reducing expenditure,
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and the pending appointment of a departmental officer for organisation
and methods will enable specific investigations to be made on a number
of projects which wait his attention.

Supervision and control to ensure maximum efficiency are the con-
tinuing responsibility of all controlling officers, and it is a measure of
overall departmental efforts that one can report improvements and
economies widespread throughout the organisation. These range from
the major saving of £500,000 on estimated expenditure on pharmaceutical
benefits from the measures initiated by the Director of Clinical Services
Division and his staff to the extension of mechanisation of General
Medical Service refund warrants, the production of a device for use by
the smaller clinics in the poliomyelitis vaccination campaign for cleaning
and sterilising needles, and many minor improvements which cumu-
latively and over a ]:'E;l'lﬂd have significant effects upon output and
efficiency.

The increased number of young people leaving school this year resulted
in a general improvement in recruitment, and this was noticeable in the
public hospital service, in mental hospitals, in the dental service, and in
administration staffing. We have suffered severely post-war from the
shortage of good male recruits for administration, but it may now he
that more young men of good education and potential will be attracted
to make an administrative career in the Department. It would take
a number of years for these to be trained and fill our existing gaps, but
these gaps provide the opportunity for young men to develop with early
responsibility.

The work of the professional, technical, and administrative staffs of
this Department is crwcly interwoven, and the efficient conduct of the
Department’s many complex tasks throughout New Zealand reflects the
close collaboration of all the staff.

During the year, the Deputy Director-General (Administrative) Mr
D. A, Hunn, was awarded a Fellowship by the World Health Organisa-
tion and left New Zealand early in January for study of Public Health
Administration in the United States, the United Kingdom, and Europe
until August or September. The award of this Fellowship 1s a tribute to
the personal abilities of Mr Hunn himself, and to the standing in which
New Zealand is held in the World Health Or ganisation.

On his, and my own, behalf I express my thanks to the staff at all
levels for their work and cooperation during the year.

A. E. GALLETLY,
for Deputy Director-General (Administrative).
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DEPARTMENT OF HEALTH
NET. EXPENDITURE 1957 - 1958.

TOTAL EXPENDITURE £39298.226 100%

SOCIAL SECURITY

MEDICAL, HOSPITALS etc.
BEMEFITS £17.225712. 43%

HOSPITAL BOARD |
SUBSIDIES £15300,252, 40%

YOTE HEALTH
I £6.682.262. 1T%

VOTE - HEALTH £ 6,682.262. 100%

MENTAL HYGIENE.
£3270,270. 49

GEMERAL HEALTH SERVICES
L ADMIMISTRATION £1,332658. 20%

T pEMTAL WGLENE

Ba5.541.  13%

o .
i

LOAMNS SUBSIDIES & GRANTS
1 £ 73643, N*%h

————] DEPARTMENTAL IMSTITUTIONS®
= | £ 497382, T

* These Institutions include: Queen Mory Hospital, Honmer. Queen Elizabeth Hospital, Rotorua,
5t Helens Hospitals, Auckiond. Wellington, Christchurch.




REPORT OF THE DIRECTOR, DIVISION OF
PUBLIC HYGIENE

This is my first report as Director, Division of Public Hygiene, and
with it I enclose the hrst report of the Assistant Director of the Division,
Dr D. P. Kennedy, who administers Occupational Hygiene, Poisons and
Dangerous Drugs, and Air Pollution.

INFECTIOUS DISEASES

Influenza

The outstanding event of public health importance ‘in 1957 was the
epidemic of “Asian” influenza which was in evidence definitely in the
beginning of August, although without doubt a number of cases occurred
in July or even earlier. The epidemic was part of a world wide pandemic
which originated in China in February, the virus being isolated in Peking
in March. Cases occurred in Hong Kong in the middle of April and
reports reached WHO on 4 May from Singapore where it spread from
Hong Kong. The virus was isolated in Singapore and shown to be of
type A and later proved to be of a strain previously unknown. Durning
May, June, and July the pandemic had spread to the whole of
South-East Asia, the Middle East, and the Western Pacific. It reached
Australia in May and by September had spread practically throughout
the whole world. WHO kept us well informed as to the spread of the
disease and its nature. From the first it was reported to be mild with
few complications and few deaths, but the spread was very rapid and in
some countries the epidemic spent itself in about two or three months.

In New Zealand three cases arrived by plane from Malaya towards
the end of May, and another from Japan late in June. These cases were
isolated in hospital, and as far as we were able to ascertain no secondary
cases occurred as a result. However, it was soon obvious that many people
were arriving in New Zealand either suffering from the disease in a mild
undiagnosible form or during the incubation period, and also towards the
end of July it was becoming increasingly difficult to accommodate frank
cases arriving by plane or ship. The Medical Officer of Health, Auck-
land, reported a steady build-up of influenza-like cases during June and
July and by the first week in August a widespread epidemic with a peak
of an estimated 29,000 cases during the third week of August. In the first
week of September this had been reduced to an estimated 2,000 cases
and the epidemic was virtually over by the middle of that month. Durin
the two months of the epidemic it was estimated that there were 90,
cases — about one-third of the population. Wellington had much the
same experience with a build-up of cases in July and a widespread
epidemic during the first week in August. Several cases were verified as
due to Asian influenza during the second week of August. In Wellington
the epidemic was virtually over by the end of September, though sporadic
cases continued to occur for some time. It was estimated that one-third
of the population of the Wellington district was affected.

By the end of August the disease had spread throughout the whole
of the North Island. Christchurch was affected by the middle of August
and soon the whole of the South Island. The epidemic was virtually over
in New Zealand by the end of October, Fach district was more or less
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equally affected and the mortality figures verified this finding. As the
disease is not notifiable in this country it is impossible to give an accurate
estimate of the number of cases, but in both Auckland and Wellington it
was estimated that one-third of the population was affected, and on this
basis there would be approximately 700,000 cases in the whole of New
Zealand. The disease continued mild thmug]mut the epidemic, although
a few cases were very severely affected and deaths all told were by no
means negligible — 179 being reported as due to this cause. This represents
a mortality rate of 1 in every 4,000 infections. As this rate has been
variously reported from overseas from 1 in 2 000 to 1 in 10,000 cases,
New Zealand cannot be said to have escaped ||gf|t1y However, in noting
this figure of 179 deaths it should be recognised that in the previous year
86 deaths from influenza occurred, 28 in 1955 and 80 in 1954. Deaths
were mainly due to staphylncuccal complications and affected mostly
infants and old people. There were 28 deaths in infants under one year
and 94 in people over 60 years of age; less than one-third of the deaths
occurred between the ages of one to 60 years.

Control

It has been recognised by public health authorities for many years
that there are no effective measures against the spread of influenza. It
was never hoped, therefore, that we could possibly prevent the spread of
influenza into this country. Port health officers were, however, alerted
and all cases arriving in this country were isolated in hospital, All con-
tacts were asked to report to the Medical Officer of Health if they
developed influenza or any similar illness. By this measure it was at least
hoped that entrance of the disease into this country might be delayed
until the warmer weather and we were fortunate that the warm weather
did arrive before the epidemic got under way.

Vaccination

Vaccine was procured from Australia but our supplies were always
too little or too late and for the most part had to be given when the
disease was upon us. At first it was used to vaccinate port health officers,
ambulance drivers, and staffs of isolation hospitals; later the staffs of
maternity hospitals and then general hospitals. The vaccine arrived too
late for control observations to be made as it had to be given when the
disease was already present, and so a number of vaccinated persons were
infected by the disease before the vaccine had time to be effective. No-
where was it reported as being anything like 100 per cent effective, but
some districts reported that the disease was definitely less in vaccinated
groups than in unvaccinated groups. Experience overseas has been some-
what similar to ours, but in America, where very extensive trials have
been carried out, it is claimed that at least 66 per cent less cases occurred
_ in vaccinated groups to what occurred in the unvaccinated groups. The
hope is entertained that a vaccine may be produced which may be
of some value in preventing the spread of a future epidemic, at least in
those countries which have sufficient warning.

Outlook

Since the influenza virus was discovered in 1933 there have been three
definite changes in the type; that is, in 1934, 1947, and 1957. Each type
has been entirely different from the previous one ‘and each has quickly



. 31 16

replaced the previous strain and been responsible for periodic epidemics
every two or three years during the 10 years or so that that type has
held the field. The Asian strain will probably be with us for the next
10 years or so and will, if it follows the pattern of its predecessors, pro-
duce epidemics of varying severity each two or three years. From obser-
vations made in Holland, later confirmed in Australia and Amerieca, it
would seem that the Asian strain bears a strong resemblance to the
strain which caused the 1889 epidemic as it has been shown that persons
over the age of 70 years possess antibodies against this new strain. This
view has had varying support and the counter-suggestion has been put
forward that oft-repeated experiences with an influenza virus which had
some slight resemblance to the most recent strain would produce the
same effect, and that we would expect this to be more in evidence
in old people. The main comfort in the first view is that we are dealing
now with a virus which in no way resembles the 1918 experience and
supports the view that the 1918 influenza was an isolated experience,
brought about not only by the mutation of a virus but a combination of
other factors affecting other members of the bacteriological world. This
engenders the hope that this combination of circumstances will not be
repeated and that this new virus will be more orthodox in its behaviour.
This is not meant to be prophetic but merely an endeavour to gather a
ray of hope from the facts as we see them.

Poliomyelitis

There was no epidemic of poliomyelitis during the vear, there being
only 63 cases as compared with 897 cases in 1956. Nearly all of these
cases were reported in the first five months of the year, there being only
11 cases reported since May. The cases were fairly evenly distributed
throughout the country, and there was no tendency for the occurrence
of other than sporadic cases anywhere,

Vaccination Against Poliomyelitis

Vaccination against poliomyelitis has progressed very Sﬂ.tlﬁfﬂ.ﬁtﬂl‘ll}’ and
Table 5 sets out this programme in detail. Booster doses were given to
those children of the five to nine age group who had received two
injections in 1956, and further immunisation of this group proceeded
with. By the end of the year over 80 per cent of the total pnpula.l:mn of
children aged five to nine had received at least two injections. Vaccina-
tion of pregnant women and special groups was also proceeded with, and
all told during the year 482,084 injections were given. This has unpusl::d
a heavy strain on our field staff, who have had to work long hours to
cope with this extra work.

Leprosy

One Samoan schoolboy found to be suffering from leprosy was returned
home. Six cases of leprosy were reported from Auckland. One is being
returned home. The others are all inactive cases occurring amongst
Islanders, Fortunately we have an expert in leprosy practising in Auck-
land and he is able to keep these cases and their contacts under close
observation. There is no danger of the disease spreading from these
cases while they remain in their present state.



i} H. 31

Table 5—Annual Return of Poliomyelitis Vaccinations for Year
Ended 31 December 1957

Children | Special Groups Pregmant Women

|
|
Diistrict | |
I First | Secomdd | Third | First | Second | Third First Second | Third
I
|
Whangarei 9,753 | 9,653 | 2,167 537 499 | . 424 384
Auckland 30,631 | 31,354 | 7.534 1,44 1,37 i 1,34% 1,294
Hamilton 19,418 | 19,046 | 4,299 795 775 301 256 231 24
Rotorua 14,809 | 14.630 | 2.695 728 691 < 305 175
Glsborne ol 120021 | 12)969 | 20956 | 1,443 | 1,384 121 BO3 553 4
New Plymouth .. | 8,733 343 | 1,685 686 647 365 H20 4K 7
Palmerston North | 16,515 | 15,975 | 3,363 911 B749 142 442 358 | ..
Wellington 20,828 | 20,335 | 4.643 | 1,488 | 1,416 836 | 1,518 | 1,240 2
Nelson 7.056 | 6.945 | 1.696 554 523 962 B30 561 89
Christchurch 22,048 | 21,353 | 4,795 720 660 | .. 1,115 | 1,061
Greymouth .. | 4,337 | 4,254 T 394 365 | .. 230 189
Timaru .| 9466 | 9,400 | 1,52 846 | 770 | . 536 422
Dunedin ol 13,204 | 13,096 | 2,845 | 1,048 oG | . 1,023 930
Tovercargill .. | 9,243 | 9,065 | 1.812 362 | 330 6 251 240
Totals .. [200,052 [196,431 43,198 | 11,941 | 11,271 | 2,033 ﬂ.mzi u,ofm| 126

Total number of injections l%im:n.: 482,084.

Estimated total population five to nine years: 244,560,

Percentage of children in age group who received two injections in
1957: 80 per cent (approximately).

Infectious Hepatitis

The year 1957 was the first complete year for which figures are avail-
able, and the 1,443 cases that occurred during the year cannot be viewed
without concern. There were 19 deaths. The disease has been known
for centuries but the increased incidence since the war is probably the
result of new strains of the virus for which we have little immunity. It
is difficult to control because of the prevalence of unrecognised cases, and
because the disease is most readily transmitted in the early stages
before jaundice develops and clarifies the diagnosis. The carrier state also
occurs in a fair proportion of cases and may persist for years. As in the
case of poliomyelitis before the discovery of the vaccine, control of the
disease is impracticable. It might be regarded as a very sensitive index
of personal hygiene and community sanitation, but it may well be that, as
in the case of poliomyelitis, our experience of the disease now may not
indicate poor sanitation but that a high standard in this direction has
prevented our gaining an immunity towards the disease.

Diphtheria

The same number of cases, 31, were notified as in 1956, and this
figure was up to that time a record. Again all but two cases occurred in
the North Island, and most of the cases had not been immunised, which
again emphasises the value of this important public health measure.

Enteric Fevers

The number of cases of typhoid fever, 45, showed a decrease of 16
on the previous year. Thirty-five of these cases were Maoris and practi-
cally all occurred within the Auckland Province. Twenty-three of these
cases were traced to four different carriers, one of whom was treated by
cholecystectomy. As in previous years, the eating of shellfish from
polluted sources was responsible for a number of cases.
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Bacillary Dysentery

The number of cases notified, 165, again showed a reduction on the
1956 notifications,

Amoebic Dysentery

Only nine cases of amoebic dysentery were notified, this being the
lowest figure for any year since the war.

Hydatids

A total of 56 cases of hydatids were reported in 1957, The figure is
higher than for the past three years but shghtly less than that for 1953,
which was 61. In conjunction with the Department of Agriculture a
vigorous health education campaign has been undertaken to try and
stamp out this dread disease, and this campaign has been well supported
by farmers’ groups, local bodies, and others. Many private individuals
are to be commended for the enthusiastic manner in which they have
campaigned against this disease. The ways and means of completely
eradicating hydatids from the country do exist, and it can be said with
confidence that if owners of dogs would dose their dogs regularly with
an arecoline hydrobromide and also prevent their access to raw offal
the disease would be eradicated within a very few years.

The other infectious diseases do not call for any special comment.

Food Poisoning

A total of 384 cases of food poisoning were notified, as against 184
last year. Although an increase on the figure for the previous two years,
the number is approximately average for the past 10 years or more.
There is no doubt at all that many outbreaks occur without our having
any knowledge of them. This is regrettable as our investigation of such
outhreaks frequently bring to light faults in food handling which are
remedied and so prevent further outbreaks from the same source. Food
poisoning is a measure of our efficiency in food handling and is nearly
always the result of carelessness or ignorance in preparing or storing
food. The outbreaks described this year emphasise particularly the
danger of preparing food with septic fingers, of keeping corned beef
in liquor it was boiled in without proper precautions, and of storing
cooked meat along with uncooked meat.

A family of nine was affected with food poisoning, the incubation
period being 12 to 16 hours. The vehicle appeared to be corned beef
which had been kept in the water it was cooked in for two days,
Unfortunately this outbreak was reported too late for proper investiga-
tion.

A family of five suffered from typical food poisoning four hours after
a meal of corned beef. This had been cooked and, after the first meal,
kept for two days in the liquor it was boiled in. A specimen of the meat
produced a profuse growth of Staphylococcus aureus and it was found
that the mother had a septic finger which was probably the source of the
original infection of the meat.

In a public hospital there were 45 cases of food poisoning which
developed after eating meat which had been cooked on the Friday,
partly eaten for the evening meal on Saturday, and again on Monday,
after which cases of typical food poisoning oeccurred, the onset being
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in the early hours of the Tuesday morning, The meat had all been eaten
but swabs from two of the patients indicated that the causative organism
was the Staphylococeus aureus.

After a dinner party of 95 adults, 90 of them developed abdominal
pains and diarrhoea between 4 am. and 8 am. next day. Cooked ham
was the vehicle, but although this was shown to be heavily contaminated
with faecal organisms no pathogens could be found.

After a luncheon party of 65 adults, 43 developed diarrhoea. All who
were affected had had meat sandwiches, the cooked meat for which had
been stored in a cooler along with fresh meat. The actual causative
organism was not discovered, but it would appear in this case that the
responsible organism was one of the salmonella group.

- An outbreak of staphylococcal food poisoning involving 27 people
occurred after a jubilee dinner. The wehicle was evidently cream used
in a trifle. A coagulase-positive staphylococcus was isolated from that
and from the fingers of the cook who prepared the eream.

Four cases of staphylococcal food poisoning occurred four hours after
a meal of “ham bones”.

Eighteen nurses out of 20 who partook of a meal of hamburgers in
the evening suffered from symptoms of vomiting, diarrhoea, and
abdominal pains in the early hours of the morning. The responsible
organism in this case was Cl. welchii, One other small outbreak was also
reported as due to this organism.

In one case two children were infected with one of the salmonella
organisms, the source for which was suspected to be cakes bought at a
certain shop. The cakes were examined and shown to contain this
organism and a carrier was found amongst the employees,

Salmonellosis

There were no large outbreaks of salmonella food poisoning, but many
individual infections from members of this group of organism were
reported.
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Table 6a—Notifiable Diseases* in New Zealand for the Year Ended 31 December 1957, Showing Distribution by Months

ALL Cases (IscLupine Maoris)
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FOOD AND DRUGS
Revision of Regulations

Twelve series of amendments have been made to the rezulations in the
period since they were consolidated in 1946 and it is hoped to undertake
consolidation and revision as soon as the staffing position of the division
permits, Not only do standards for the composition of some foods need
revision, to control intended additives and unintended impurities, but
also the labelling requirements. In particular the regulations do not deal
adequately with modern developments in the packing and labelling of
foods sold in the frozen state in ever-increasing volume and variety.

Pesticide Residues on Fruit and Vegetables

The division is particularly concerned about the lack of control over
the increasing use of poisonous materials in agriculture and horticulture,
and there is an urgent need for a strengthening of the legislation, particu-
larly the Food and Drug Regulations, in relation to limits for poisonous
substances found on fruit or vegetables for sale. In recent vears there
has been a flood of new chemicals offered as commercial insecticides, or
plant therapeutants, many of them sufficiently dangerous to be classified
as “deadly poisons” under the poisons legislation. The division has not
been alone in expressing concern that, despite recommendations from the
Departments of Health and Agriculture, some of these are almost certain
to be used by market gardeners and orchardists without proper regard to
the likelihood of harmful residues remaining on the crop when sold.
Some of these chemicals dissociate before harvesting, but others are
stable and persist for a considerable period. Not all manufacturers label
their products with sufficient rules for the application of their products
in relation to the time of harvesting, and it has become increasingly
evident that tolerances must be expressed (in parts per million) in regard
*to both type of chemical and type of food on which it may possibly be
allowed to appear in minute amounts. Obviously in some cases no
tolerance should he provided.

At present there is some control of metallic impurities under the
Food and Drug Regulations 1946, but virtually no control over residues
of the many organic chemicals now used. This problem is giving concern
to public health authorities throughout the world, but so far most of
the investigations have been carried out in the United States. As New
Zealand is not in a position to carry out any extensive testing of chemi-
cals for their toxicity or testing to ascertain residues which might be
found following applications to crops at varying times before harvesting,
we must be largely guided by properly supervised investigations made
overseas, although our conditions (e.g., climate) may mean that field
investigations would not necessarily be followed by the same resulis in
New Zealand.

A close watch is being kept on the situation and it is hoped that
before long the Department will be able to recommend to the Govern-
ment the adoption in the Food and Drug Regulations of a simplified
form of the tolerances expressed by the United States Federal Food
and Drugs Administration, which have been designated “tolerances and
exemptions for residues of pesticide chemicals”.
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Milk

It is pleasing to mention the increasing availability of pasteurised milk
in many smalﬁ:r towns where the operation of a small treatment plant
may hardly be feasible. Some during the year have received pasteurised
milk in bulk for the first time and, better still some have achieved a
bottled pasteurised supply.

Milk sampling is reviewed in Table 8, and this shows that sampling
has been reasonably well maintained notwithstanding the strain on the
services of the Dominion Laboratory. Regarding pasteurised milk, it is
interesting to note that early in the year as a result of firm bacteriological
evidence of the contamination of raw milk with the organisms of undulant
fever and tuberculosis, the milk companies in Christchurch decided that
they would no longer distribute raw milk, on the grounds that, in the
public interest, only pasteurised milk should be delivered to their
customers. This progressive move was supported by the Christchurch
Milk Board and pasteurised milk has now been distributed in Christ-
church for a period of 12 months, and this has already had a noticeable
effect on health statistics. Of those receiving pasteurised milk, no case
of undulant fever has been recorded and there has already been a
noticeable reduction in the number of notified cases of non-pulmonary
tuberculosis. It is to be hoped that Christchurch will continue to main-
tain a pasteurised milk supply and so eliminate the risk of spreading
disease which is inevitable with raw milk at the present time. There is
still a small minority which claims that consumers should be free to
choose between raw or pasteurised milk, and if raw milk was free from
danger, this could be conceded. The fact is, however, that milk, one
of the most vulnerable foods we use, cannot be made absolutely safe
without pasteurisation.

Hlustrative of the continuing action to eliminate bovine tuberculosis
was that taken when a substantial proportion (61 out of 216) of a herd
supplying milk for a provineial town were found to be positive reactors
to the tuberculin test. The Department of Agriculture arranged for
the infected cows to be culled and destroved and the milk from the
herd was pasteurised as an additional safeguard.

Investigation of Foods Other than Milk

Sampling and resultant action with other foods and drugs is sum-
marised in Table 7. There is a slight increase in the sampling which
again is directed mainly to the categories of foods often at fault; for
several years this volume of sampling has been regarded as a bare
minimum, There were 28 prosecutions recommended compared with 15
in 1956, largely due to an increase in the number of occasions when
butchers were detected—

(a) Adding the preservative substance sulphur dioxide (in the form
of sulphites) to fresh meat, in or on which it is prohibited;
and

(b) Adding more than the limited amount of this preservative
(34 gr/lb) which is permitted in sausages.

With the sausages it is probably true that an excess of preservative
stems as often as not from carelessness rather than the realisation of any
need to compensate for an excess of stale meat trimmings. There are
indications, however, that the butchers who give rolled beef and like
cuts of fresh meat a superficial sprinkling with a sulphite powder do so
wilfully rather than in ignorance or carelessness. With cool storage,
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hygienic handling, and no attempt to seek a few more hours “shelf life”
for so perishable a food, there is no justification for the use of a chemical
preservative on fresh meat: the real purpose, however, of the addition is
often that of increasing the red appearance of displayed surfaces of
prepared joints, and this is just as reprehensible a practice.

The source of two cases of lead poisoning proved interesting. It was
found that for making up a beverage cordial in a home, a jug of an
ornamental type was used and this not being intended as a food container
had a lead-glaze surface vulnerable to acid. The public generally pro-
bably does not give much thought to the fact that the safety of utensils
and containers intended by the manufacturers for use with food 1s
governed by the Food and Drug Regulations and that jugs sold as
ornaments should not be used for holding drinks.

The detailed findings of a Government Analyst relating to a ship-
ment of canned pineapple that had been insufficiently heat-treated in
canning were passed to and gratefully received by the authorities in the
country of origin.

Table 7—Food and Drug Sampling, 1957

| ;
Total Samples Warnings Prosecutions

|
= ! = 1
s complying | 1sued : e
| | |
Cereals and bread % s | % | LI | i L E
Table confections ik = 2+ | - el
Aerating ingredients o ] [ s ]
Invalid foods 52 e & | AT et 7 :
Malt and malt extracts .. e 3 2 i L6
Sausages o e R 755 | 137 84 6
Mincemeat o i s = | 32 25 1
Bacon and ham .. o 117 il 2 o
Fresh meat iz s i 189 28 16 10
Other meats 3 : A 127 ] 15 | 8 5
Meat-pickling preparatmms i i 3 . 1
Fresh fish - - rF ¥ et .y
Other fish h = 1 | i 2 |
Eggtandcggprﬂducﬂ e 23 19 % b b
Edible fats and oils i s | 3 s s
Cream 7 — s 952 188 68 2
Milk shakes i e S 771 256 | 100 it
Butter .. i i 195 7 T 0
Other milk prndur_'ls g o 84 12 5 :
Tea, coffee, and cocoa B i 3 ¥ 7
Salts and spices .. S 158 36 4
Sauces, vinegar, and pn:lr.}es 9 1 1 |
Sweetening substances and confection- |
ey .. =5 45 i} 20 3 2 .
Ice cream L 841 231 45 |
Fruit, vegetables and prl:ldul:ts i 39 B 1 .
ams and conserves ; o7 1 1 it :
Culinary ¢ssenees & 5 1
Beverages (nﬂn-almhuhc] v 104 9
{alcoholic) s i 30 3
Drugs and proprietary medicines .. 20 o
uring substances “i i 2 s
Bottles for sterility ik i 10 ]
Totals .. 5 =l (BLI5T 1,048 | 377 28
Seizures and destructions . . S 87 e e —
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ENVIRONMENTAL SANITATION

Environmental sanitation, although not a very dramatic section of
public health, is nevertheless still of utmost importance to the community,

The provision of wholesome water supply, sewage disposal, refuse
collection and disposal, vermin control, food sanitation, the proper con-
struction of dwellings, public halls, food premises, and supervision of
sanitary drainage and plumbing installations is taken for aranted, and
the average man in the street does not appreciate the wast amount of
effort necessary on the part of public health officials to ensure the proper
maintenance and expansion of these services to meet the needs of a
Erowing community.

The responsibility for environmental sanitation standards primarily
rests with local authorities, with the Department acting in an advisory
and supervisory role. There are, however, a number of arcas where it
would be uneconomical for the local authority to employ its own health
mspector, and in every such case the Department provides the service of
one of its own departmental inspectors and recovers from the local
authority some of the cost by way of a levy. During the year ending
31 March 1958 some 61 inspectors of health were engaged in this work
for local authorities, including in some cases the additional work of
building inspection, and the Department received in fees and levies the

sum of £40,203.

When it is realised that in addition a far greater amount is spent by
those local authorities which employ their own staff of inspectors it
will be appreciated that the task of maintaining a satisfactory environ-
ment is one of considerable magnitude and a costly undertaking.

In common with other groups of technical officers, an acute shortage
of qualified health inspectors has developed in recent years and it is
becoming increasingly difficult to provide an adequate sanitary cover
throughout New Zealand. The problems of recruitment and training are
engaging the attention of the Department, but in the meantime inspectors
in some areas are working under pressure. Notwithstanding staft shortages
inspectors have done a good job, standards of environmental sanitation
have been held at a reasonable level, and in some fields progress has
been made,

Sewerage

Although there are a number of towns in New Zealand still to be
sewered, on the whole it can be said that sewerage reticulation in New
Zealand is fairly well advanced. What we do lack, however, is the instal-
lation of proper sewage disposal. There are indeed very few towns in
New Zealand where sewage treatment can be considered as even
reasonably satisfactory. However, it is pleasing to be able to report that
there is a growing awareness on the part of a great many local autho-
rities of the need in this direction, and during the year the Local Autho-
rities Loans Board sanctioned loans amounting to £11,000,000 for 41
sewage and water-supply schemes. One of these was for £5 5DDIJD{| and
two others for £1. O&EUDD each. The Ministry of Works estimates that
sewage treatment works at a cost of £9,000,000 will be required in New
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Zealand within the next 20 years. As our population grows our defec-
tive sewage disposal will become more and more evident and unless
stringent measures are adopted to improve matters we will in a few
years' time qualify for the epithet recently applied to the British Isles
“an emerald isle set in the sea of sewage”. The worst offenders in this
direction are meat works, and to a lesser degree dairy factories. The
practice has for the most part been to discharge into the nearest river
or on to the nearest beach, and as a consequence many of our rivers and
beaches are grossly polluted. However, a Meat Works Committee and
a Dairy Wastes Committee of the Pollution Advisory Council have been
set up to tackle these problems, and it is hoped that in the near future
we will see some improvement in this field. One meat company in the
Christchurch area has solved the problem by means of a farm irrigation
scheme and has not only produced a very satisfactory disposal of its
effluent but also increased the sheep-carrying capacity from two to 25
sheep per acre. Although this method is not possible everywhere, it
could certainly be used in a great many places throughout New Zealand,
It would not only solve a difficult problem but would also bring about a
saving of much valuable manure that would otherwise be lost. It has
been demonstrated in a number of places that dairy wastes can be
similarly and usefully disposed of and there is no doubt that land
irrigation is the most satisfactory method of disposal of these wastes,

Pollution Advisory Council

The Pollution Advisory Council continues to render valuable assistance
in attempting to clean up our rivers and beaches. The Council met once
during the year and gave consideration to reports previously presented
on the pollution of the Waikato River and the Waimakariri River.
Reports also prepared by officers of the Ministry of Works, the Marine,
D.S.I.R., and Health Departments on pollution in the Hastings area
and the Manawatu and Oroua Rivers were also considered and sent out
to the local authorities concerned. Already a start has been made on
measures to improve matters as recommended in these reports, The
interdepartmental committee dealing with sewerage problems which also
advises the Pollution Advisory Council on these matters has met -
larly during the year and the Department acknowledges the very E:-
able assistance and cooperation received from Mr Lough of the Ministry
of Works, Mr Hobbs of the Marine Department, and Mr Grigg the
Dominion Analyst in many sewerage and water supply problems.

Local Authority Affairs Committee — Board of Health

During the year the newly constituted Board of Health established the
Local Authority Affairs Committee and to it delegated its full powers
in those matters concerned with the safeguarding of public health in
local authority areas.

The committee met twice in 1957 and has given its attention to such
difficult problems as the Manurewa sewerage and the Bluff drai
schemes. Other matters are under consideration and the present indi-
cations are that the work of the committee will continue to increase.

&
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OCCUPATIONAL HEALTH

The year under review is the first during which the reorganised occu-
pational health arrangements have functioned. The former Occupational
Health Division is now part of the Public Hygiene Division. Field res-
ponsibilities are discharged by all medical officers of health. This has
meant no significant change in the four major metropolitan centres but
in other districts a wider and more effective medical coverage has been
achieved.

The New Zealand Industrial Nursing Bulletin formerly published by
the Division of Occupational Health has been incorporated in and
published as an industrial nursing section of the Nursing Gazette. The
supervision of industrial nursing is now entirely in the hands of the
Division of Nursing in collaboration with this division.

Industrial Health Centres

The following table sets out the attendances at each of the centres and
gives the date when each centre was opened:

Table 9—Attendances at Imdustrial Health Centres, 1957

i
Mumber ol
District Centre Ellrh?]ai;lud \'l:.]tr:u::lhé:r;l.inm
Available
Auckland o .. | Penrose - 1952 4,500
CQueen's Wharf i 1954 6,000
Welli oy .. | Waterfront .. i 1948 2,000
Christchurch - .. | Woolston S T 1951 1,200
Lyttelton waterfront .. 19449 1,200
Dunedin % .. | Foreshore o Fiu 1952 2,381
Totalz .. L 5 =i 17,281
Attendances | Heferred 1o
District Centre ! Taotal
Firt | Redressings (s | Hospital
1
Auckland .. | Penrose 3,154 5,522 1, 8.6 i" 86 | 228
Queen's 'Wharf' 8,863 6,994 | 15,85 1,053 583
Wellington .. | Waterfront e 3,283 1,761 | 5,044 | 320 261
Christchurch Waoalston o 1,068 404 | 1.472 116 15
Lyttelton water-
front o 2,473 2,757 F 5,210 464 46
Dunedin .. | Foreshore &t 966 571 | 1,537 113 137
Totals 7 19,807 | 17,989 | 37,796 | 2,152 | 1,270

During the year policy has been clarified on capital costs of new
centres and on maintenance charges for centres serving general industry
(i.e., excluding those concerned exclusively with waterfront industries).
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In future the Department of Health will provide the land necessary, and
capital costs for new centres will be met 50 per cent by the Workers'
Compensation Board and 50 per cent from the Industrial Welfare Deposit
Account. Maintenance charges for existing and future centres serving
general industry will be apportioned 33} per cent each to the Depart-
ment of Health, Workers’ Compensation Board, and Industrial Welfare
Deposit Account.

On this basis it has been agreed to replace the Woolston centre in
properly designed accommodation and to establish a new centre in the
Mt. Wellington area, Auckland, as an outpost of the Penrose Industrial
Health 'L-r.‘nll‘t: The interest and generosity of the Workers' Compensa-
tion Board in this matter is particularly encouraging and will enable a
steady programme of development in the future,

Occupational Medical and Nursing Arrangements

There are no statutory provisions governing the establishment of
medical and nursing services in industry, but in common with other
industrial countries there has been a steady growth of nursing and
medical services within New Zealand industry.

Tables 10 and 11 show the current position.

Table 10—Medical Arrangements
(Part-time attendance of less than 12 hours weekly)

Government Private Total
Factories i o £ Ll I 28 28
Shop and offices = e e 3 3
Others a7 o R, 3 5

Number of workers covered: 22,330,

Table 11—Nursing Arrangements (Other than Industrial Health
Centres): Numbers of Industrial Undertakings (Government and

Private) Having Arrangements with Registered Nurses as Under,
Year Ended 31 December 1957

WuorLe Tive

Government Private Total
Factories e L B 22 34
Shops and offices = weh 3 3
Others : 3 b i 3 5

Number of workers covered: 27,623.
ParT TiME

Government Private Total
Factories s 2 2 R 3
Shops and ﬂfﬁm s TV o e
Others = o i

Mumber of workers covered: 838.
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Notification of Occupational Discases
Table 12 gives the official notifications received,

H. 31

ether with the

number of cases which have come to the notice of district officers from

all sources:

Table 12—Notification of Diseases Arising from Occupation

£ |
_: E
5| & _§
L ks . = =
Elalslel £ 5IE] 12].15]%] 4
g Hl= = e |.E & E E 'E-
HEHERE I EHEEE
zl2|zZ|e|Z2|£|z|2|8|5|8|E5|2](E
Official notifieations 1 [96 |23 |18 Iﬂ:'II 28 | 2]3? 9 (30 | 2 [16 |263
All sources— i
1. Skin diseases arisang from occupation— |
y Dermatitis due to oils amnd g'n:ul:a . |62 11 1 Bl..|6]2 1|28
Dermatitis due 1o solvents : S - T (T Ll | & f-- BL LD [ 8|5 T2
Dermatitis due to cement B .3 1 o2l [2)0]5]19
D:muilmdu:wfmmldd‘wdc ¢ loe Joaiifs S I ) BR T e
Diermatitis due 1o sheep dip : 4 1. i ied fiR = e 4
Dermatitis due 1o treated timber -0 e I D] et S B | S = 3
Dermatitis among [reczing workers - T b | Gk Pl B B 16
Dermatitis due to other causes . . RN v OO O O o R T 75
Oither diseases of the skin 50 e e et | ] e N 3 | 12
Sub-totals . (8T (13 2 (% (18 | 1§35 | 6 (27 | 2 |01 |230
2. Diseases due to dusts, fumes, gases, vapours,
ﬁ:.mm: lead poisoning 1 rs ; 2 1 2 5
uphum. poisoning . . e G - i 8
P'C;l‘lﬂll from tmr mitt‘:h(:n‘T-c, wul.lil:il;dt
nﬂudn,url.m :p-uul:lnrnbtwll at
aat | S E 4 1. 12 10| 1B
Poisoning  from mv m l'uw:ant. ur
refrigerant met with at o] el w1 L. fl -]
Poisoming from any solvent met with at
work ] 6|1 1 9
Poisoning from any metal ar salt of H.I]'f
metal met with at work ) rj1]1 1[1 7 12
of ms.plrnlnry E:.-':-‘ll:m nnnng I'mn
aecupation 2| | 1 4
Sub-totals L{a{1j1|6|7|%|..[10]3)3]|..10] 54
3. Diseases due to physical agents—
Compressed. -afrﬁlnm.s a0 L 47
1 : mr:rmlu,—ph I : i ¢ A4l
on-iraumat Al ﬂﬂﬂ i aa S B 5
TRT Ra s A ilal2lz]. B s 0
Sub-totals .. . . 50 212|L 1|7 5(.. 01|84
4. Occupational diseases due to infectious ]
agenis—
]'Em i i (e [lte 4 o ls 9 |g
Sub-totals +|. | | | .l..Jg'u
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The publication Notes on Diseases Arising from Occupation prepared
for the information of medical practitioners has been revised and reissued.

I. Occupational Dermatoses—Dermatitis, as can be expected, con-
tinues to form the bulk of notifications received. The significant causitive
acent is shown in Table 12.

2. Occupational Diseases Due to Dusts, Fumes, Gases, Vapours, Mists,
etc.~—A variety of toxic agents result in the notifications received. Lead,
electroplating, and agricultural chemicals are dealt with under a
separate heading in this report. The well-known toxic agents continue to
take their toll, as is instanced by a case of death following use of carbon
tetrachloride to clean the bars of an electric radiator in a photographer’s
dark room. All districts have been equipped with portable gas-detection
equipment against a wide range of toxic gases, which now enables
expeditious investigations to be made when notifications are received.

A preliminary investigation into “Coal Workers’ Pneumoconiosis in
New Zealand™ was published by Dr F. A. De Hamel of the Christchurch/
Greymouth district in the New Zealand Medical Journal of October 1957.
This iz to be followed up in 1958 with a full-scale investigation among
mine workers in the Grey Valley area. The Mines Department is giving
full support to this project, which all unions concerned have endorsed.

Since publication in 1954 of A Report of a Health Survey Made on
the New Zealand Gas Industry, consultations have been held with the
New Zealand Gas Association on the necessity of a safety code. The
death from carbon-monoxide poisoning of a maintenance worker has
refocused attention on the need for such a code.

3. Occupational Diseases due to Physical Agenis—Apart from trauma
affecting the function of the eye permanently, the other eye condition
most commonly notified is the arc flash of electric welding. Both are open
to relatively simple preventive measures.

Compressed-air illness figures prominently in the notifications. For-
tunately only two of the cases were serious and the others were com-
paratively mild. All arise on the Auckland Harbour Bridge project where
the men are under regular supervision by medical officers and Mr N. G.
Thom, Inspector of Health. The incidence is comparable with that
experienced in similar works elsewhere, but the position over super-
vision would be improved if departmental officers had statutory backing
for their requirements. It is noted that in the United Kingdom, regula-
tions to protect the health and safety of men employed on work in com-
pressed air came into operation on 21 April 1958, Only six cases were
notified to the United Kingdom Chief Inspector of Factories in 1956.
Draft regulations have been prepared and are under discussion with
the Department of Labour.

4. Occupational Diseases Due to Infectious Agents—These are nor-
mally notifiable infectious conditions which originate in consequence of
employment. They are also included in Table 68.
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Leprospirosis 1s the predominent infection notified and is generally
connected with farming or allied occupations, One case caused by
L. icterohaemorrhagica is reported in a young man aged 20 years
employed as a sewer worker by the Auckland Metropolitan Drainage
Board. Other men employed by the board were advised on protective
clothing to be worn.

Workers Exposed to Lead

Table 13 summarises the supervision undertaken.

Table 13—Supervision of Workers Exposed to Lead

[
|j'|. proximate | Number Numiber 1 ﬁumhcr

MNumber | ‘umber of | P Absorbing
Industry of Warkers | E i Lead in of Lead
Firms | Under e Unhealthy | Poisoning

! | Supervision nations Ouantity Motificd
| |

i Ii T
! |

Battery manufacture, assembly,

——a

and repair i s | 214 1,513 04 2
Lead smelting and recovery .. | 16 58 293 | 20 1
Paint manufacture, painting, | '

and spraying o ad (b L T 141 | 388 |
White-lead manufacture i R e i s T as
Printing and newspapers i 57 515 G52 10 |
Motor-body assembly and lea |

buffing .. % H 4 | 88 399
Ship repair i i S| 20 | g2 Stk |
Lead burning and sulphurie ' i

acid manufacture i Tt 42 321 4+ | 1
Plumbers and apprentices o, | ol - A
TEL blending, petrol-pump |

cleaning, and repairs, etc. .. 1 4 8 4 |
Other industries i s 3l 301 462 g0

Totals .. T WO ETRTT T BT )
Totals, 1956 el 177 1,667 4,382 | 230 i 6

Of those workers found to be absorbing lead in an unhealthy quantity
ning were suspended altogether, nine were suspended from working with
lead, seven were removed from overtime, and one was admitted to
hospital.

In one battery factory employing 60 men, three were totally suspended
and six suspended from overtime. The marked increase in stipple counts
stemmed from a combination of poor appreciation of the hazard by
management, poor housekeeping, careless handling of lead oxide after
a change from the usual drum to a newer and lighter one, and the weigh-
ing out of lead oxide in the general plant.

An unusual case was reported from Ashburton where lead poisoning
was established with laboratory and clinical evidence. The only asso-
ciation with lead appeared to be a short period sfu:nt filling 44-gallon
drums with leaded petrol, and the source of the lead intoxication has
never been really established.

2%
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Workers Engaged in Electroplating Processes

Table 14 sets out the results of regular supervision.

Table 14—Supervision of Workers Engaged in Electroplating Processes

MNumber of hﬁfrmﬂ:::lé‘: Mumber of 5 r;ﬁr;hfc:f;;
District Hfr?ﬂﬁ; ";;'_jr"rrr" Ea:aur';na!.h:ns 'h;r‘lﬂ}'lﬂm
e Arising  [rom
Supervision Occupation
Whangarei 4 o 2 l S e e
Auckland S s 34 | 74 406 9
Hamilton b o i | o b .
Crisborne A e 3 | 4 i i
New Plymouth : i e | ‘s i n ae
Palmerston MNorth e 5 | 21 78 s
Wellington e ot 16 41 137 3
Melson i i 1 1 A7 i
Christchurch i e 21 69 648 16
Timaru S i i i i e
Dunedin 2 i 9 17 169 1
Invercargmll o 2 5 10 3
Rotorua S s HE e 2 i
Totals .. i 93 232 1,448 29

Conditions discovered include four chrome ulcers, six cases of derma-
titis, and three chest conditions.

Working With Agricultural Chemicals

Notifications of poisoning are relatively few. A clear case of lindane
poisoning from the use of a fruit-tree spray occurred in which no pre-
cautions were taken. Some cases of organo-phosphorus poisoning were
also reported. The Medical Officer of Health, Gisborne, quotes a case
in which an orchardist had been spraying with a semi-concentrate turbo-
mist-spraying outfit using parathion. Because the air appeared so still
he did not bother to wear a mask while spraying, walking up and down
rows of trees inhaling parathion mist. His first symptoms were headache
and nausea, but he rejected the suggestion to stop spraying and con-
sult a doctor, continuing with his programme the following day when he
was again nauseated with tinnitus and headache. He was seen by his
doctor at 2 a.m. the next morning, having collapsed on his bedroom floor.
It was a clearly established case of poisoning from an organo-phosphorus,
in the use of which no safety precautions were taken. Some other sus-
picious incidents have been reported, some of which are still under
investigation.

During the year the Medical Officer of Health, Nelson, has been con-
ducting a pilot project, from which it is hoped to develop a national
programme of education and supervision in the use of insecticides.
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Orchardists have given unreserved collaboration. The wall placard
“Recommended Protective Measures for Handling Organic Phosphorus
Compounds” was produced for this programme. The Medical Officer
of Health, using a field kit for the estimation of blood cholinesterase
levels, tested orchardists using metramac, parathion, malathion, and
metasystox. In one case only was there any depression of the cholines-
terase activity. This was in an orchardist spraying parathion for a period
of eight hours, using a turbo-mist machine with face and hands exposed.
The depression was only slight and caused no symptoms. As metramac
was not used in significant quantities or for sufficient length of time no
information of value was gained.

In general these insecticides are not used or applied for periods of
longer than eight hours in every 10 to 14 days. At the present time it
would appear that danger to the orchardist is minimal other than in
cases of gross negligence, and the accidental poisoning of children, The
Medical Officer of Health, Nelson, forecasts that in the future there
will be an increasing use of more toxic insecticides and that the time will
come when orchardists will need to be kept under constant supervision
with regular estimations of blood cholinesterase levels. Such a procedure
may well be done by the public health nurses trained to use a field kit
At the moment it appears desirable that persons engaged in contract
spraying of organic phosphorus compounds should be under such super-
vision.

Aerial spraying of deadly poisons and organic phosphorus compounds
other than malathion appears to be a developing industry. To ensure
that pilots protect themselves, ground crews and those in the vicinity
of operations, a permit system has been introduced by the Civil Aviation
Administration in conjunction with this Department and the Depart-
ment of Agriculture. The poisons specified may not be sprayed in a wind
velocity exceeding 5 m.p.h. or when the plane is higher than 10 ft from
the ground. Inspectors of health report on the individual operations. A
booklet, Chemical Sense for Spray Pilots, based on this Department’s
requirements has been prepared and is on issue to pilots by the Civil
Aviation Administration.

A number of districts report increasing concern with the handling and
usage of agricultural chemicals. Notes on Economic Poisons has been
revised and reprinted to give basic ingredients of the main preparations
on the market, together with appropriate treatment in cases of poison-
ing. Generous assistance given this Department by the Communicable
Diseases Centre of the United States Public Health Services is acknow-
ledged. Arrangements have been made for obtaining laboratory confirma-
tion of poisoning by chlorinated hydrocarbon with the Dominion Lab-
oratory and by organic phosphorus compounds with the National Health
Institute.
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Examination of Juveniles

Table 15 shows the number of examinations under section 37 of the
Factories Act 1946 for each year since 1951.

Table 15—Examination of Juveniles

1' Number of
y Number Certificates Number Percentage
= |  Examined of Fitness Rejected Rejected
' Tssued
1957 .. o =l 8,774 3,767 7 0-2
1956 - il | 3,624 3,616 8 0-2
1955 e e o | 3,513 3,509 4 0-1
1954 A i | 3, 006 3,000 6 0-2
1953 it % i 3,182 3,170 12 0-4
1952 .. e v 2,967 2,952 15 0-5
1951 i i i 2,916 2,905 11 0-4
General

During the year audiometric examination of workers exposed to
noise at the Wairakeil geothermal project have been regularly made by
the Medical Officer of Health, Rotorua, and a number of other similar
investigations made in other plants.

A survey of lighthouse first aid was made and recommendations fol-
lowed to the Marine Department. The Rotorua district is keeping under
X-ray surveillance workers involved with the handling of diatomaceous
earth.

The Oeccupational Health section of this division maintains close
working liaison with the Departments of Labour, Agriculture, Marine,
and Civil Aviation, with the Waterfront Industry Commission and the
Workers’ Compensation Board. It takes this opportunity to acknowledge
the assistance received, not only from these agencies, but also from the
Royal New Zealand Navy in connection with underwater work in com-
pressed air and the RNZAF Aviation Medicine Unit for assistance in
dealing with low-temperature problems.

POISONS AND DANGEROUS DRUGS
Poisons

It is apparent that the provisions of the Poisons Act 1934 have become
inadequate to deal with the problems connected with poisons. When
that Act was prepared most of the known poisons had been in established
use for many years. At first the new poisons which appeared could be
conveniently fitted into the framework of the Act, but the tempo of
chemical development has now altered the situation. It is probable that
more new poisons in larger quantities, and for use by new methods, have
come into New Zealand in the last 10 years than existed at the beginning
of that period. Many highly toxic substances have been sold and used
without regard for the hazards involved and without information being
provided to users of the precautions they should take.

The toll of human suffering from poisoning cannot be measured.
Full details of the extent of poisoning are not available or obtainable
at present, but it is known that in 1956 some 930 cases of poisoning
were treated in public hospitals and the cost of this treatment is estima-
ted to be not less than £16,000. To a large degree these cases have arisen
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from carelessness in the home, but inquiries also show that there is a
general laxity in observing reasonable safety measures in many places
where poisons are handled, packed, and sold.

During the year a substantial amount of information has been obtained
both within the country and from overseas on the poisons at present
in use and the desirable precautions in their handling, thus enabling a
reassessment of the provisions governing distribution and use of poisons
in New Zealand to be made.

Dangerous Drugs

The total consumption of dangerous drugs over the vears has shown
a fluctuating increase which is greater than the population increase, The
wide use of newer synthetic drugs with addiction-producing potential
has been in addition to, rather than in substitution for, the older drugs
of similar pharmacological effect. The inspection of records required
to be kept by persons authorised to handle dangerous drugs is the
source from which addicts are traced. The number of known addicts
has decreased irregularly from a peak figure of 72 in 1953 to 42 in 1957.
This is due to successful early detection by inspecting pharmacists and
the willing cooperation of the medical profession with the Department’s
requirements.

AIR POLLUTION

In last year’s report reference was made to the visit of Mr W. A.
Damon from the United Kingdom, and to his report Air Pollution in
New Zealand which had been published in February 1957.

Associated with Mr Damon’s visit was Mr J. L. Sullivan of the Divi-
sion of Industrial Hygiene of the Department of Public Health, New
South Wales, Mr Sullivan visited New Zealand on three occasions and
established a number of air-sampling stations in the South Auckland
area. His report An Investigation of Air Pollution Problems in the South
Auckland Area was published in November 1957.

During the year Part V of the Health Act 1956, which relates to air
pollution, was brought into force on 1 June 1957. Air Pollution Regula-
tions which came into force on 1 January 1958 were also gazetted. These
deal with standards of air effluent for sulphuric-acid plants, superphos-
phate works, and lead works.

The Chemical Inspector required for the administration of Part V
of the Health Act was appointed on 1 January 1958 and has been some
time with the United Kingdom Alkali Inspectorate before coming to
New Zealand in April 1958,
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REPORT OF THE DIRECTOR, DIVISION OF
MENTAL HYGIENE

GENERAL

The greater proportion of the New Zealand public do not appreciate
the nature and scope of the work of its mental hospitals. Perhaps the
most popular belief is that they are mainly places of compulsory deten-
tion and custodial care. It is widely believed that mental disorder is
fundamentally an illness of few recoveries, but this is entirely wrong
because last year 2,638 persons were discharged back to community
life, Few realise the degree of comparative freedom and liberty which
hundreds of our patients enjoy and of the pleasures, recreations, and
living standards which approximate to those of people living in the
community. It is to be noted that 1,726 persons sought treatment in the
mental hospitals of their own volition, and as such are free to come and
go more or less at will.

It is not widely enough known that the work of the medical staff is
not limited to the work in the mental hospitals. Many psychiatric out-
patient clinics at public hospitals are staffed by our medical officers
acting in an advisory consultative capacity. In addition similar extra-
mural work is performed for societies, welfare groups, Courts of Justice,
ete.

It is regretted that owing to medical staff shortage it has not been
possible to give as much time to this extra-mural work as is requested.

The question of psychiatric services in public hospitals is receiving
considerable attention at the moment and a committee to inquire into
and report on these services was set up by the Board of Health at the
end of the year.

The medical staff of the division has given a great deal of considera-
tion recently to the administrative set-up in New Zealand of mental
hospitals and psychiatric services generally. From time to time there
have been those who advocate that mental hospitals should be eontrolled
by existing hospital boards as part of their rnf.'cFI)it:a] services. Others have
suggrested independent local boards having the responsibility for adminis-
tration of mental hospitals and mental-deficiency institutions. Others
have suggested that there should be local advisory committees and a
central advisory council with the object of bringing before whatever
administrative body exists the layman’s suggestions and advice in
regard to patients’ treatment and care as well as staff matters. The
medical staff very largely favours a central administration. The medical
superintendents mainly favour the setting up of local advisory commit-
tees to bring various matters before the local administrations and a
central advisory council to bring before the central administration mat-
ters of national import plus those that have not been resolved at local
level. This scheme of advisory bodies appears to have a great deal of
merit. The central advisory council proposal follows the plan of the
Mental Hygiene Authority of Victoria, Australia.
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It has to be realised that it is easy to dictate policy without having
any administrative responsibility. The present responsibility of the
division i1s to give the best possible service to the community having
regard to the considerations of available manpower and finance and
to plan for future development along the lines of modern trends in
psychiatry as they can be applied to New Zealand's needs.

STATISTICS

Admissions and Discharges (Provisional Figures)

During the year 14,378 persons (including voluntary boarders) were
under care of mental hospitals in New Zealand at one time or another.
The weekly average number of occupied beds was 9,847. At the end
of the year 10,796 persons were on the register of the division, including
those at Ashburn Hall, the private licensed institution at Dunedin, as
well as those on leave in the care of relatives or friends.

The Medical Statistics Branch has continued with the publication of
detailed analyses of the statistical material concerning the medical work
of the division. The report has evoked interest both in this country and
overseas,

Persons admitted to mental hospitals during the year numbered
3,665, an increase of 125 persons on the figures for the previous year.
The increase is smaller by 207 than it was for the year 1956, although
variations in such a figure may not have a great significance. Of the
number admitted 1,726 were voluntary boarders, that is, those persons
presenting themselves of their own volition for admission, This is an
mcrease of 111 on last year. Those admitted by order of a Magisterial or
other authority numbered 1,939, an increase of 14.

The total number discharged during the year was 2,638, or 72 per
cent when calculated on the number admitted. Of the number dis-
charged 1,788 were classified as “recovered”, 48:8 per cent when calcu-
lated on the fisure for those admitted.

STAFFING

There are three sections in which our stafing is much below strength
and in which if recruits were obtainable we would increase our present
establishments.

(1) Medical—There are serious shortages of medical staff and 1 do
not know of any section of the Public Service which works harder and
longer hours without additional remuneration as does our medical staff,
The increased standard of treatment and care in our hospitals has made
greater demands. In addition there are constantly increasing demands
for services outside the hospital from Courts, general practitioners,
employers, and Government Departments.

In recent years we have been endeavouring to make the service more
attractive to young medical men. We have adopted the policy of initial
postings to metropolitan hospitals, encouraged the taking of university
courses in psychology, and have made available bursaries on full pay f-:rr
a year for overseas study courses to junior medical stafl after two years’
service with a view to improving the academic and clinical qualifications
so that we may build a sound medical staff for our hospitals and at a
later stage for outside practice if personal desires are such.
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In addition the senior medical staff participate in a sabbatical leave
scheme for nine months on full salary plus an allowance towards
travelling expenses.

Five medical officers have so far participated in the junior scheme
which is successful and popular and is continuing.

Several other medical officers have obtained leave to pursue studies
overseas on their own account.

It is a pity that we cannot attract enough recruits from New Zealand
sources and it appears that we shall have to seek staff from overseas.

To ease the burden of the full-time medical staff we have appointed
some part-time specialists for extra-mural work and would be happy
if we-could further implement this scheme.

(2) Nursing—The male nursing staff establishment is 1,000; the
effective strength at the end of the year was 912,

The female nursing staff is substantially short, although there has been
a steady improvement in numbers and quality over the past year or two.
The establishment is 940; the effective strength 712; the shortage is 229,
which is the lowest figure for many years. Much overtime is, however,
being worked.

During the year, for the first time, two courses in administration were
held for senior staff. This was most successful and will be continued.

(3) Social Workers—There is no provision for training psychiatric
social workers in New Zealand. Trained and experienced social workers
do wonderful work but with increased emphasis on outpatient work and
rehabilitation of patients it is desirable to have trained psychiatric social
workers. It may be possible to work out a scheme for this with the school
of Social Science at Victoria University of Wellington. The possibility
of recruiting from overseas will be explored next year.

Welfare officers were appointed to Auckland and Sunnyside during
the year with a view to organising various recreations for patients who
otherwise would not participate. This is proving a success and it is
hoped it can be extended.

It is planned to have appointed next year a psychologist at each of our
four metropolitan hospitals. This will be a pilot scheme for the employ-
ment of our own psychologists both for intra-mural and extra-mural
work associated with psychiatry.

Authority has been obtained to appoint an industrial social worker
at one of our hospitals to aid in the rehabilitation of patients.

LEGISLATION

During the year an amendment was made to the Mental Health Act
which provided for the establishment of hostels near occupation centres
and groups so that intellectually handicapped children whose homes are
in the country could be accommodated and get training; provision was
also made for hostels to accommodate on a permanent basis those intel-
lectually handicapped persons beyond school age who are not able to
fend for themselves in the community. Provision was also made for
recognised organisations to accommodate intellectually handicapped
children under school leaving age for prolonged periods so that they
might have training and care. Admissions to such hostels have been
divorced from the formal principal legal provisions of the Mental
Health Act.
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The Hospitals Act of 1957, under Part V relating to private hospitals,
made provision, for the first time, for psychiatric hospitals as a separate
kind of private hospital divorced from any restrictive measures of the
Mental Health Act in regard to admission, etc., for those cases not
of a certifiable nature, but there are safeguards in the provision for
inspection of these hospitals.

Published during 1957 is the report of the Royal Commission on Law
relating to Mental Illness and Mental Deficiency in England and Wales.
This report might be described as revolutionary if applied to New
Zealand. But here it can be said that my predecessor in office formulated
and had printed legislative recommendations which in some essential
respects made provisions similar to those recommended by the Royal
Commuission. Suffice it to say that the 1954 amendment and the 1957
amendment to the Mental Health Act are precursors to a similar
approach in regard to admission.

The recommendations of the Royal Commission have not yet been
implemented by legislation but the division is keenly interested in the
recommendations and the possible advantages they may have if applied
to New Zealand.

TREATMENT

There were no major innovations in therapy introduced during the
year. Recognised methods of treatment including the latest physical
and pharmacological methods continued in use at all hospitals. It is
sometimes suggested by critics that the very valuable physical adjuncts
to modern psychiatric practice are used indiscriminately in our hospitals.
General allegations of this kind are difficult to refute; what is often
overlooked is that they are even more difficult to substantiate, It can
be stated unequivocally that there is no reasonable basis for such
accusations.

The more spectacular nature of some of the physical methods of
treatment at times distracts attention from the fact that these treatments
are not ends in themselves, but serve merely to make possible the earlier
or fuller integration of the acutely disturbed patient into the overall
scheme of social and occupational rehabilitation which is the founda-
tion of all successful mental hospital treatment. It has always been
recognised by the medical staff of the division that, valuable as these
treatments are, they have their proper place only as adjuncts to the
general therapeutic programme of the hospital.

To those suffering a breakdown in mental or emotional health the
psychiatric hospital offers a degree of understanding and acceptance
which is available nowhere else in the community. The intangible but
critically important “atmosphere” of the hospital is its most valuable
therapeutic agent. This atmosphere is dependent not on any material
provision but on the skill, knowledge, and sense of purpose which
animate all members of the staff. While it may be difficult to define,
its presence is not hard to detect.

New Zealand has alreadvy a considerable tradition of enlightened
mental hospital care. The Mental Health Act, originally written in 1911,
was for its day a very liberal and far-sighted piece of legislation. The
need to progress with the advance of knmvlrgqr and the increase of
understanding in the field of psychiatry by both lay and medical
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members of the community should not be construed as criticism of the
past. No worth-while progress will be achieved unless it is planned
in terms of what is most valuable in our existing institutions.

Preventive Psychiatry

It is readily conceded that on theoretical grounds the notion of a
preventive programme in mental health is admirable. However, there
15 as yet no general agreement as to the nature and content of such
a programme; nor is there convincing objective evidence that any
scheme at present in operation overseas has achieved substantial results.
Despite this, the preventive field must be regarded as a most important
one.

ACCOMMODATION, MAINTENANCE, AND NEW BUILDING

Our standard accommodation for patients has reached 8,748 with
an average of 9,770 occupied beds. The overcrowding is 1,022, This
is an improvement on the figures last year. There is now apparent the
impact of our building programme policy which aims at having com-
pleted for occupation six new 50-patient villas each year, During 1957
seven new villas were completed and, in addition, 14 willas were in
varying stages of construction. Our financial allocation for capital
building expenditure for the year 1957-38 was £850,000 and the
expenditure was £841,000. This is the highest figzure ever reached.

During the year the main building at Seacliff showed further signs
of deterioration and had to be evacuated, with a consequent loss
of some hundreds of beds. It was possible to accommodate some at
Cherry Farm, which is a replacement hospital for Seacliff, but some
200 had to be accommodated elsewhere; included in this number were
several top-line security patients. There is urgent need for a security
block at one of our hospitals and the plans for this are well advanced.

The maintenance of our buildings and renovations have continued.

APPRECIATION

I wish to thank the district inspectors, official visitors, and clergy who
spend their time so readily in the interests of patients. There are in
addition numerous organisations who make arrangements for the wel-
fare and recreation of patients. While these cannot be mentioned
individually in this report, they can be assured that their efforts are
valued and appreciated by both patients and staff of all hospitals.

In conclusion, I should like to express my thanks to the staff of the
division for their continued good work on behalf of our patients.

R. G. T. Lewis,
Director, Division of Mental Hygiene.
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Table 16—Admissions, Discharges, and Deaths, 1957
(a) Voluntary Boarders
Admissions in 1957 I T s
ital In Hospital on | e e
= 1 January 1957 : gz Mot First l Uﬂw E‘.;n:
First Admissions s '|
M. F. Ta L ¥ T M. F. T. M, . T.
Auckland . . 53 8 142 119 136 255 90 115 205 262 340 G2
Kingseatr .. 19 27 46 n bl 42 20 17 37 B0 (7] 125
Raventhorpe : 1 9 10 4 =i s e r ik 1 9 11
Tokanui .. 3. 48 79 47 52 99 19 31 50 a7 131 228
Lake Alice 1 5 i AT L o = o | = 1
Porirua .. W 55 [T 121 a1 1o 1599 98 85 183 244 254 508
MNelson o 25 36 [:1] 1] 18 27 [ g 15 4 63 105
Seaview . 2 1 12 13 13 26 12 9 21 ) 32 50
g-mdn 37 47 B4 65 69 134 27 44 71 129 160 289
41 38 79 57 58 95 ) 47 a2 113 45 236
Ashburn Hall 22 33 55 43 95 138 21 26 47 &6 15% 240
Totals 287 403 690 445 570 1,015 | 328 383 711 | 1,060 1,356 2,416
Voluntary Boarders Discharged, Transferred 1o Register of Patients, and Died
Huospitals Diischarged Transferred
{15 u
Rfﬂiﬂ-ﬂ ol Died Total
Recovered Improved Unimproved Paticnts
M. F. T- M. F. T M. F. i M. ¥ T M. F. T M. Fa o
Auckland 148 90 238 | 38 158 1% | T 15 22| 2 S| 4 8 12| 193 254 453
Kingeeat = 5 L | I | 41 11 ] 19 & & [ Al | e 3 5 35 36 71
Raventhorpe .. SR e R T e T | 1 - SR T | 55 4 4
“Tokamnui o oW 53 93 16 7 X1 5 11 16 will 7 4 @1 68 % 145
Porirua s 125 148 273 47 4 71 G 7 13§ . i M 8 9 17| 186 190 376
Melson : 132 14 0 | o 1 | ol | e o R e ek S IR i R - A [ 34
Seaview R S T TR B 1 | 5 6 11 1 I 1 1 I ] 17 18 35
Sunn}rudu e 42 52 94 N O+ T a 17 1 1 2 ] 1 9 a6 106 192
Seachff 17 71 BB 8 23 51|11 7 18] +. 1 1 5 2 B8 62 104 1 66
Ashburn Hall 3 86 11 13 23 41| 8 4 12 ] 1 .. 1] 6 14 17
Totals . 450 H46 996 | 19D 273 463 | 31 3\ 110 4 10 14|36 29 o7 | 733 917 1,650
Percentage Percentage of
. Average Number . ﬁ
In H 1al an of Recoveries Deaths on Avera
N 31 December 1957 | Resident During | G Adiision | Number Resident
During the Year During the Year
M. r. T M. | T M. P T M. r. T
Auckland 3 63 BG 149 57 iz 129 M 3 52 7-0 11-1 9.3
Kingseat . B3 2 54 2 3 5 | 49 55 52 .. 100 ' &8
Raventhorpe . . . I 5 i 1 & T i e oo LB7 14-3
Tokanui_ I : ) 56 85 8 34 62 6l 64 62 50 11-8 17-7
Lake = . 1 o 1 1 e 1 e T4 i i ve o
Porirua e 5 58 G5 127 57 73 130 66 77 71 140 123 13-1
MNelson = = g 47 69 17 20 37 B7 52 64 176 5+0 10-8
Senview K L1} 14 4 i 14 0 #5045 167 i 50
AT ” 43 54 a7 37 53 ) 45 45 46 21-6  1-9  10-0
A 51 359 M) £l 34 74 24 68 50 150 5% 10-8
Ashburn Hall a4 400 fi4 | 37 58 55 71 &5 4-8 i% 1-7
Taotals 327 439 766 287 373 66O 58 57 58 132 7.8 10-2
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Table 16—Admissions, Discharges, and Deaths, 1957—(continued )
(b) Patients

Admisions in 1957 o
. In Hospital on L umber
Hospitals Translers of Cases
‘” I January 1957 First Mot First Under Care
Admissions Admissions
. ¥. i i M. F. Te M. ¥. s M. PF. T. M. . '
Anckland 738 824 1,562 124 137 61 4 40 68 14 10 24 o924 1,011 1,935
Kingsear i 477 447 924 | 64 79 143 G 8 4 | 9 558 553 1,111
Raventhorpe .. | 10 261 970 |.. .. .. NP e B W TR T
Tokanui | o427 442 BES | 75 B3 158 | 28 35 63 r G 9 537 562 1,099
Lake Alice 19N ] 1B (R i i SRS ] FE 75 B 1 230
Levin Farm 274 121 505 | 46 20 il o s i i A 10 325 146 471
Porirua 578 831 1,409 173 205 378 94 B9 183 17 8; I3 862 1,133 1,995
MNelson 548 476 1,024 | 28 35 63 8 13 21 31 7 58 G615 531 1,146
Seaview 25 506 | 10 L] 19 5 i 4 16 21 37| M4 322 S6k
Sunnyside 7200 12 402178 9F 175 15 29 54 29 % B45 901 1,746
SeachiT o 743 582 1,331 199 91 15940 13 34 47 A 4 B3 T09 1,572
Ashburn Hall . . 7 14 21 4 10 14 ) 2 2 1 | 2 12 27 34
Tatals . |#.962 5,061 10,023 1701 766 1.467 | 215 257 472 | 147 90 237 (6,025 6,174 12,190
Patients Duscharged, Transferred, and Died
Hospitals Discharge I
Transferred Died Taotal
Recovered Improved | Unimproved
|
M. F. T. M. P OT. M. F. T. AL, F. T M. F. T. M, F. T.
Ansckland T35 103 176 ; 16 17 33 20 14 54 16 22 38 72 77 1489 197 233 430
Kingseat S 12 16 28 FAL 7 8 14 22 6 10 16 a0 50 100 78 05 173
Raventhorpe . . A B ST | B T 3 & B .. 1010 3 16 19
Tokanui . 41 52 93 T 5% 12 11 5 16 g 5 13 45 27 72 112 M 206
Alice .. I il e oy T T T Tty 15 if 13
Levin Farm .. £ SR -G I, =218 N | Ea] Wi (] 1] 15 18 G 4
Porirua 119 155 274 | 17 16 33 M 13 30 47 & 55 79 93 172 279 285 64
Nelson 9 17 26 2 2 4 43 s H 1 4 5 25 22 47 &0 50 )
Scavicw - B T I | S P i T R B | 5 1 6]l 16 BIS s 31 28 59
Sunnyside 23 61 901 & 5 11 9 4 13 5 24 29| T 52 122 119 146 265
Seaclifl 15 51 56 BF |11 9 M 6 14 20 44 8B 57 73 58 131 170 145 315
Ashburn Hall. . S R e 1 | s 1 1 z 'S o 1 1 2 q 11
Totals 323 460 792 | 64 G4 128 | 79 70 149 I 147 90 237 | 449 414 B63 | 1,062 1,107 2,169
E - Percentage of
. Average MNumber 3
. In Hospital on H . of Recoveries Deaths on Average
Hospitals 31 December 1957 R“ﬁ“"“ﬁﬂg“"“g on Admissions | Number Resident
i During the Year | During the Year
M. F. T . F. M. F. T TR 3 .
Auckland 727 778 1,505 636 1,285 | 42 58 5 (1.1 12-1 116
Kingseat e 480 458 938 455 417 an | 17 16 17 | 11-0 12-0 11-5
Raventhorpe .. 7 263 270 8 260 268 i 50 50 o BB 87
nui e 425 468 893 409 409  BIB | 40 44 42 | 11'0 &6 B-8
Lake Alicc Al 217 ale w1 e 5 e 3.2 S o
Levin Farm 307 14400 w47 273 115 588 - n £ 44 2.6 59
Porirua 583 B4@ 1,431 557  TAO 1,337 &4 53 440 142 119 12-9
MNelson 575 481 1,056 543 436 979 a5 35 31 46 50 48
Seaview 213 . M4 il 210 293 503 | 62 30 46 76 -2 74
Sunnyvside 726 755 1,481 660 GA2 1,351 | 31 51 42 | 10:5% 7.6 B-D
Secacliff i 603 5S04 257 G660 4491 1,151 28 45 37 111 118 11+4
Ashburn Hall .. 1] 18 26 8 1l 19 5 42 31 e Bl 5%
Totals oo (4,063 5,067 10,0350 ! 4,657 4,530 9,187 | 35 4G 41 96 9.1 94
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Table 18—V oluntary Boarders Discharged

Recovered, 1957

Stay in Hospital Males Females Total

13 weeks and under i 355 699
14 10 25 weeks a0 77 127
26 weeks and over 22 A 1
On probation 34 80 114
Taotals i 450 546 996

Table 19—Average Cash Cost of Each Patient for Financial Year 1957-58

Buildi
Average Fenal” Equip- " o g
MNumber Rates, ment, ngh' and
Resident Shift, Bedding | Improve- Po b -
Hospitals (Inclusive | Salaries | o000 o and ments, Farm w"'“l P~
af Standby | Clothing | Repairs, ekl
Yo Allow. Reple- Gleaning | Maio-
L5
ances ments tenance
i
| £ ok
Auckland - | 1,414 153{;?? Ség"lﬁ Izgﬁ 11-59 285 |l g 3"3{]
Kingseat {Pl.puiura] w= | 924 137 -80 55480 20-89 O-01 607 15 8-26
Raventh (Bombay) | 275 B4-099 23-17 2-04 13-78 3-02 14-89 2-18
Tokanui {Te Awamutu) | BBO 145-12 42- 14 21-71 G-87 25-23 18-78 B-52
Lake Alice (Marton) 217 132-28 4530 34-26 429 18- 00 17-58 10-29
Levin Farm (Levin) 388 17422 6l 07 G- 48 1067 5:31 32-87 5.5
Porirua 1,467 135- 5791 21-28 G- 48 436G 1906 512
Ngawhatu [Nclm}l 1,006 157-98 47 -08 10-47 12-25 381 184 3-62
Seaview (Hokilika) 523 | 159-50 39-25 1464 6-22 064 2058 542
Sunnyside {Lhmlnhun:h} I, 441 18493 4651 1783 9-24 9-18 200- 90 500
Seaclifi . 1,225 1B2-13 55-809 18-B4 15-61 1633 30-32 628
Head office e 1: i S o S o i
Average total cost 9,770 159-01 45-89 19-34 9-9% 8-36 20-5¢ 6-28
Total Net Cost fEEnrE
Surgery - Met Cost or
Haospitals Rations | and ﬂ{nﬁ qri':';i'i’ R"ﬁi}p" hpﬁint Previous | —Decrease
Dispensary, . Year in
(*) (1) 1957-58
£
Auckland s4-08 ‘513 24-94 ﬂli?m s‘;m <50 ﬂafﬂ- +25-35
Kingseat iI"upukurn} Sl a8l 184 23.49 | 304-57 7:24 | 297.3% 255 22 | +42:11
Itnl'l:nth-urpr.- {Bombay) 41-49 1-35 21-19 218-10 734 20076 20565 + 7:11
Tokanui (Te Awamuiu) 2821 4-B4 24-62 326G-04 1446 31158 27848 | 4-33-10
Lake Alice {Marton) 45-38 3-02 4818 35852 47-31 311-21 264-19 | +47-02
Levin Farm (Levin) 6l -67 7-59 3244 47702 2-35 47543 400-91 | 4-74-52
Porirua 34-55 H-18 22-09 310-79 228 J06-51 206-82 411 -6
Ngawhatu (Nelson) 37-08 3-00 20-63 314-10 6-07 308-03 296-61 | +11-42
Seaview (Hokitika] 47 -08 5-50 23.22 32264 566 316-98 310-35 | 4 673
Sunnyside {Christchurch) 51 -63 3-14 24-46 479-092 21-54 35438 316-50 | 4-41-88
Seacliff - e &3 44 =55 37-53 1492 12:21 H0Z:T1 363-11 + 3960
Head office - - 0-93 2-31 o 2:31 2-70 = 030
Average total cost 4219 5-23 27-79 344-61 988 33473 304-60 | 4-30-13

* Cost does not include interest on“:]apllu! and depreciation on buildings, ete.

1 Receipis [rom maintenance not i

NoTe-—An improved method of enumerating people in hospitals was introduced during 1957,
Figures for people remaining in hospital have been amended accordingly,
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REPORT OF THE DIRECTOR, DIVISION
OF HOSPITALS

1. INTRODUCTION

During the year under review the new Hospitals Bill, which was
mentioned in last year’s annual report as being in course of preparation,
was completed and passed by Parliament and is to come into force on
1 April 1958. This is only the fourth measure of major hospital legis-
lation in New Zealand and it is appropriate in this report to review the
past history of hospital administration in this country and to outline the
main features of the new Act.

In the earlier stages of settlement, with poor communications, hos-
pitals were organised, constructed, and managed by committees from
local cominunities and obtained finance from donations, patient’s fees,
voluntary grants from local authorities, and some Government assistance
by way of grant towards capital expenditure, This obtained until 1885
when the first national legislation divided the colony into 28 hospital
districts with members appointed annually by local authorities but with
recognition of the previous voluntary local organisations running hos-
Fit , then called “‘separate institutions”’, which also received subsidies
rom ratepayers and from the Government through hospital boards.
This meant two separate systems alongside each other and overlapping
in areas and functions, with both dependent for portion of their revenue
upon the local ratepayers and the central Government.

The next Act, of 1909, which lasted until 1926, remedied this by
incorporating in hospital boards all the separate institutions which
could not carry on without financial assistance from the local ratepavyer,
thus confining his responsibilities to the support of institutions operated
by hospital boards. Only nine separate institutions able to carry on
without financial assistance from the rates remained after 1909,

In the intervening years to 1926 the improvement of communications,
the growth of population, and the development of medical services all
had their impact upon the public hospitals and upon their needs for
financial assistance from the central Government. The Act of 1926
followed a Commission of Inquiry into the hospital services in 1921
and a subsequent amending Act of 1923 which was largely concerned
with providing a systematic basis for payment of Government subsidies.

In 1926 the source of hospital finance fell roughly in equal propor-
tions, one-third on patients, one third on rates, and one-third on
Government. Part III of the Social Security Act 1938, providing
hospital and maternity benefits, changed these proportions o two-
thirds Government and one-third rates, and the stabilisation in 1946
of the maximum rate of hospital board levy on local authorities at
one-half penny per pound of the rateable capital valuation coupled
with rising expenditure further increased the Government proportion.
Legislation in 1951 providing for the levy on local authorities to be
reduced by one-twelfth of a penny per pound each year until it ceased
on 1 April 1957 signified the end of local rating for hospital support.
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Except for loans for major construction still raised by boards but repaid
by Government, and a small fraction from miscellaneous revenue,
Government has thus become responsible for all public hospitals finance.

Hospital reform had been actively canvassed from 1949 when the
Hospital Boards’ f'issucmtmn grﬁpﬂsed a National Hospitals Commis-
sion, This proposal was not adopted by the Govermment, was not sup-
ported by the Consultative Committee on hospital reform appointed
m 1953, and is not now favoured by the association. It has disadvantages
in that it would divorce the administration of hospitals and their
curative health services from the administration of public health and
preventive services, and similarly would separate the functions of the
Hospitals Division from the other functions of the Department of
Health — nursing, tuberculosis, maternal welfare, health benefits, health
education, etc. —which are interwoven to a considerable extent with
both public health and with hospitals. A similar proposal in the United
Kingdom was rejected in 1944 and again in 1953, and the White Papers
then issued discourse on the difficulties of reconciling Parliamentary
control with commission operation of social services of this nature.

The principal recommendations of the Consultative Committee of
1953 were—

(1) The replacement of the then existing policy of placing primarily
on local boards the responsibility of providing hospital services by a
new policy under which the Minister would be charged with the
duty of establishing a comprehensive and integrated hospital servi-:e
for the whole of the Dominion. The committee regarded this ch
of policy as dictated not only by the new concept of the role of the
State, but also by the increasing complexity of modern hospital
services.

This 15 given effect to in the new Act. The functions of the
Minister of Health on behalf of the Crown and to such extent as he
considers necessary, are—

(a) To ensure the provision and maintenance by hospital boards
of hospitals and hospital services to meet all reasonable
requirements throughout New Zealand :

(b) To encourage the provision and maintenance of private hos-
pitals:

(c) To encourage the provision and maintenance by hospital
boards or by voluntary associations of institutions and ser-
vices for the care or relief of aged, infirm, or incurable
persons:

(d) To coordinate and generally to guide and supervise the activi-
ties of hospital boards and other bodies for these purposes.

(2) The Setting Up of Five Regional Authorities: This recommenda-
tion was not supported by the hospital boards and was not adopted by
Government. It was difficult to envisage a clear division of fum:imns be-
tween boards, regional authorities, Department, and the Minister, or
how memhers, mainly voluntary and part time, and their staffs, Ix:l;h.
outside the Government service, could discharge existing departmental
functions in direct line of responsibility between the Department and
the boards. The England and Wales precedent of 14 regional authori-
ties for a population of 40 million is not necessarily a guide for
New Zealand with its population of 2 million.
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(3) A Reduction in the Number of Hospital Boards from 37 to 23:
The new Act does not reduce the number of boards but provides the
means by which union or reconstitution of hospital board districts
may be achieved either voluntarily by the boards or by the Governor-
General by Order in Council on a recommendation made to the
Minister by the Hospitals Advisory Council which is established under
the recent Act. The successful example of North Auckland in 1950
when six small boards became the Northland Hospital Board based
on Whangarei and the establishment of local committees of manage-
ment for the outlying hospitals in this district could well be expected
to provide the administrative pattern for any future union of hos-
pital board districts.

The new Act retains the Department of Health and the Division of
Hospitals as the agencies, under the Minister, for hospital administra-
tion. Hospital boards have the direct duty to provide, maintain, and
manage the services the Mimster deems necessary and, consonant with
the responsibilities the Minister undertakes, he is vested with powers
of direction to discharge these responsibilities.

A Hospitals Advisory Council of six members, three departmental and
three from hospital boards, is established and should play a major role
in formulating national hospital policy and making recommendations to
the Minister, It can initiate its own business as well as dealing with
matters referred to it by the Minister, and on several matters of major
concern to boards, where the Act provides the Minister may act on the
recommendation of the Council, recommendations shall be made only
by a majority of four of the six members.

With the pattern of development of hospital services in New Zea-
land by a large number of boards originally largely locally financed and
only assisted by Government subsidy, there have inevitably been many
matters on which local practices and policies have diverged. The change
in the Government role from that of subsidising local hospitals to the
assumption of responsibility for the provision of hospital services on a
national basis will call in many fields for active measures in the formu-
lation of national policies. The Advisory Council undoubtedly will
play a major role in the further development of what the Consultative
Committee termed “a comprehensive and integrated hospitals service
for the whole Dominion™.

The Act gives statutory recognition to the Hospital Works Committee
(an inter-departmental committee of Health, Treasury, and Works)
which reports to the Minister of Health on all major hospital construc-
tion proposals.

The fnancial provisions require, as at present, a board to produce
annual estimates of payments and receipts for consideration of the
Minister and, now that Government has full responsibility for finance,
for an annual grant to be paid to the board out of money appropriated
by Parliament of such sum as the Minister may determine having regard
to the board’s estimates. In the months preceding the introduction of
the Act on 1 April 1958 the division has undertaken the revision of
financial and accounting regulations and the issue to hospital boards
of full instructions on the operation of these for the 1958-59 year.

Part IV of the Act deals with separate institutions which have their
only legal existence under the Hospitals Act, and of which only five
now remain. A new clause will enable these institutions, if they so desire,
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to obtain registration either as an incorporated society or under the
Charitable Trusts Act, and if the five do so this part of the Act, after
an existence from 1883, would become redundant and could be repealed.

Part V deals with private hospitals. The kinds of private hospitals for
which a licence may be granted have been extended and now cover
maternity, medical, surgical, psychiatric, convalescent, children’s, or a
combination of any of these purposes. The number of private hospital
beds which have declined relatively and numerically over a long period
now appears slightly on the upward trend.

In many respects the 1957 Act simply translates into legislation and
administration the evolutionary changes which have taken place since
1926 in the hospitals services and in the role of the central Government.
It is hoped it will provide a flexible basis for future similar changes
to meet the development of medical science and treatments consequent
upon the national growth. While the physical amalgamation of hospital
boards has been limited, functional amalgamation of hospital services
and changes in their nature have been major. Even in lgﬂﬁ hospitals
were largely local in character. Now base hospitals have been developed
and the specialist services — e.g., pathology, radiclogy, tuberculosis,
orthopaedic, cardiac, neurosurgical, and chest surgery, and deep X-ray
therapy have been established on a territorial functional basis to make
the best use and the most economic distribution of these scarce and
expensive specialist skills.

The character of hospital treatment itself has undergone, in recent
years, a major change. Hospital boards are now required to provide
the bulk of accommodation for maternity patients; industrial and
road accidents have increased substantially; and although voluntary
organisations are doing excellent work the care of the aged is a growing
problem. However, the provision needed for tuberculosis and infectious
diseases has reduced substantially, while advances in medical science
enables surgery and treatment to be undertaken which would not have
been possible in 1926, particularly for patients in the older age group.
The ever-widening experience and use by general medical practitioners
of modern therapeutic practices and new drugs would appear to have
reduced the need to provide hospital care for patients in the younger
age group. A more general acceptance by the public of measures to
maintain good health is also evidenced by lower hospital admission rates
of children and young adolescents. Numerous visits by divisional medical
staff during the vear have left us with the definite impression that our
hospital beds are occupied with a greater proportion of patients in the
older age groups. The development of outpatient services, coupled
with the use of special departments for investigation prior to admission,
not only reduces stay in hospital but also enables many classes of
patients who previously required to be admitted now to receive all
necessary treatment by general practitioners and as outpatients.

While hospitals depended substantially on local rates and patients’
fees there was a substantial variation between boards in the standard
of hospital accommodation and services provided, according to the
wealth of the district, the period it had been settled, its rate of develop-
ment, and the outlook of the board and its electors, the ratepayers. The
increased financial role of central Government has reduced these varia-
tions, but heavy expenditure has been necessary to bring the less
developed districts up to a proper standard to conform to the changed
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hospital pattern and to replace old or inadequate buildings, Heavy
expenditures still fall in the development of those districts now having
the greatest rate of population increase,

The development or expansion of a hospital is a complex task
requiring coordination in the planning of accommeodation for all ser-
vices — wards, outpatients, laboratory, X-ray, laundry and steam services,
nurses and other staff accommodation - in such a way as to enable the
existing hospital to function efficiently while extensions are being made.

Hospital services have been affected both in capital and in mainten-
ance costs by the general increase in price levels as well as the special
factors of complexity in treatment, equipment, and drugs. Neverthe-
less, it can fairly be claimed there have been substantial improvements
in hospital efficiency as the following figures indicate:

1948-49 1956-57

Average daily number of occupied beds o 10,425 11,052
Number of inpatients under treatment s 177,780 221,562
Number of outpatients L 5% % 534,125 688,653
Number of attendances i e .. 1,259 514 1,591,336
Average turnover of inpatients per annum .. 17-1 20-1

If turnover had not increased another 1,600 occupied beds would
have been required. During these years the national population increased
by over 20 per cent, and very substantially the hospital treatment needs
of this increased population have been met by increased efficiency as
reflected by the higher turnover and the development of outpatient
services, and only to a minor extent by the provision of additional beds.

2, SCOPE OF THE REPORT

The scope of this report is indicated by the following brief summary
of the matters dealt with.

(a) Hospital Accommodation: The ratio of hospital beds per 1,000 of

pulation after remaining stable at 8:0 in the previous year

ast year showed a further slight decline to 79 per 1,000.

Available beds in public hospitals remained the same and beds

in private hospitals rose by 66. However. with a rise ol over

EU,&!B in population the increase in beds was insufficient to
maintain the existing ratio.

(b) Patients Under Treatment: The number of inpatients under
treatment increased again during last year by over 10,000
but the close attention now being given to turnover evidently
enabled these additional cases to be treated with only a small
rise in occupied beds.

(c) Special Departments of Hospitals: The numbers of examinations
by X-ray and pathology departments continued their steady
increase, while physiotherapy treatments, which had declined
in the preceding year, showed an increase again last year.
There was a further small decrease in X-ray therapy treat-
ments, The increases would, in part at least, parallel the
increase in patients treated, and may also be attributable
partly to the pre-admission investigations referred to in the

report.
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(d) Medical Statistics: Some figures are quﬂted from the 1955
(calendar year) volume of medical statistics to illustrate the
changing incidence of disease and injury and to illustrate the
use made of this type of information so that the hospitals ser-
vice can adjust itself to the changing needs of the community.

(e) Staff: Staft employed in public hospitals and associated activities
at 31 March 1957 totalled 20,939, an increase of 1,207 over
the previous year, of which 644 were nurses and 356 domestic
and other institutional (non-treatment) staff. Salaries and
wages payments rose by £1,095,000 as compared with a year
earlier.

(1) Hospital Works: A summary of major hospital works in various
stages of planning is presented and forecasts of expenditure,
prepared from returns furnished by hospital boards, are given
for the next three years. Major works (over £10,000) for
which working drawings are being prepared are estimated to
cost £7°2 millions, while sketch plans only are being drawn
for works valued at £8-9 millions. During 1957-58 minis-
terial consents for these major building works amounted to
£5°8 millions,

(g) Finance: The total expenditure of hospital boards in 1956-57
was £224 millions of which £17 millions was for maintenance
purposes and £5°4 millions for capital purposes.

Sections are also included in the report dealing with private hos-
pitals, ambulance services, and the inspection and advisory services.

3. HOSPITAL BEDS AND PATIENTS TREATED

Hospital board institutions classified as hospitals of various types
numbered 198 at 31 March 1958, a net increase of four. Seven hospitals
have been added, including four maternity, one general, and two special
hospitals, and two institutions were closed. One maternity hospital
became a private hospital.

Available Beds

The numbers of beds provided in all public and private hospitals at
31 March 1957, at end of the previous year, and at 31 March of each
of the two preceding quinquenniums are shown in the following table:

Table 20
. Number of Beds Available at 31 March
In hospital board and Department of Health 1947 1952 1956 1957
Institutions—
General = o o we 12,304 12,3095 12,772 12,710
Maternity = it o e 1,428 1,863 2 214 2 276
13,822 14,288 14,986 14, DBG
In private hospitals—
eneral .. s iy .. 1,898 1,735 1,927 2,025
Maiternity .. e i A 819 508 432
MRISSAE Ly | et T 2,350 2,425
§ 16,539 16,531 17,345 17,411
Number per 1,000 of population . . e 9.3 B4 -0 7-9

In addition there were at 31 March 1957, 111 hospital beds in old
people’s homes, The total non-hospital accommodation for the aged
in those homes was 842.
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At the end of 1956 it appeared that the decline in the ratio of
available beds to population had been arrested, the figure being 80 per
1,000 for the years ended 31 March 1955 and 1956. However, the table
on page 34 shows a further small decrease in this ratio. That the hospitals
are able to cope with the demands made upon them with fewer beds
indicates further improved efficiency and this is borne out by the figures
set out in the next table.

Patients Under Treatment

The following are the figures for all hospital board and Department
of Health hospitals classified as “public hospitals™:

Table 21
1947 1952 1556 1957
ﬁt't.r.qz number of occupied beds o 10,915 11,044 11,311 11,322
gt e B occupied o B0, Sg0r i6e 5
]n‘p.l.tltnt: u.'udtr treatment . . : ik 179,658 200, 528 216,152 2?6.45‘3
Qutpatients under treatment A i 44, il 585,921 G73,472 692 556
Crutpaticnts attcndances ‘s s <o 1 191,074 1,350,475 1,526,256 1,606,262
Dental cutpaticnts e i i 28,599 26,451 37,630 38,371

Reference to the large-scale savings made in expenditure for the
construction of additional hospital beds through improved turnover
is made in the last paragraph of the introduction of this report.

There has been no substantial varation in the average percentage ol
occupancy of hospital beds in recent years but occupancy is a complex
matter affected by many factors. It can and does happen that signihcant
advances in the treatment of diseases requiring hospital treatment result
in reduced rates of occupancy, This has been the case with tuberculosis
where a lesser number of cases in sanatoria produces adverse statistical
results in the form of a lower percentage of occupancy and a higher
cost per occupied bed. The overall occupancy rate is affected by such
factors as staff shortages preventing utilisation of available beds and
by the inclusion of all maternity beds in the figures when many
maternity hospitals with a relatively low occupancy rate must be
maintained to meet the needs of small or isolated communities. Again,
a few hospitals have an occupancy rate of 100 per cent or more, but this
merely indicates overcrowding with patients in corridors and other
space not designed as treatment accommodation and which should be
remedied as‘quickly as possible by the building of additional hospital
beds,

Special Departments
Statistics of the work of special departments were first published for
1951-52. Summarised totals (inpatients and outpatients combined)
indicating the work done by all hospitals over the past five years are as
follows:
Table 22

1952-53 1953-54 1954-55 1955-56 1956-57
(000)  (D00) (00O}  (00O)  (OOO)
XN-ray diagnostic: Number of examin-

ations - e 49 581 GO0 609 623
X-ray ﬂlmw* Number of treatments .. 80 78 ]| 77 76
Physiotherapy: Number of treatments .. 718 786 BOE 862 900
Pathology: umber of reports va 002 716 793 BO6 975

No. No. No. MNo. No.

Number of post-mortems e ..2,488 2,676 3,072 3,276 3,718
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Physiotherapy Services

The changes in general hospital treatment also affect the design and
equipment of physiotherapy departments and the nature of physio-
therapy treatment.

Early ambulation not only for surgical but also for some medical
cases has given rise to a need for larger exercising areas with less
equipment in relation to size and with scope for more class work. The
larger hospitals also require an additional but small area where thoracic,
maternity (if no provision for them elsewhere), and other cases requir-
ing relaxation or special instruction may be treated without upsetting
the timetable of the general gymnasium. Treatment by traction and
reciprocal movement training and by ultraviolet ray are increasing and
additional small exercise pools, or Hubbard tanks, have been installed
where space is very restricted.

Morbidity Statistics

Figures of disease and injury cases published by the Medical Statistics
Branch disclose a changing pattern in the incidence of disease and
injury. Some aspects of this change have received ﬁublicity in the
health education programme and, as a specific example, in the public
concern for the care and welfare of our senior citizens. The hospitals
service must continually adjust itself to the changing needs of the com-
munity and, although it may not always be generally appreciated, we
are constant users of the medical statistics. I am grateful to the
Medical Statistician and his staff for their help.

The following comments and figures are quoted from the 1955
(calendar vear) volume of medical statistics just published:

Hospital Administration

In attempting to interpret the information collected from hospitals and to
adapt it to the needs of hospital administration at all levels from that of
national planning and policy to the running of a local hospital, the following
four principal aims have been concentrated on:

(1) To determine to what extent local conditions are responsible for differences
in types of illness for which patients are admitted. and to assess the
uze made of hospital beds in different areas against the background of a
varying pattern of disease in those areas, having regard to the age
distribution and other characteristics of the population at risk.

(2) To select certain groups of conditions that are likely to give some indi-
cation of the efficiency of a hospital in terms of the responze to
treatment and the length of hospitalisation which that treatment has
entailed. A popular term for this nowadays is “medical auditing”.

{3) To shed light on the reasons for persons being kept in hospital for undue
length of time,

(4) To determine basic trends in hospitalisation and to make estimates
of future needs for hospital construction in terms of changes in the
population at risk and in the modes of therapeutic procedures.

Summary of Inpatient Statistics

In the follwwing table s summary is given of inpatients for the year 1955,
by ase and sex, showing comparisons of numbers of patients and length of stay
in hospital. This analysis was first compiled for the year 1950, and certain figures
for that year are included in the table to show the movement that has taken place
in the various figures between 1950 and 1955.



57 H. 31

It should be noted that admissions due to pregnancy, childbirth, or puerperal
-conditions are omitted from the 1950 figures, In 1955 all cases of complications
of pregnancy or childbirth are included, together with a small number of normal
-delivery cases that occupied general beds in hospital.

Table 23—Incidence and Prevalence of Hospital Experience
by Age and Sex, 1955

G5 and T-nul_
—_— 0-7 =14 1 5-44 45-G4 ) i Males
() Mdaler
Mumber ol patients o =5 16,002 | 7,414 6, 266 14,879 13,754 T8, 425
Days’ stay in hospital A ve | 253,419 ) 113,540 | 505,027 | 404,600 | 540,004 | 1,816,590
Average number of days’ stay per patient 15-7 155 19-2 273 19-3 5.2
Mumber of patients per 1,000 persons in
group—
195 T i s s 79-2 53-5 59-3 741 153-2 72:9
1950 .. e o i #1-7 636 628 2.7 | 131-1 742
Number of days' stay per 1,000 persons |
in |
B s s e me| nsa] 2ol sos]  1em
1550 .. a5 i = 1,234 1,054 1,428 2,062 5,643 1,836
Percentage of total days in hospital of
all persons o i e 70 -2 14-2 11-4 15-2 Sl-0

Table 23—Incidence and Prevalence of Hospital Experience
by Age and Sex, 1955—continued

‘ 65and | Total | hisler
ATl ola ales
—_ 0-7 B-14 Ia-44 45-64 Diver Females and
| Females
(b} Ferales
Mumber of patients - .o | 11,84 5,675 | 35,519 ) 13,940 | 11,032 ?B,BI'D| 156, 435

Days' stay in hospital .. e
A number of days’ stay per

[l o ik & o
MNumber of patients per 1,000 in age
lgﬁo - o o Gl-1 427 Blb GE- 8 106 - 6 ! 734 7

1697423 | 60788 [566.026 (366 819 (530,402 1,743,358 |3,559,948
60| 158| 16-0| 263| 481| 223| 228

HEN |

1950 i i Fa” G3-4 50-8 G2-1 G2-9 BR-3 | 6357 G090
Mumber of days’ stay per |00 l|

R R e Tl o77| 61| 1,38 1,812 5.02¢| 1680 1,664

1,008 a14 1,427 1.77% +.481 | 1,655 1. T4

1950 b LR e
Percentage of total days in hospital
of all persons 44 e

-

53 2:6 159 03 14-9 i 490 100~

—

The number of patients treated has increased by 22,780, or 17°0 per cent,
singe 1950, with a corresponding increase in the toiar days’ stay of all patients of
191,341, or 57 per cent.

The proportions of the population receiving inpatient treatment indicate that
there has n an increase in 1955 as compared with 1950 in the age groups
45-64 and 65 and over for both males and females. By far the greater increase
has occurred in the vears of retirement (65 and over), indicating that more and
more hospital bed space is being occupied by the elderly as the years go by.

By and large there has been an increase in the admission rate, coupled with an
auce{tmttd “turnover” of patients which has led to an overall reduction in bed
occupancy since 1950,

The Bed-time Index

In the volume on medical statistics for the year 1953 a comparison was made
between various hospitals in respect of the length of stay in hospital for a number
of groups of conditions. A “bed-time” index was calculated to indicate the varia-
tion between hospitals in the length of stay of patients, condition by condition,
amrd for the total stay from a variety of conditions.
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Variation Beiween Hospitals

Having constructed this set of indices there remains the task of attempting to
interpret them. It is worthy of mention that the figures for 1955 are similar to
those of earlier vears. This is a point of importance as it helps to dispel any
doubts that the differences noted between hospitals are merely temporary. Only
six out of the 25 hospitals covered by the table showed a change in 1955 from
their former position as regards their classification as a hospital showing either
a saving or an excess in the New Zealand average hospital days' stay for certain
.arrlclcl?r] conditions although the order of saving or excess varied between the two
periods,

By taking an average of the figures for the three years 1952, 1953, and 1955,
it 15 possible to classify the hospitals in the following groups:

(1) Saving of more than 20 per
cent in hospital days .. Grey.

(2} Saving of more than 10
per cent but less than 20
per cent = -  Whangarei, Christchurch, Nelson.

(3) Saving of more than 5 per
cent but less than 10 per

cent : Auckland, Southland, Dunedin, Rotorua, New

Plymouth.
(4) Saving of 3 per cent or less Hutt, Masterton, Tauranga.
(5) Excess of 5 per cent or less Wellington, Green Lane, Napier, Wairau.
(6) Excess of more than 5 per -

cent but less than 10 per
cent : Wanganui, Cook.

(7) Excess of more than 10 per
cent but less than 20 per

cent E Waikato, Palmerston North, Middlemore,

Hastings.

(8) Excess of more than 20 per

cent : Oamaru, Ashburton, Timaru.

It would appear that a more detailed investigation into possible
reasons for the excess group (5) to (8) above would be worth while.

4. STAFF

The total of employees of all hospital boards and departmental hos-
pitals (other than mental hospitals) at 31 March 1957 was 1,207 more
than the year before, The number of nurses increased by 644, as against
an increase of 167 only in the preceding year. The next largest increase
in staff members was 356 in the domestic and other institutional staff.
There are indications that recruitment of various classes of hospital
staffs is becoming easier consequent on the larger number of young
people becoming available for employment.

In the following tables the institutional staff employed at 31 March
1957 total 20,026 for the total of 15,939 beds in hospitals and old people’s
homes. Of these beds 12,161 were occupied daily and the staff engaged
averaged 1'3 per available bed or 1'6 per occupied bed, as against 1-2
and 16 respectively in the preceding year. Nursing staff engaged averaged
0-8 per occupied bed compared with 0-7 a year earlier.

Staff Employed
The numbers of staff employed in public hospitals and other institu-

tions and activities controlled by hospital boards and the Department
at 31 March 1957 and the actual payments of remuneration for the
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year which ended on that date, with the corresponding figures for the
previous year in parentheses, were as shown below:

Table 24

Numbers Employed  Salaries and Wages
at 31 Mareh 1957  Payments for]956-57
: : £(000)  £(000)
Institutional medical (whole time and

part time) o 1,201 (1,194) 1,021 (B93)
Oiher professional and t-:chm-:al o 1,346 (1,267) 822 (681)
Nursing .. gk ] 9,311 (8,667) 3,291 (2,834)
Other treatment s-taﬂ" 308 (304) 217 {207)

Domestie and other m.sl.llul.mnal 5talT
(including maintenance and grounds) 7.860 (7,504) 4,280 (4,018)

Administration (mainly sccretarial stal:fs:ll 478 (479) 368 (344)
District nursing - . 171 (150) 115 (92)
Farm (including vcgﬂa.hi-c gardcnmg] 83 (75) 48 (47)
Miscellaneous (including architects) .. 181 (92) 111 (62)

20,939 (19,732) £10,273 £(9,178)

Medical Staff

The table below sets out details of medical staff both whole time and
part time employed by hospital boards at 31 March 1958. The figures
differ from those shown in Table 24 as positions temporarily vacant,
staff employed in departmental institutions, sixth year students acting
as house surgeons, and visiting medical officers not performing regular
weekly hours are included in Table 24 but have been excluded from
this table.

The hours of visiting medical officers have been converted to show
the number of whole-time employees required to give an equivalent
service,

Table 25

e !Whul:'l'lmci Part Time ‘E‘iﬁ,;ﬂwfl Taotal

|
Medical administrators i o 46 22 | a7

Physicians— |
eral .. o4 iz s 20 1000 il 51
Tuberculosis’ i = [ 15 5 2 17
Oihers i e i i ) 52 2 20

Surgeons — .. e -, 23 | {
General .. . o A 16 95 | 29 | 45
Others o s ok o 16 119 | 41 | 57
Pathologists . . i s 28 3 | el 28
Radiologists and rad:mhmpnm B 27 e | 1L g iRy
Anaesthetists : ; % 17 120 | 28 | 45
Other medical staff .. e o 5 | 43 | 11 16
196 585 | 178 | 374
Registrars .. = 100 e | i 1040
House surgeons and house ph}rslﬁans - 173 an S e FEY
469 585 [ 178 647

1

e e S —
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House Surgeons and Registrars

For the past few years boards, particularly those in the smaller centres,
have experienced considerable difficulty in filling house surgeon and
registrar positions and on present indications no improvement in this
situation appears likely in the immediate future.

In order to ensure an equitable distribution of available staff the
Department has been obliged to rigidly control junior medical staff
establishments and has, with the concurrence of the Medical Superin-
tendents’ Association, endeavoured to meet the more pressing staff prob-
lems by the direction of bursars.

However, with a decline in the number of bursars available it may
be necessary to consider for the smaller hospitals the employment of
part-time visiting staff in lieu of house surgeons and registrars.

Overseas Post Graduate Medical Study Leave
Leave granted for refresher courses to be taken overseas in 1958 was as

follows:
Table 26
Specialty Number Granted
Leave
Whole-time staff—
Administration 1
Cardiology v o5 I . Lo 1
Neurc-surgery a i £ i e 1
Radiology and radiotherapy L i 2
Anaesthetics G e o 1
— 6
Part-time staff—
Ophthalmolc 2
Medicine i s =t i e Fid 1
Surgery i 2 5 ks F e 3
— 6
12

The amount involved in the payment of salary and assistance with
fares 1s estimated at £12,775,

Since 1952 when the Overseas Selection Committee was appointed
grants have been made to 41 whole-time officers and 55 part-time officers.

Hospital Employment Regulations :

The majority of salaries advisory committees met in 1957 but a
decision on the recommendations made had not been reached at the
date of this report.

The Dietitians Salaries Grading Committee which was established
to deal with the salaries of senior dietary staff held its initial meeting
during the year.

Apart from the larger occupational groups where conditions of
employment are considered by special advisory committees there is a
residual group of some 200 employees under the regulations employed in
a wide variety of occupations.

A review, the first for some years, of the salaries of these employees
was made last year and it is proposed to hold annual reviews in future,
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5. HOSPITAL WORKS AND DEVELOPMENT

Hospital Works Committee

This committee, created a statutory body with the passing of the
Hospitals Act 1957, has been functioning now for four years. It continues
to examine and suitably recommend upon all proposals for building work
in excess of £10,000 in all stages of planning, and to exercise control on
overall planning and programme of works.

During the past year the committee considered 189 projects, represent-
ing most elements of hospital building in various stages of planning.

Planning Bases
As indicated in my last report, a planmnq base for hospital laboratories
has been completed and distributed to hospital boards and others

interested. While no further hospital elements have since been fully
investigated the Division’s officers are compiling in the course of cur-
rent examination and planning dxscussmns a quantity of information
which it is hoped to incorporate in further planning bases issues.

Hospital Building Works and Equipment

As indicated in Table 27 on page 62, a very considerable volume of
work is either already in train or at some stage in planning to replace
improve, or enlarge the facilities needed for an up-to-date hospital service
for the Dominion.

The projects represented by the sums shown have without exception
had the closest examination as to necessity of the work and quality
of building and it must also be realised that the work at present in view
(independent of the further demands of a steadily increasing population)
will not all come to completion within probably the next 10 years. The
programume now approved must therefore be regarded as no more than
prudent, and must undoubtedly continue to expand as local development
or the age and inadequacy of existing buildings dictate.

I give here brief details of some of the major works built, in building,
or fairly advanced in planning for this year. Where patient beds are
added the number is qualified by M (maternity), G (general), or H (old
people’s homes). In some instances the true total gain is less than the

re shown because, of replacement of substandard accommodation
or the relief of existing overcrowding.

(1)Four new hﬂ%p]ta]s have been mmp]eled and opened this
year — the new maternity hospital, which is the first stage of building
at Westown, New Flymﬂuth (40 M); and hospitals at Kaikohe
(21 M), Te Awamutu (21 M), and Pamp’s.r'tumu (15 M). In addition
ward blocks have been completed and occupied at Thames (60 G),
Rotorua (90 G), Taumarunui (22 G), Masterton (16 M), Palmerston
North (40 M), and Kew, Invercargill (90 G). Nurses’ home additions
were finished at Whakatane, Burwood, and Balclutha, and other works
were the kitchen block at Gore and the new rehabilitation centre at
Otahuhu, the last named operated by the Auckland Hospital Board
and built as a joint enterprise with the Department and the Workers’
Compensation Board.

(2) Coming now to works in progress, the list includes the new
maternity hospitals of 44 beds at North Shore, and 8 at Tuatapere
(Southland) both almost completed; the first stage of Cashmere
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Hospital, whose 256 general beds should be commissioned during the
coming (1958-59) financial year; and the new National Women’s
Hospital in Auckland, upon which work has just started (274 M and
G). Ward and/or clinical services blocks are building at Whangarei
(180 G), Kaeo (6 G), Taumarunui (30 G), Whakatane (23 G),
Te Puia (18 M), Wairca (20 M, 30 G), Hastings (20 M, 90 G),
Dannevirke, Westown (60 G), Wellington, Nelson, (110 G), Timaru
(40 M), and Dunstan (30 G, 8 M). Nurses’ home extensions are
under way at Whangarei, Tauranga, Wanganui, Wellington, Nelson,
and Oamaru; and ancilliary services in building include boilerhouses
at Green Lane, Thames, Hamilton, Taumarunui, Waipukurau, and
Dunedin; and laundries at Thames, Westown, Wellington, and
Dunedin.

(3) In addition it is expected that a start should be made before
long on the following (among others), upon which planning is well
forward or completed: New maternity hospitals at Eketahuna (5 M},
Martinborough (5 M), Upper Hutt (30 M), and Lumsden (8 M);
building at Rotorua (outpatients block), Middlemore (60 M), Tau-
ranga (90 G), Dunedin (44 M), Balclutha, Cromwell (10 M), and
Ranfurly {11 G), Wanganui Jubilee Home {3{} H), Awapuni (45 H),
and Lorne (Invercargill) (60 H); Nurses’ home extensions at Timaru,
Dunedin, and Ranfurly; a new boilerhouse at Hawera (with laundry) ;
and laundry at Hamilton.

The following table was compiled from returns made and forecasts
supplied by hospital boards, but the division is of opinion that, apart
from the availability of loan finance, the forecasts are overoptimistic. 1
do not think that with the physical resources available the works can be
completed or expenditure incurred as rapidly as the boards have
estimated.

Table 27—Hospital Works Programme as at 31 March 1958
( Projects over £10,000 only*)
I | ] . 1
E rili= - " Estimated | Estimated | Estimated
porotal | yureup to | ExPendi- | prpendis | Expendi- | Expendi- | To
Cost 31 March 1957_58 ture, ture, ture, Complete
, 1957 1958-59 | 195060 | 1960-61
£
Category A 121?6‘:‘;.235 2.4ﬁ.n54 2.3&.*3*:1{! 1.21‘{1145 i.E-é.SE{- 1.0!’%.&0& 944, 102
Category B 304,229 = 21,440 | 219,270 63,519 & o
Category C 731,784 1,881 | 284,341 | 188,157 | 100,000 | 157,395
13,801,298 | 2,411,054 | 2,344,311 | 4,774,756 | 2,057,076 | 1,112,604 | 1,101,497
Category D 854, 394 5,374 | 270,398 | 322,907 | 204,741 42 034
Category E | 7,293 476 | 2Bl962 | 1,125,313 | 2,211,934 | 1,524,914 | 2,402,353
Category F 8,880,023 | S67 EW 005 | 1,790,238 | 2,002,920 | 4,496,403
Category G 7,810,500 dz | s 46,050 325,450 ss:,mo 7, 105, O
Totals .. (38,639,681 | 2,411,054 | 2,379,014 | 6,865,542 | 6,705,605 | 5,177,179 |15,101,287

* In addition, the total value of all projects £ 1,000 to £10,000 was £700,000 at 31 March 1958,

Category A = Work commenced.
I = Acceptance of tender authorised.
C = Tenders called.

I} = Working drawings approved,
E = Sketch plans approved.

F = Preparation of sketch plans authorised,
G = Provisionally approved.
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Consents to Capital Expenditure

(1) Butldings—During 1957-58 ministerial consents were granted to
hospital boards to undertake building projects (with 1956-57 figures
for comparison) as follows:

Table 28
1956-57 1957-58
£(000)  £(000)
Major works exceeding £20,000 .. i s 1,735 5,776
Consents ranging from £10,000 to £20,000 .. o 227 367
Consents ranging from £5,000 to £10,000 .. - 218 319
Consents ranging from £250 to £5,000 o % 367 412

£2,547 £6,874

The year’s figures reflect the authorisation of major works discussed
earlier in this section of the report.

(2) Hospital Equipment and Furnishings—In the same period appro-
vals were issued to boards for the expenditure of £697,000 for items
of equipment and furnishings costing more than £250, compared with
£424,000 in the preceding year. These sums were made up as follows:

Table 29

1956-57 1957-58

£(000)  £(000)
Motor ambulances, trucks and cars i i HE 6l 26
X-ray tqu:.pmcnt 7 s 23 79
Furniture, nurses’ homes and slaﬁ‘ accummndalmn L 16 73
Ward equipment .. o o b 72 39
Surgical and specialists’ m:lu.lpmmt = 24 o 40 168
Laundry equipment 76 99

tal equipment, includi dieta mamtenance, and

Hﬁ?ﬂnc:lqﬂfntg by plants ng !“.r’ 105 217

£424 £697

There is an increase of 64 per cent over approvals issued in the year
before in which, however, there had been a decrease over the previous

vear.

The increases under surgical and specialists’ equipment and hospital
equipment reflect the requirements for commissioning new hospital
buildings and modernising equipment in existing hospitals. Further in-
creases can be expected as major works recently authorised reach the
stage where ordering of equipment and furnishings must be undertaken,

The total amounts of capital consents for expenditure on equipment
and furmishings in 1957-58, in the preceding year, and five years ago
were as follows:

£(000)
1953-54 . . “ i e
1956-57 . . s e .o 424

1957-58 . . i s .o 697
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6. FINANCE

The actual expenditure of hospital boards and of Department of
Health institutions in 1956-57 for both capital and maintenance purposes
(inclusive of expenditure from loans but exclusive of amounts paid
between boards or to Government institutions) totalled nearly £23 mil-
lions and is summarised thus:

Table 30

195550 1956-57

Hospital [thrllnmlml Hospital | Departmental
Boards 1 Institutions Alotal Boards Institutions bt

{ (000) | £(000) | £(000) | (£000) | £(000) | £ gﬂm}
Maintenance .. | 15,510 456 | 15,966 | 17,073 485 | 17,558
Capital - 4 1536 40 | 4,576 | 5,415 15| 5,430

Total .o | 20,046 496 | 20,542 | 22,488 500 | 22,988

— e o —— = —— e ——— —

Maintenance Expenditure

A summary of maintenance expenditure of hospital boards for 1956-57,
with the figures for 1955-56 for comparison, is given below.

Table 31
| 1955-56 1956-57
Amount PT;:::F Amount P:ﬁ:
: (000) 000)
Hospital maintenance . . o i LS TS 88 -8 15,147 88-7
Interest on loans ot r . 440 2:8 | 511 3-0
Indoor relief ' 273 1-8 | 302 1-8
Transport of patients [ml;:ludmg granu} ' 161 1-0 166 1-0
District nursing (including gra.nta‘,l E i 156 1-0 180 1-1
Sup:-rannuau:m 7] el 117 0-8 126 0-7
Miuscellaneous i oo | 110 0-7 124 0-7
Grants private hmpllals, elc. .. = 30 0-2 29 0-2
Outdoor reliel i e . 25 0-2 26 0-1
Administration | 417 2:7 462 2-7
Total o o i ‘,{','15.5]1] 100-0 | £17,073 100-0

Hospital maintenance expenditure remains steady at approximately 89
per cent, but the continuing increase in interest on loans should be noted.
Five years earlier, in 1951-52 it was 1'9 per cent.

Inpatient Expenditure

For the year 1956-37 the average daily expenditure for individual
inpatients was £3 8s. 4d. or, in other words, with just over 11,300 patients
in hospital, outgoings totalled £38,000 each day for resident patu:nts On
the average, each inpatient cost £62 6s., as compared with £59 14s. in
the previous year.



65 | B A
The daily expenditure per inpatient was made up of:
1955-56 1956-57
. : Lo dofop dif = d f o5 d
Freatment expenditure—
Salaries and wages—

Medical b . o ALl . T 0.3 7
Nursing s o s .. 001211 015 1
Technical and other treatment staff IS 0517

ey 017 6 1 0 3
Special departments (e.g., X-ray, laboratory) 0 1 11 g2 2
Supplies and expenses .. i vh 08 7 0 3 9

0 & 6 0 351l

__ Sub-total, treatment e s 1 3 0 b 62
Institutional administration . . 0 410 0 5 0
Heat, light, power, and water i 0.5 7 0 510
Household (housekeeping, dietary, laundry) Jig ] 7 2
Buildings and grounds i i 0 9 0 4 2

119 § — P

Total daily expenditure £3 23 £3 8 4

The top rate of hospital benefits of 21s. per day which applied during
the above years fell short of meeting the average daily direct expenditure
for treatment. This deficiency and the maintenance and other non-treat-
ment expenditure were met by Government grant and other (minor)
Income:,

Inpatients now stay in hospital an average of 18 days and the total
expenditure per inpatient is made up as follows:

1955-56 1956-57
i ERG B Lol
Treatment o s s 22 0 0 2318 0
Institutional administration £ 412 0 411 0
Heat, light, power, and water o 5 8 0 5770
Houschold e o s 24 0 0 24 14 O
Buildings and grounds .. s 313 0 315 0
Miscellaneous . . e o 01 1 g 1 0
£59 14 0 £62 6 0

Outpatient and Dental Expenditure

Qutpatients numbered 693,000 and the average expenditure per
outpatient was £1 13s. 11d. There were over 38,000 dental outpatients
and the average expenditure was £1 9s, 5d. per case.

Control of Expenditure

Institutional maintenance expenditure figures have now been presented
in the above form, i.e., in divisions in accordance with the main
activities of our hospitals, for three financial years. With the comparative
figures on a uniform basis now available, valuable information for control
of expenditure is at hand. Trends can be discerned and pointers are
given which will materially assist hospital boards and controlling officers
to discover where the rate of expenditure is above average or is increas-
'mﬁ too rapidly. The presentation is such that the actual expenditure for
which each controlling officer is responsible is indicated and enables
their cooperation to be obtained in the control of expenditure.

3
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The present financial climate strongly suggests that the national hos-
pitals system will have to justify its rising costs fully to ensure that the
funds required are voted by Parliament. Hence it will be essential to
demonstrate that funds voted have been spent to best advantage and that
the closest supervision is exercised over all expenditure to ensure that
full value is received.

Government Grants

Payvments to hospital boards by Government are now termed grants.
Actual payments to boards in 1957-58 amounted to £15,390,000, com-
prising £12,757.000 for maintenance and £2,633,000 for capital pur-
poses. The estimate for 1958-59 is £16,000,000, The balance of hospital
board expenditure is met from Social Security Fund and from loan
moneys raised by the boards for major capital construction.

7. PRIVATE HOSPITALS

The policy of encouraging the establishment of new private hospitals
and the extension of existing ones was continued during 1957. The
extent to which financial help has been given under the suspensory loan
system is shown in the following table:

Table 32
| Laoans Granted
Year =  — Y ——

MNon-suspensory Suspensary Toal

. [ L L
1954 60,910 195 61,105
1955 - | 139,923 8,745 148,668
1956 et 345,510 36,980 382,490
1957 o 537.610 130,470 G , (60
Total ‘ 1,083,953 | 176,390 | 1,260,343

Two ways in which the licensing of private hospital beds serves the
community are (1) by providing hospital beds available for use by
patient attended by the doctor of his choice at a lower cost to the State
than if the same number of beds were provided in public hospitals; and
(2) by making available hospital beds which may be regarded as provid-
ing a means whereby a greater number of medical specialists are able to
maintain up-to-date skill in their specialties than could be employed in
public hospitals.

Without this policy of lending money to private hospitals it is con-
sidered the number of licensed beds would fall rapidly year by vyear.

At the end of 1957 calendar vear the following was the position
regarding the private hospital bed state. The corresponding values for
1956 calendar year are given in parentheses.
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Table 33
TypeorHopiat | gmbmel | Nmbeor
Maternity 2 31 (36) 27 (303)
Medical and surglcal ot Al (51) 978  (953)
Medical ; s 58  (56) 801 (753
Mixed .. e . 9 {9 444%  (440)
Total | 140 (152) 2,497 (2,449)

* Consists of 107 maternity beds and 357 rlmll.-.al and surgEic |.l h-:uli i 152 r.'-‘ aned 106 maternity beds and
334 medical and surgical beds in 1956,

The figures indicate the net results after some hospitals have closed and
new ones have opened.

At the end of 1957 there was still a trend for the number of maternity
hospitals and licensed maternity beds to fall: the number of medical and
surgical hospitals had been stable for a year after a slight increase but
the number of licensed beds continued to rise: the number of medical
hospitals continued to rise, with a marked increase in the number of
licensed beds: The mixed hospitals had not essentially changed.

The state depicted in the table might significantly change when it is
noted that current proposals involve three new maternity hospitals con-
taining in all 31 beds, the re-establishment of another with 15 beds, an
extension to a medical and surgical hospital of 15 beds, and two new
medical hospitals involving 19 beds.

The administration of private hospitals has now become the re ap{:ml-
bility of the Division of Hospitals, bringing a closer integration of private-
and public-hospital bed provision and should produce a greater overall
efficiency by ensuring that as far as is possible sufficient hospital beds of
the appropriate type are provided where they are required. The responsi-
bility for head office administration of private hospitals in the earlier
part of the year was delegated to Dr I. J. Jeffery, one of the assistant
directors of hospitals, but in the latter part of the year was delegated to
the three assistant directors who assumed responsibility for both public
and private hospitals in their respective regions.

The medical officers of health continue to be responsible for district
administration.

8. AMBULANCE SERVICES

Ambulance Transport Advisory Board

During leave of absence granted to Mr W. E. Bate whilst overseas, Mr
J. E. Thompson, Chairman of the Wairarapa Hospital Board, and Vice-
President of the Hospital Boards’ Association, acted as deput} and
attended two meetings of the board.

The board meets quarterly and there are therefore numbers of occa-
sions when members must be consulted by letter. I appreciate the ready
help and advice given by them and also appreciate the special assistance
of the Board’s Working Committee which met on five occasions during
the vear,

On 1 April 1957 Mr R. R. Olen, who had served the Department
for five years as Ambulance :"i.dwsurv Officer, retired. I desire to record
our keen appreciation of the service rendered by Mr Olen to ambulance
transport in the Dominion.

3*
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Scope of Service

Road ambulance services now operate from 93 stations throughout the
Dominion, there being 173 vehicles in use. Of these, 123 are run by
subsidised voluntary agencies and 50 by hospital boards. There are in
addition some 15 ambulance vehicles operated by Ministry of Works and
other Government agencies; Air Department has 12 ambulances and
Army Department 3 civilian-type (besides Army-type vehicles), most
of them available in emergency for general civihan cases.

Special credit is due to the Order of 5t. John for the large volumne of
service provided in the Auckland, Waikato, Canterbury, Otago, and other
districts, and to the Wellington Free Ambulance for its service in Wel-
lington district. It is not always appreciated that apart from raising
substantial sums towards the cost of the service the voluntary agencies
provide a very considerable amount of honorary services. This is some-
thing to be fostered and encouraged in every way.

Charges Policy

The charges policy settled upon in 1956 divided road ambulance ser-

vices into three categories summarised as follows:

Category A—Transfers of patients between public hospitals. These are
non-chargeable so far as patients are concerned and
where a subsidised organisation provides the service
the hospital board requesting the service is to reimburse
the organisation the full cost.

Category A services are very considerable in the
populous centres and, overall, constitute about 45 per
cent of the total services.

Category B—Standby services for sports and other bodies, and also
transport of patients for personal reasons, 1e., not
medically necessary. For these services the full cost
is to be recovered from users. Sports bodies usually
meet this cost by donations.

Category B services constitute less than 5 per cent
of overall total services.

Category C—Transport to hospital from patients’ homes or from the
site of an accident, or transfers between private hospi-
tals, Generally, all services not in Categories A or B.
For these cases hospital boards and subsidised ambu-
lance organisations are to make the standard charge,
provided that a subsidised organisation desiring to
maintain a free service could do so if it collected
voluntary contributions for that purpose equal to the
product of standard charge.

The standard, as recently modified, is 12s. per
patient carried plus 1s. per mile for the distance the
patient is carried (maximum milage charge 18s.) with
a maximum overall charge per patient-journey of
30s.
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All of the 21 hospital boards who conduct ambulance services them-
selves and eleven subsidised organisations operate the standard charge.
Ten subsidised organisations operate a free service in continuation of
their previous policy, but one or two of them may be forced to impose
charges because of insufficient voluntary support, The general result of
the policy is to accord reasonably uniform treatment to the various classes
of users. Heavy charges no longer operate in some areas whilst, in other
areas, free services as previously enjoyed had been allowed to continue
provided sufficient voluntary contributions were raised, but nevertheless
largely at the expense of the general taxpayer.

Finance

Grants made by hospital boards to subsidised organisations as their agents
during the year amounted to £136,315 for maintenance purposes and
£7,997 for capital purposes, the latter mainly towards the cost of replac-
ing old vehicles in small centres. The number of vehicles purchased or
replaced in this group was 10, and one grant was made towards the
cost of a garage. Ambulance services operated by hospital boards involved
expenditure of £46931 (1956-57 figures) for maintenance, and £6.832
was authorised to be spent on the replacement of vehicles (four).

The total annual charge on the Consolidated Fund for road ambulance
services would appear to be stabilised at about £200,000.

Grants to subsidised organisations are made only after examination
of their financial position, and the general experience is that a constant
eye i1s kept to economy of operation. In respect of replacements the
board has the technical advice of the Transport Departm&nt's officers
whenever required and has found them always helpful.

In future, standardised annual accounts and statistical returns are to
be obtained from all ambulance agencies, both hospital board and volun-
tary, and details will then be published in subsequent reports.

Air Ambulance Services

Arrangements made for air ambulance services are working smoothly
and the Ambulance Transport Advisory Board is grateful for the co-
operation of the Civil Aviation Administration in the licensing of air-
craft for air transport of patients. During the calendar vear 1957 the
number of cases transported by air was 467, some of which were taken
by normal airline services. So far, besides NAC planes, three aero club
aircraft have been approved for carrying stretcher cases and other appli-
cations are under action. To provide a wider distribution of approved
aircraft, efforts will be made to encourage more operators to have their
machines modified as necessary to undertake this type of work. Appre-
ciation is again expressed of the help given by the RNZAF ambulance
service during the year in meeting emergency calls.

Under the auspices of the Standards Institute a committee is engaged
on formulating a standard set of interchangeable air/road ambulance
equipment to facilitate transfers of patients.

Future Policy

The subject of ambulance personnel training is under consideration
and it is hoped that a conference of ambulance operators can be arranged
in the near future to consider this in detail,
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9, INSPECTION AND ADVISORY SERVICES

During the year an active programme of inspection of all aspects of
hospital board activities, including ambulance services has been continued
by officers of this and other divisions of the Department. The Director-
General and I made five special tours each of about two weeks’ duration
inspecting a large number of institutions and meeting members and
uﬂ{:crs of boards for discussion of local problems. Building and develop-
ment proposals and medical activities have been inspected by the three
assistant directors of this division; nursing activities by the inspectors
of the Nursing Division; architectural problems and engineering services
by the Department’s architect and his staff and its advisory engineer,
and dietary and physiotherapy departments by the Inspecting Dietitian
and Inspecting Physiotherapist respectively,

The Department’s dietary advisory service covering all aspects of
nstitutional catering has expanded. Other Government Departments,
social and welfare organisations, and industry have also sought from this
unit help and advice in a wide variety of problems encountered in group
catering,

Several pathologists from the larger hospitals continue to inspect and
report annually to the Department on the laboratories at the other
hospitals throughout New Zealand. and their services are of great value
to this division.,

The division also obtains valuable inspection reports on maternity hos-
pitals from nurse inspectors attached to the Department’s district offices.

In the administrative and accounting field the Advisory Officers and
Advisory House Manager have inspected 15 hospital Boards during the
vear and their programme of inspection covers all the administrative ser-
vices and activities. During the vear policies and systems involved in the
mechanisation of financial and stores accounting and payroll (involving
the application of PAYE) were completed and information to enable
boards to proceed on uniform systems was issued. This project and the
examination of subsequent detailed proposals from hospital boards for
mechanisation has meant a great deal of work for the advisory officers,
but a substantial munber of hoards are now proceeding to mechanise their
systems on the lines recommended and this will result i sigmificant 1m-
provements in administrative efficiency.

10. GENERAL

During the year Dr V. 8. Land, who was previously Medical Superin-
tendent of Otaki Sanatorium, was appointed as a Third Assistant Director
to the Division. His appointment has enabled the reorganisation of both
the medical and architectural services of the Division into three regions.
northern, central, and southern, and the close and continuing association
at Head Othce of an Assistant Director and an architectural staff on the
problems of a particular region will be of great assistance in our adminis-
tration.

The staff of advisory officers and advisory house managers is below
approved establishment. Officers of special experience and qualifications
are required if the division is to carry out its full programme of inspection
and advisory work in the administrative fields and efforts are continuing
to secure suitable appointments.
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REPORT OF DIRECTOR, DIVISION
OF NURSING

NURSES AND MIDWIVES BOARD

During the year an amendment to the Nurses and Midwives Act
1945 was passed by Parliament and came into force on 3 October. The
amending Act made certain significant changes.

The board was given power to include training and instruction in
maternity nursing in the basic nursing training. This means that at
the conclusion of a three-year period of training the nurse of the future
will qualify for registration as a nurse and a maternity nurse. The six-
months’ training in obstetrics for a girl already registered as a nurse,
and the eighteen-months’ training for the unregistered woman will still
be continued.

The age at which a nurse and a male nurse may register has been
lowered to 20 years, and that of a nurse aid to 18 years. Psychiatric
nurses who previously could sit the State Final Examination at 20, but
who could not register until they were 21 vears of age, will now sit and
register at the age of 21. The age of registration for maternity nurses
and midwives has not been changed.

Curricula for all categories of nurses have been revised and the
majority of training schools report that these have been successfully
instituted.

The board has been granted wider powers in regard to registration
in that it can now decline to register any person who, in its opinion,
1s not of good character and reputation,

[ts powers to recognise periods of previous training in reduction of
prﬁq‘nhud course of trammg or instruction for registrauan in any capa-
city are also widened by an amendment under which regulations may
be made to provide for the modification of any period of training in
respect of persons or classes of persons who are registered in any other
capacity or who have undergone the whole or any part of any period or
course of training or instruction. This means that the board may now
grant concessions which in the past it felt it should grant but because
of lack of provision in the Act was unable to do so.

The regulations under the Nurses and Midwives Act are being con-
solidated, which will make their interpretation more straightforward
in the future. Provision is being made for the issue of supplementary
nstructions relating to the various categories of trainings under the
jurisdiction of the board in guide form which enables explanatory
details to be given in the methods of teaching and in regard to ex-
amination. Curricula for nurse, male nurse, nurse aid, and psychiatric
nurses have all been revised and have been planned to give greater
conformity in relation to concessions in training granted by the board.

Mrs D. 1. Milne resigned from the board last year and was replaced
by Miss G. Boyd. Miss I. M. Henderson also resigned but her successor
has not vet been appointed.
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NURSE TRAINING SCHOOLS

This year there is again a slight increase in overall staffing despite
the fact that 855 discontinued training during the year. Of these, 420
discontinued in their first year and 291 in the third and {ourth year.
It is possible that many in the latter category went on to undertake
maternity training and it 15 to be hoped that the new curriculum will
prove to be a means of considerably reducing the number who leave
in the first year. There are 158 Maori girls undergoing nursing training,
25 Pacific Islanders, and 31 of other races. The total increase in nursing
staff was 808, as mmpared with 300 last year, and this number spread
over the training schools must have some influence over the small number
of beds now unoccupied due to shortages of nursing staff. The ratio
of registered staff to student nurses is 1 to 2-4, and the ratio of full-time
nursing staff to average patients nursed is 1 to 1-2.

MALE NURSE TRAINING SCHOOLS

There are at present 33 male nurses in training, which shows a de-
crease on last year’s figures, five having discontinued trdlmnq during
the year. The male nurse training is now of three-years’ duration. The
board is holding a special examination in 1958 for those nurses already

istered to enable them to have the same status as those who will
qualify in the future under the new syllabus, It is hoped by extending
the period of training and reducing the age of registration that more
men with high academic education will be attracted to the nursing
profession.

NURSE AIDS

There are at present 248 nurse aids in training, 64 of whom are
Maori girls. The new syllabus of training has been planned to correspond
in theory and practice to that undertaken by the nurse in her first year
of training. The six-months’ concession on nurse training granted to
a registered nurse aid still applies. The ratio of total nursing staff to
patients in these schools is 1 to 2 and the ratio of registered staff to
nurse aids is 1 to 13

OBSTETRICAL TRAINING SCHOOLS
Midwifery Schools

The total number of midwives in training this vear shows a con-
siderable increase on last year's figures. This means that an additional
number of nurses will be ava:laEI::- for staffing in obstetric training
schools.

Maternity Schools

There was also an increase in the number of registered nurses under-
taking maternity training, while the number of unregistered women is
only one less than last year.

There are 1,414 beds available in obstetric training schools, in which
30,081 confinements took place this year. It is usually estimated that
20 patients per year occupy each bed with an average stay of 10 days.
F]gllrlﬂ for this year would indicate that the length of stay of patients
in cur training schools is much less than in previous years,
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NURSES POST-GRADUATE SCHOOL

Sixty-three students completed the course. Of these, six were overseas
students from East Pakistan, Lebanon, Taiwan, Vietnam, Philippines,
and Australia.

The course in paediatric nursing was successfully introduced and five
students graduated in this course.

Miss J. Alley retired at the end of the year and has been replaced
by Miss [}, Pedersen; Miss A, Cathie was appointed as acting instructor
and is in charge of the Paediatric Nursing Course.

IMMIGRANT NURSES

A total of 104 immigrant nurses came o New Zealand during the
vear, The number of these nurses appears to be slowly decreasing and
it would seem that this scheme as a means of trying to supplement the
staffs of hospitals is reaching the stage when it will be no longer
necessary.

HEALTH OF NURSING STAFF

There was a high incidence of influenza amongst the nursing staff
last year. This was only to be expected as the discase was very pre-
valent throughout the country during the late autumn months., The
incidence of boils and septic fingures 1s still fairly high but infectious
diseases of all types remain low. Onlv one case of pulmonary tuber-
culosis was reported, which shows the value of the careful supervision
of the health of nursing staff from the day the nurse first enters as a
student. Glandular fever, which reached high levels some years ago, is
now very low on the list. Burns and scalds, however, though not so
great in number as in past years, are still too high, and research
directed towards causes could possibly result in the elimination of these
preventable conditions.

PUBLIC HEALTH NURSING

The vear has seen a further step forward in the evolution of our
public health nursing programme. For the last five or six years, during
which the content of the public health nurses’ work has been changing,
it has been noticed that nurses in some areas have received fewer and
fewer emergency calls and the recent job analysiz of the work of public
health nurses bore this fact cut.

Previously, in some of the largely predominantly Maori areas of a
semi-rural nature, it was customary for the nurse to be called at all
hours of the day or night to give advice and help in cases of sickness
or emergency. Today, with better methods of transport, medical advice
more readily available and, not least, as a result of health education over
many years, in some areas the nurses have ceased to receive any calls
at weekends. Consequently, from a staffing point of view, it has now
been found no longer necessary to term these districts as rural and four
such districts have recently been designated city areas, which means we
are no longer responsible to provide free accommodation for the nurses
in those areas. It is anticipated other areas will be the subject of review
during the next twelve months.
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Recruitment during the past year has improved. This has resulted
in a more stable staff with fewer long-term wvacancies in most health
districts. The type of nurse coming forward for this branch of nursing
is, however, younger and consequently has had less experience on join-
mg the staff than it was customary to accept in the past. This has
meant added work and responsibilities for nurse inspectors who have had
to give more help and support and more constant supervision to these
voung nurses, often in isolated areas, than would perhaps have been
needed for the more mature nurse who was previously appointed, Of
the 23 new appointments approved in 1953 only three have not
vet been made.

The year has been a particularly busy one for both nurses and nurse
inspectors who, due to the poliomyelitis immunisation campaign, have
had to carry extra work loads. The work the poliomyelitis nnmunisation
entailed has been immense, All stafi have done this work willingly and
I consider are to be congratulated on the way they planned their pro-
grammes so that their routine work did not suffer unduly and their
case loads were reasonably well covered during the campaign.

The new curriculum for basic training of nurses. which integrates
public health, has entailed added responsibilities for both nurse inspectors
and public health nurses. They have nearly all heen involved one wav
or another with the planning of the nurses’ field work and the majority
have taken student nurses out into the field with them. Some have

ven lectures to the students in the nursing school. It would appear
ﬁlat the public health nursing staff is carrving out its responsibilities
for teaching preventive health work in the field very satisfactoriiy.

The integration of industrial nursing in the generalised programme
of the public health nurse is proceeding slowly. While some areas are
including this aspect of nursing verv well others appear to be more
hesitant. As recruitment improves and nurses case loads can be reduced
to more workable proportions, a further integration of the industrial
side will undoubtedly be included.

During the last few months floods in the centre of the North Island
and West Coast of the South Island have caused inconvenience and
worry to several of our nurses. It is with pleasure that [ am able to
report that the nurses concerned showed that ingenuity, initiative, and
devotion to service which have always been traditional in our public
health nurses,

ISLANDS SERVICE

lpphl:atiﬂm to join this service have at times reached very low
levels. The two-year term of contract at the commencement of service
in some territories would seem to have a detrimental effect on re-
cruitment, Where nurses can join for one year with a right of renewal
for a second year it seems to be more attractive and no difficulty has
been experienced in obtaining staff where these conditions apply. Nurses
from the Island Territories who are accepted for training in New
Zealand are often reluctant to return when training is completed,
therefore the secondment of New Zealand nurses to the South Pacific
will need to be continued in order that the people in this arca can be
assured adequate nursing care.
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REPORT OF DIRECTOR, DIVISION
OF CHILD HYGIENE

STAFF

The number of medical officers working for the division is the same
as last year, namely, 21 whole time and 20 part time. The time given
by the part-time medical officers was equivalent to that of eight full-time
officers. This number is quite insufficient to provide adequate medical
inspection of the child population of this country, which was estimated
to be 722,284 in 1957, as compared with 697,037 for 1956 and 679,454
for 1955. F1gure¢; for the year, which are of course influenced b}r the
poliomyelitis immunisation programme, show that only about one-sixth
of these children were seen. As it is the aim of the division for each child
to be seen four times — twice in the pre-school period and twice in the
primary-school period —it is obvious that the coverage is poor. It
i1s relatively easy to secure medical officers for work in wurban
and relatively populous districts, but the problem of supplying adequate
medical supervision to the wndelg,r scattered rural populations who need
it most remains very difficult. It speaks well for the interest and enthu-
siasm of the present medical officers whose areas include these scattered
rural populations that they accomplish so much. It is proposed, there-
fore, to consider various projects which will economise the medical
?ﬂicers' time and enable the rural areas to be more satisfactorily catered
or.

MEDICAL WORK AMONG PRE-SCHOOL CHILDREN

The importance of good medical inspection work among the pre-
school group of children is borne out by the statement of one medical
officer, after examining new entrants to a school, that there is a notice-
able difference between the physical condition and outlook of a child
who has attended a pre-school clinic and that of one who has not had
that advantage. This is partly due to the fact that mothers who take
the trouble to bring their children to pre-school clinics are probably
more suitable mothers than those who do not. Much of this benefit,
however, derives from the opportunity afforded to medical officers and
nurses of giving helpful advice and guidance to the child's mother when
she attends a pre-school clinic, as much as to the detection in the child
of early aberrations from normal health. It is unfortunate, therefore,
that no suitable buildings for this work exist except Plunket clinics.
The latter are mostly in populated districts and do not cater for Maori
children — a group of the population who most need such help and advice.
Facilities for giving special advice to mothers, without the conversation
being overheard by others waiting to see the doctor, are really essential
if mothers are to be encouraged to attend these clinics.

Figures for the last few years show that only about half the pre-
school children are seen at these clinics. In passing, it may be noted that
last year’s figures are abnormal owing to the normal programme of
nursing and medical inspection being curtailed because of the necessity
of carrying out the poliomyelitis immunisation programme.
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All medical officers report on the great assistance and cooperation they
receive from the Plunket nurses in their work. It is to be hoped, how-
ever, that the public health nurses will eventually be given similar
facilities to carry out their work in areas where the sparsity of European
population precludes the establishment of plunket clinics.

As before, great emphasis is now being placed on the discovery of
hearing loss in these young children. Medical officers of the division
attended a demonstration given by Miss E. M. Pickles, of the Depart-
ment of Education at the Sumner School for the Deaf, of methods of
detecting unsuspected hearing losses in very voung babies. As the result
of this, many cases of hearing loss have been picked up at pre-school
climics.

MEDICAL WORK WITH PRIMARY-SCHOOL CHILDREN

The numbers of European children seen routinely at school during
the past year have been somewhat adversely affected by the polio-
myelitis immunisation programme, but there was an increase of 700
in the number of Maori children examined. It is pleasing to report that
an increasing percentage of mothers attend the medical examination of
their children at school. Not only do they receive benefit from advice
and guidance from the nurses and medical officers, but they in their turn
contribute to the efliciency of the examination by supplying details of
the medical history of the child. Apart from vision and hearing, it is on
the whole rare for any serious physical defect which is not already under
treatment or observation to be found at these inspections, but cases of
maladjustment, emotional disturbances, and psychological abnormality
are frequently brought to light after discussion with the parents or
teachers, The facilities for adequate medical examination in some
schools are poor. and even in the more modern schools the medical
room has to serve other functions when not actually in use for its proper
purpose. In many cases, without the kind cooperation of the headmaster,
it would be impossible to carry out any worth-while examinations at
all. In many cases they are prepared to make available their own office
or their stafl rooms. Some even go so far as to provide facilities for the
pre-school children in the area to be seen, and this help is very much
appreciated.

As far as physical defects are concerned the most numerous are those
due to upper respiratory infection, which is largely responsible for the
development of malposture, the hearing losses. the deformed mouths,
and hollow chests.

CHILD HEALTH CLINICS

These clinics continue to increase in popularity and during the year
arrangements for the opening of a new clinic of this kind at Palmerston
North were completed and the clinic is expected to open early in 1958,
The increased emphasis on the less easily diagnosable and treatable
complaints associated with emotional disturbance and psychological
maladjustment is making the provision of these clinics with a team of
experts more and more necessary. In Christchurch Dr Cook has been
a¥u1ntcd as a member of the Child Health Clinic team and the

ects of this appointment on the work of the clinic will be watched
with interest.
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GENERAL MATTERS

The work carried out by the division’s medical officers and nurses
in immunising approximately 200, 000 children against poliomyelitis calls
for special mention. Considerable assistance in this work was received
from general medical practitioners, to whom the thanks of the Depart-
ment are due. Great help was also received from school teachers.
In addition to the children some 19,000 adults, pregnant mothers, and
others specially at risk, were 1mmun|sed by the division’s medical
officers, It is Satlsfal:IDI"f to record that not a single serious reaction
occurred although there were several minor ones due to psychological
disturbance, allergy, or unsuspected co-existent illness,

During the vear an Audiology Clinic was initiated to meet the needs
in the Auckland area of deaf children. A hearing survey carried out
previously had revealed the presence of considerable numbers of deaf
children for whom no adequate service was available. Previously,
all suspected deafl children were referred to the School for the Deaf,
whose principal, Mr Allen, visited and tested for hearing loss. No
specialist otological service was available and the whole scheme lacked
coordination. The eclinic now consists of a specialist otologist, the
headmaster of the School for the Deaf, a medical officer who has
specialised in deafness, and a social worker. Paediatric examination is
available if required at the Child Health Clinic or from the family
doctor. Nurses, private practitioners, medical officers, and teachers can
all refer children with suspected hearing loss to this clinic where a
complete diagnostic, assessment, treatment, and guidance service is
available,

It is hoped to extend the service of this clinic to other areas outside
Auckland. As has been pointed out in previous annual reports the
prevalence of chronic otitis media among the Maori population is as
sreat as ever. Dr Griffin, medical officer for the Rotorua Health Dis-
trict, has been appalled at the incidence there and she is only echoing
reports from other medical officers in predominantly Maori districts.
The problem is a difficult one and the establishment of a hearing
conservation service which will provide means to treat and prevent the
occurrence of otitis media in the Maoris is badly needed.

The diagnosis of deafness in very young children - provided that
there are adequate means of treating and training the discovered
cases —is now recognised to be of vital importance if these children
are to learn to speak as normal children and to take their places in
ordinary schools. While overseas during the greater part of the year I
saw what was being done with success in this respect by many workers
hoth in the United Kingdom and the United States.

During the year approximately 2,100 training college candidates and
350 dental nurse students were examined by medical officers of the
division. The time consumed in this work, as mentioned in last year's
report, was very considerable and detracted from the time available for
the examination of children. The matter has been discussed with the
Department of Education and the Division of Dental Hygiene with a
view to this work being discontinued.

Many medical officers are concerned with the large number of
adopted children who are found to have defects — not only physical but
also psychological ones. Whether these are due to unsuitable parent-
child relationships or whether they are due to inherent traits of the
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child himself is a moot point. One instance is described of a highly
intelligent child, adopted by parents with a poor intellectual back-
ground and living in the country, becoming a frustrated “problem”
child. This no doubt is an exception but it points out the necessity for
the greatest care being exercised not only in the examination of the
child to be adopted but also in the assessment of the “adoptive”
parents as to their capability and suitability to bring up and educate
the adopted child.

I was absent overseas on a study tour during nine months of the year
and the care of the division was in the hands of Dr G. O. L. Dempster,
to whom I am indebted for his excellent supervision in which he was
very ably assisted by the Section Clerk of the division. 1 would also
like to express my appreciation of the good work done by the medical
officers, nurses, and clerical staff working for the division in carrying
out, without a hitch, the intensive poliomyelitis immunisation pro-
gramme in addition to their normal work.

Finally, I should like to acknowledge with thanks the help and assist-
ance received from family doctors, hospital specialists, the officers of the
Department of Education and the Education Boards, and the nurses of
the Plunket Society.

G. A. Q. LENNANE,

Director, Division of Child Hygiene.



81 H. 31,

Table 34—School and Pre-school Children, 1957
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Other .. 5 s 197 | 0-23 25 | 0-28 47 | 0-21 et i
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Pediculosis N P A 8| 0-01 41 | 0-46 s - i e
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REPORT OF THE DIRECTOR, DIVISION
OF DENTAL HYGIENE

For more than a decade every report presented by this division
has made reference to the need for an increased staff of school dental
nurses and dental officers to provide regular dental attention for a
rapidly growing primary school population. This need still exists, but
it is most gratifying to be able to report that the increase recorded
last year in the number of pre-school and primary school children
brought under the care of school dental clinics has been sustained and
that further classes again have been enrolled during the past 12 months.

It is to be emphasised, however, that until a full dental nurse staff is
available, recourse must still be made to the emergency system of pro-
viding dental care for a section of the older primary school children,
that is, through private practitioners under the Social Security (Dental
Benefits) Regulations. It is recognised that this arrangement s not very
convenient as compared with the established plan of providing dental
care within the school precincts, but it has been acecepted as an interun
measure until such time as the normal ratio of school dental nurses to
children has been restored. This, according to the division’s long-term
staffing plan, should be achieved in the early 1960,

The final step in this plan was the establishment in 1956 of a third
School for Dental Nurses in Christchurch, which in February of this year
graduated a full draft of school dental nurses. This draft of 50, together
with 47 from the Auckland school and 95 graduates from Wellington, has
brought about the more favourable treatment position to which reference
has already been made.

The total number of children now under treatment by dental ofhicers
and school dental nurses in the School Dental Service 1s 338.735. This 1s
17,516 more than in 1957 and an increase of 86,261 since 1954,

The New Zealand School Dental Service continues to receive favour-
able attention from overseas. During the year the Director was invited to
participate in the proceedings of the Twelth International Dental
Congress at Rome and Mr J. Ll. Saunders, the immediate past Director,
was appointed a member of the WHO Expert Advisory Panel on Dental
Health and shortly leaves for Geneva to take part in discussions on the
use of auxiliary dental personnel. Visitors of note were Professor F. C.
Wilkinson, Dean, Eastman Dental Hospital, London, and Dr C. L.
Sebelius, Dental Health Officer, World Health Organisation. who were
both in New Zealand for short periods and during their stay saw various
phases of the division’s activities, Many requests for information about
the New Zealand system of training and employing school dental nurses
continue to be received.
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STAFF

On 31 March 1958 the professional and technical staff of the Dental
Division numbered 1,304, comprising 59 dental officers, 4 matrons, 5
hostel matrons, 29 dental nurse inspectors and dental tutor sisters, 775
school dental nurses (of whom 64 are part time), 407 student dental
nurses, and 25 dental attendants.

Up to the war years the Public Service Regulations required all
female officers in the Public Service to retire in the event of marriage.
This resulted in an unfortunate loss of trained and. in many cases, highly
efficient and experienced school dental nurses, Since the war most
trained school dental nurses remain in the Service for varying lengths of
time immediately after marriage, while others who have left return
when their children are reasonably independent of immediate maternal
care. The service given by married nurses is very considerable and at

March 1957 nearly 24 per cent of the total school dental nurse staff
we-m married women, of whom 34 had served more than five years after
marriage.

Of particular moment, in relation to staff, 15 the need to ensure that
the dental officer staff engaged in administration and teaching is main-
tained at greater strength, This applies particularly to the Schools for
Dental Nurses, The ability to teach is not an inherent attribute of every
dentist and a stage in the development of the Service has now been
reached where plans should be made to attract and retain able and
experienced dental teachers.

DENTAL PRACTITIONER SERVICE

Free dental care for adolescents up to 16 vears of age has been avail-
able since 1947 - a period of 11 years. It was originally planned that all
treatmnent for adolescents should be carried out in State clinics staffed
by salaried dental officers, and specially equipped clinics were established
for this purpose. At the same time, however, by arrangement with the
New Zealand Dental Association, it was agreed that private practi-
tioners should assist by rendering treatment for adolescents on a fee-for-
service basis under Social Security (Dental Benefits) Regulations as an
interim measure until such time as the salaried dental officer service could
be fully developed. The salaried service has made little progress because
of the difficulty of recruiting dental surgeons. With few exceptions it
15 staffed by dentists who have held Department of Health bursaries
during training and so are required to serve under the Crown (or with
an approved hospital board) for a specified period up to three years as
part of the agreement under which they held the bursary. On the other
hand. the Social Security dental benefits system has proved
acceptable to the dental profession and developed rapidly. During the
current year as a matter of expediency both the salaried dental officers
in State clinics and private practitioners have continued to treat groups
of children from the upper classes of certain primary schools, as well as
post-primary children up to the age of 16, in order to allow school dental
nurses to concentrate on the care of the younger age groups.
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(a) Treatment by Salaried Dental Officers of the Department

No new State dental clinics designed for dental officers have been
established during the year. The following are the statistics for the year
under review for clinics controlled by dental officers (fizures for the
previous year in parentheses) :

Table 35

Number of dental officers .. e 4 i 23 (18)
Number of dental attendants et o e 25 (17)
Number of treatment centres (including sub-bases) e 27 (17)
Mumber of schoolz under treatment . . o S 73 (6:4)
Number of patients under treatment e .. B,272  (7,148)
Operative dental treatment—

Total number of fillings .. e o .. 40,987 (33,283

Total number of teeth extracted .. w -« 3,503 (3,799)

Total number of operations . ik .. B6,601 (55,806)

(b) Treatment by Private Dental Practitioners

Statistics relating to treatment rendered under the Social Security
(Dental Benefits) Regulations for the year under review are as follows
(figures for the previous year in parentheses) :

Table 36

Number of children enrolled for general dental benefits

as at 31 March 1958 .. £a = .. 169,482 (172,724)
MNumber of children who eeased to be enrolled for

general dental benefits on attaining 16 years of age.. 28,640  (28,256)
Total amount paid private dental practitioners for

treatment rendered under dental benefits . £922,045 (£906,313)
MNumber of completed treatments in respect of which

the above sum was paid B S 272,020 (278,111)
Average cost per completed treatment for general

dental benefits Gy s by o £33 75 9d. (L3 4z 9d.)

Of the 789 private dental practitioners holding annual practising
certificates as at 31 March 1958, 588 had contracted to provide treat-
ment under the dental benefit system. This latter figure does not include
dentists who are employed by contracting dentists as assistants and
therefore the figure 588 does not represent a total number of dentists
engaged in providing dental benefit treatment.

SCHOOL DENTAL NURSE SERVICE

The following are the statistics relating to the work of the School
Dental Nurse Service (including the Schools for Dental Nurses) for the
year ended 31 March 1958 [‘the previnus years ﬁg‘l,lr{:.s in parentheses) :

Table 37

MNumber of school dental nurses 9 Lot e 175 (7000
Total number of treatment centres (including sub-bases) .. 808 (766)
Number of schools under treatment .. g o 2,404 (2 ,405)
Number of children under regular treatment .. 2 330,463 (314,071)

O tive dental treatment—
'otal number of fillings .. e £ .. 1,624,462 (1,571,39)
MNumber of teeth extracted e o e 86,785 (91,254)
Total number of operations. . i L .. 2,559,577 (2,420,667)

It is satisfactory to find again that there has been a further increase in
the enrolment of pre-school children at school dental clinics. The
number of pre-school children now receiving regular treatment is 52,860
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and as in the case of the last two years, represents more than one in every
three of all children between two and a half to five years of age in
New Zealand. This figure compares more than favourably with those
recorded in any other part of the world.

TRAINING SCHOOLS FOR DENTAL NURSES

During the year further progress has been made in providing facilities
for the division's full training programme planned to allow an intake of
200 students per vear. The extensions to the School for Dental Nurses,
Auckland, have now been completed and allow the original intake of
40 students per year to be increased to 50 or even 55 per year.

The School for Dental Nurses, Christchurch, continues to function
efficiently under most difficult conditions, training being carried
out partly in the hostel building, partly in the St. John Ambulance
building and partly in a temporary annexe which has been built in the
hostel grounds. The contract for the permanent school was let early in
the year and building operations have now commenced. It is expected
that the new building will be ready for occupation in May 1959, and
until then training must continue on a makeshift basis as at present.

In the 10-year period 1946-56 an average of 11 per cent of those
commencing training failed to complete the course. Of the 89 per cent
completing the course approximately 86 per cent graduated at the end
of two years, 5 per cent between two years one month and two years
and six months. and 9 per cent between two years six months and three
VEears.

Now that the required maximum intake of students has become
possible the next step i1s consideration of ways and means of reducing
the loss during training. As a result of observations overseas I am confident
that a bigger ratio of teachers to students and better teaching aids would
tnalc‘rLu]I}' assist in this direction.

REFRESHER COURSE

The one course organised in the year under review was held in May
1957 at the Wellington school and was attended by 22 nurses, all of
whom had graduated from the Wellington school more than 10 years
previously. As has been the experience in other years, the course of in-
struction and lectures was inuch appreciated by all nurses attending.
Short refresher courses at regular intervals for dental staff engaged in
public health work are a prominent feature of overseas dental health
services, This, with our own experience, seems to confirmn that the
proposed plan to recall all dental nurse staff for a short refresher course
at the end of each five vears field service is sound policy.

HEALTH EDUCATION

It 1s recognised as essential that children should be educated to under-
stand and observe the principles of oral hygiene, and to this end school
dental nurses keep up as a routine the personal instruction of children in
home care of the mouth, lectures and addresses to parents and the
preparation of health exhibits and stalls for public functions. The depart-
ment has in its 775 school dental nurses working in 2404 schools through-
out New Zealand a tremendous potential for health education work,



87 H. 31

which at the present time. is not being utilised to the full. The immediate
need is a senior officer in the Division of Dental Hygiene to organise and
direct dental health education throughout New Zealand and [ propose
that as soon as the Head Office staff of this Division is again at full
strength that one senior officer should devote much of his time to this
activity. The two Health Education Tutor Sisters, already engaged full
time in dental health education work. prepare teaching material and
assist and direct field nurses in dental health education acuvity as far
as it is possible to achieve in the limited time at their disposal.

DIRECTOR’S TOUR OVERSEAS

During the year under review the Director, Dr J. B. Bibby, was
absent from New Zealand for eight months on sabbatical leave. the
control of the division during his absence being placed in the hands of
the Deputy Director, Dr G. H. Leslie. On the first stage of the Director’s
tour he visited certain of the South-East Asian countries including
Malaya, Indonesia, North Borneo, Thailand, Burma, and Cevlon in
connection with assiutimcﬁ siven to dental services in these countries
by the New Zealand Government under the Colombo Plan. Later he
attended the Twelith International Dental Congress held at Rome as
the New Zealand Government representative, and also visited Great
Britain, Scandinavia. and the United States, to study recent developments
in dental science and practice, especially in the field of preventive and
public health dentistry, health education, and research.

COLOMBO PLAN

The division has contlnur.l;] to give assistance where sought in the
development of dental services in the countries of the Western Pacific
and South-East Asia regions. :

The School for Dental Nurses in Ceylon, which was established under
the immediate direction of Mr F. B. Rice, was officially opened by the
Right Hon. Walter Nash on 21 March 1958. Mr Rice, whose term of
duty in connection with the School Dental Service in Ceylon expired at
the end of 1957, has been seconded to Ceylon at the request of the
Ceylon Government for a further six months, in order to undertake a
dental survey and to present a plan for the coordination of all dental
services in the island.

During the year Miss The Gwat Lan [rom Indonesia completed
three months’ study of the New Zealand Dental Service, and Miss
Buddaruckit of Thailand returned to her home country after a two-year
course of special duty.

Dental officers from Thailand and Ceylon are at present attached to
the Wellington and Auckland schools respectively, and students from
Borneo, Sarawak, and Thailand are in training.

DENTAL BURSARIES

New bursaries were granted to nine dental students during thc 12
months ending 31 March 1958. Of the bursaries granted in previous
years 38 were renewed, seven were suspended temporarily, and five
terminated at the request of the bursary holders. The total number of
bursaries held on March 1938, including those temporarily suspended
was 39.
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REPORT OF THE DIRECTOR, DIVISION OF
HEALTH EDUCATION AND MATERNAL
WELFARE

During the vear a new Division of Health Education and Maternal
Welfare was established and this numerically replaces in this report the
pre-existing Division of Private and Maternity Hospitals. The new Direc-
tor, Dr C. N. D. Taylor, is at present overseas on a World Health Orga-
nisation Fellowship studying all aspects of health education administra-
tion in the United States and the United Kingdom. This first report of
the division has been prepared by other officers concerned and is
submitted on Dr Taylor's behalf.

HEALTH EDUCATION

Health education as a unit of the Department has progressed consider-
ably during the vear. In 1957 the branch was given the status of a
division and Dr C. N, D. Taylor was appointed Director. The establish-
ment of health education officers was aﬁo increased from nine to sixteen
so that every health district now has the benefit of the services of these
specialist officers. Two health education officers are stationed at Auck-

land, Wellington, and Christchurch and one in each of the other health
districts.

Health education activities were continued during the vear as an in-
tegral part of Health Departiment preventive planning and perform-
ance. Much in-service training was again carried out with various groups
at the Nurses’ Post-Graduate School, the short onentation course for
public health nurses, the training course for inspectors of health, and
the training school for dental nurses. Eleven new health education officers
were also trained in principles and methods of health education of the
public prior to posting to various health districts.

Field personnel were active in disseminating the Departinent’s teach-
ing in all aspects of preventive medicine through group instruction.
Increasing public awareness in the value of this teaching is evidenced
by a continually growing demand for these services.

In addition to the individual efforts of field officers, team work was
common to all districts, the main attack being on education in hydatid
control. District meetings were convened by the medical officers of health
when plans of attack to be implemented by the teams were worked out,
The Health Department is working in collaboration with the Department
of Agriculture in this project.

District health education committees met regularly throughout the
vear determining local priorities and needs in health education work.
Many displavs and exhibits were prepared by district personnel and pre-
sented at industrial fairs, agricultural and pastural shows, and the like.
Here again hydatids was the predominent theme, but foodhandling,
sanitation, home safety, pasteurised milk, etc., were also featured in many
of the districts.
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In August the health education officers were assembled in Wellington
for a three-day refresher course during which aspects and problems of
the work were discussed. A feature of the course was a workshop at
which the officers exchanged ideas and experiences. The exchange of
ideas again proved stimulating and of mutual benefit.

The head office health education committee has continued the national
health advertisements in the main daily newspapers and periodicals,
health advice panels were displayed in 400 railway carriages, and a large
hoarding outside the Wellington Railway Station carried health messages.
Almost 13 million pulls of current and past advertisements were supplied
as hand-out leaflets; eight new pamphlets were issued and five more put
into production, and 22 new titles were added to the film library cata-
logue, bringing the total up to 477. To augment the intensive anti-hydatid
campaign a new flannelgraph was produced, a revised filmstrip and
booklet were issued, the number of circulating copies of the sound film
This Dog is Dangerous was increased to 34, and special hydatid adver-
tisements were featured in country newspapers and farmers’ periodicals.

Circulation of the Department’s official bulletin Health was maintained
at 50,000 copies per issue. Four issues were printed during the year. The
national weekly radio talks were continued over the YA and ZB net-
works and numerous requests for cyclostyled copies of the talks were
received during the year. :

Throughout the Department a wide variety of educational media were
used to suggest action to the individual to improve personal, family, and
community health.

MATERNAL WELFARE

Statistics Relating to Maternal and Infant Care

Statistics relating to birthrates and maternal and infant mortality are
given in Table 38, an analysis of the causes of maternal deaths in Table
39, and the statistics relating to confinements in maternity hospitals with
the complications encountered are given in Table 40. In Table 39 com-
parative figures for 1956 are given and in Table 38 figures for the vears
1953 to 1957 inclusive are shown.

The maternal mortality rate (excluding septic abortion) for Europeans
is 0°54 per 1,000 live births compared with a rate of 0:28 per 1,000 live
births for 1956. It will be seen that in general terms the number of
deaths attributed to some condition complicating the delivery rose from
six to 14 and the number due to some toxaemic cause rose from six to 10.
The absolute numbers of the deaths are small and the increase of one
death under several headings is sufficient to contribute significantly to the
overall rate. An increase of one death is seen under nine headings: an
mncrease of two deaths under three headings: no change in the number of
deaths is seen under two headings, and a decrease of one death is seen
under two headings. It is notable that as in 1956 only one death was
ascribed to sepsis, excluding cases of septic abortion, which was two com-
pared with three in 1956,

The maternal mortality rate (excluding septic abortion) for Maoris is
1°36 per 1,000 live births, compared with 1-30 per 1,000 live births for
1956. Here the absolute numbers under all headings are very small. It
is again notable that infection was incriminated in only one case and
there was no case of septic abortion recorded.
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The infant mortality rate for Europeans is essentially unchanged at
19-98 deaths per 1,000 live births. The Maori rate has risen from 5436
to 57-90 per 1,000 live births, The combined rate is 24-28, compared
with 23-20 deaths per 1,000 live births in 1956,

The stillbirth rates for Europeans and for Maoris show a decrease to
give a combined rate of 1575, compared with 17-06 stillbirths per 1,000
total births in 1956,

The combined neo-natal death rate is 1467, compared with 1407
deaths per 1,000 live births in 1956.

The combined stillbirth rate and neo-natal death rate of 30-19 per 1,000
total births is better than the corresponding rate of 30-89 of 1956,

Epidemiological Investigations Relating to Maternal and Child Welfare

During the year a number of epidemiological investigations were made
to gather data dealing with staphylococeal infection in hospitals. In this
work acknowledgment is made of the meticulous work of Dr H. T.
Knights of the National Health Institute.

A paper is shortly to be submitted by him for publication in the New
Zealand Medical Journal.

It is early to judge the result of measures taken to prevent infection or
to minimise its incidence, but action taken ranges {rom the use of special
soaps and creams and tﬂpica] antibiotics to rooming-in facilities and the
installation of air-conditioning systems.

The failure of a second line of defence in the nature of antibiotics has
more than ever showed the vital need of attending to the first principles
of a sepsis in techniques associated with childbirth.

I. J. JEFFERY,
for Director, Division of Health Education and
Maternal Welfare.
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Table 3%—Maternal Deaths, 1956 and 1957

Number af Rate Per 1
ouile ™ || ke Birtha
Causes of Death
1956 1957 | 1956 1957
A. EvrorEaN !
642. Toxacmia of pregnancy—
642.1. Renal discase arising during pmgnimc}r i 1 e || D2
642.2. Pre-cclampsia of pregnancy 1 o | 002 s
642.3. Eclampsia ofprcgnanc}r i - 2 1 | 0-04 | 0-02
642.5. Other .. LY i 3 5 | 006 | 0-10
6 7 |0-12 |0-14
645. Ectopic pregnancy— |
E-‘!‘glﬁ Without mention of sepsis . . ST 1 .. | 0+02
648. Other complications arising fmm prcg-nanq"—
648.3. Other .. T 1 .. | 0-02
650. Abortion without mention of sepsis or toxaemia—
650.0. Spontanecus or unspecified .. S 1 . 002
651. Abortion with sepsis— i
651.0. Spontancous or unspecified . . it ell] (st o IR 2
651.2. Induced for other than medical reasons 3 1 | 0-06 0-02
3 | 2 |0-06|0-04
652. Abortion with toxaemia, without mention of sepsis— i
652.1. Induced for medical reasons o = | E 0-02
670. Delivery complicated by pl:m:nta pracwa or ante- it
partum haemorrhage 1 3 |0:02]0-05
671.  Delivery complicated by retained placenta =% 1 2 | 0-02 |0-04
672. Delivery mmplmated by other t - partum :
Woeisiour e 2 BN PR F
o Bl
675. Delivery complicated by prolonged labour | 2 0-04
677. Delivery with other trauma .. L o 3 L 3 | 0-06 | 0:05
678. Delivery with other complications of childbirth . 1 0-02
681. Sepsis of childbirth and the puerperium 4 1 1 |0-02(0-02
682. Puerperal phlebitis and thrombosis 2 = 1 o 0-02
686. Puerperal toxaemia e i vl 2 I .. | 0-04
688. Other and unspecified complications of the puer- | I
Tum—
ﬁﬂgg. Sudden death from unknown cause .. | .. 1 | 0-02
Totals, including septic abortion . . .| 17 | 30 |034]0-58
Totals, excluding septic abortion .. .| 14 | 28 |0-28 054
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REPORT OF THE DIRECTOR, DIVISION OF
TUBERCULOSIS

No alteration has been made to the existing programme for the control
of tuberculosis. The programme is based on close cooperation between
the curative and diagnostic services of hospital boards and the district
health offices working in the epidemiological field.

District health offices have been active in case finding with mass
miniature radiography. There are now nine units operating throughout
the country, during the year a new unit being stationed at Gisborne.

Some 242332 persons were examined and 380 active cases of
tuberculosis found (a rate of 156 per 1,000 examinations). Departmental
units were therefore responsible for the discovery of 248 per cent of all
notified pulmonary cases.

The following table shows the results achieved:

Table 41
i Tuberculosis
s : e . Chek Cardi
L | pctive | Lung | Viscular
Healbed ; Inactive | Active Per 1000 SRR
| I Examined
001 .. | 33,418| 310 178 5 | 167 274 154
002 = 42 830 322 202 bt 1-54 177 38
003 = 31,269 403 15 42 1-34 15 68
{mt - o ) Ca E r CREY &= & =
005 o5 25,437 354 a7 26 1-02 300 131
006 Hy 22,877 531 14 25 1-049 18 o4
007 - 32,368 33 i 55 1-70 482 5
008 5 7,095 il 113 16 2-08 98 08
009 5 25,889 113 L 30 1-16 210 (15
010 i 20,549 82 63 64 212 263 60
Totals '
1957 | 242,332 | 2,248 716 | 380 1-56 | 1,837 734
1956 202,672 2,391 550 | 359 1-77 2,352 G473
1955 126,377 ‘ 1,619 335 | 258 2-04 1,357 Tal
1

*Under contrel of Otago Hospital Boand.

In spite of the extra work load due to the extensive poliomyelitis
inoculation campaign, field staff continued with the Mantoux testing
of contacts of cases, hospital personnel, and secondary school children.
Negative tuberculin reactors were offered B.C.G. vaccination. Results
obtained from Mantoux testing over the last few years have indicated
that the infection rate is little different in Europeans and Maoris. This
finding is rather surprising in view of the higher incidence and mortality
experienced by the Maori race. The separate reporting of Mantoux
results from the two racial groups has therefore been discontinued in the
meantime, (See Table 42.)
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Waiting lists for sanatoria and hospital beds throughout the country
have disappeared and, indeed, surplus accommodation is available in
most institutions. This change has been brought about by modern
treatment which has also had the effect of increasing the attendances at
outpatient clinics as more cases are dealt with on a domiciliary basis.

Statistical tables are appended and it is to be noted that again there
was a slight fall in the number of cases notified to 1,781. The fall, how-
ever, has been steady over the last few years and this figure is 292
fewer than the notifications of five years ago. Such decrease as has
occurred is evident mainly in the European population, in females rather
than males, and in the younger rather than the older age groups.

For the year 1957 the mortality from tuberculosis was slightly higher
than for the previous year. For 19537 the overall mortality was 11'2 per
100,000 (European rate 87, Macri rate 48-9).

The thanks of the division are due to all those whose work has
contributed to the results achieved.

G. O. L. DEMPSTER,

Director, Division of Tubercuiosis.
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REPORT OF DIRECTOR, DIVISION OF
CLINICAL SERVICES

A good deal of attention has been directed this year to the promotion
of closer cooperation between the Department and medical practice.
This policy is based on the belief that without mutual understanding
and respect no worth-while progress can be made.

During the year I was privileged to address special meetings of the
12 largest divisions of the British Medical Association on the aims and
policy of the Department in relation to the medical scheme. These
meetings were well attended, and they obviously helped to clear up
many misconceptions about the attitude of the Department, When visiting
the various centres I also took the opportunity of calling on as many
doctors as possible in their own surgeries to gain impressions of general
practice, exchange information and ideas, and invite criticism of the
administration of the scheme.

An important step in the same direction was the appointment of
Dr T. L. Hayes as Assistant Director. He was selected partly on account
of his former traming in pharmacy and, equally important, because of
his recent experience in general practice. He has already shown how
great a contribution can be made by an appointment of this kind, not
only to the efficient running of the division, but in fostering gmd will
between the Department and the medical and pharmaceutical professions.

Finally, there are the Prescriber’s Notes, which are now issued regularly
to all medical practitioners and senior medical students, These are of
three kinds: Clinical Services Letters, Notes on Prescribing Costs, and
Therapeutic Notes, Fourteen were issued this year. They provide a useful
medium for passing on information to prescribers, particularly about new
and expensive remedies, emphasis b!:inq laid on comparative costs, They
go some little way towards countering the sales propaganda so vigorously
punuml by the drug manufacturers. In addition, information of a detailed
and personal nature is now being issued to individual doctors about
their own prescribing patterns, based on studies of batches of their
prescriptions. Shortage of qualified stafil has hampered this development,
but it is now progressing fairly satisfactorily.

“Difficult Doctors™

It is often said that doctors in the mass are difficult people to deal with.
Experience in the past year has shown, however, that the profession in
New Zealand responds well to a reasonable approach. This year's
improvement in prescribing statistics (described below) is striking
evidence of this. So long as the average doctor feels that the administra-
tion of the scheme is in the hands of members of his own profession who
understand and respect his point of view and are zealous, as he is, for
the profession’s standing and good name, he will be more than willing
to cooperate.

In my contacts with practitioners this year, whether singly or in
groups, I have met with nothing but good will, reasonable criticism
where such has been offered, and every evidence of a general desire
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to further the interest of good medicine. The shortcomings of the service,
and of individual practitioners here and there, readily find publlc.u‘.',-',
and it is all too easy to make the doctor the scapegoat for the rising
cost of the medical scheme. But the truth is that taking it all over, the
standard of general practice in this country is exceedingly high; the
more | see of it, the more impressive I find it.

Pharmaceutical Benefits

The total cost of pharlnucumical benefits in 195758 was £106,016
lower than the previous year’s total, and more than £500,000 below
this year’s estimate. Apart from 1953-54 (when the restriction of
ordinary prescriptions to a 15 days’ supply was introduced) this is the
only occasion when expenditure on this item has dropped below that of
the previous year.

By way of contrast, a year ago we had to record an increase of over
£500,000, the previous year of almost £1,000,000.

From 1 June 1957, on the advice of the Special Committee on
Pharmaceutical Benefits, ordinary preseriptions were restricted to a
quantity not exceeding 10 days’ supply, instead of 15 as hitherto. At the
same time the extended supply provisions were relaxed, permitting the
issue of specially endorsed prescriptions for any period of from one to
three months (previously two to three months only ).

The precise effects of these changes are hard it estimate. They
resulted in an immediate, though temporary, drop in the average cost
of prescriptions. Rates of prescribing are even more important, however,
than average cost, and there is a tendency to an inverse rrlalmmlup
between the two., It is interesting to note, therefore, that the actual
recessions in quarterly payments which occurred this year were not
closely related to the fall in the average cost of prescriptions which
followed on the quantity restrictions imposed on 1 June. Considering
drugs, etc., supplied by chermists only:

Ouarterly Paymenis

Average Cost per Pres- 1957-58
cription (Shllings) Compared With

Cluarter 1956-57  1957-58 1956-57
April to June .. vid S 8 [ 7-43 — 146,595
July to September i .. 7-18 7-10* + 33,240
October to December .. e deal] 7:25 TR 575
January to March " TR ) 7-53 — 88,024
Whole year S e =28 732 —121,854

* Following quantity restriction, commenced 1 June.

This year’s improvement as a whole has been the combined result of a
halt in the rising average cost of prescriptions, and a drop in the total
number issued. There were 12,203,567 prescriptions passed for payment
this year, as compared with 12,561,970 last year. The fact that there
has been no corresponding drop in the number of visits to or by doctors
suggests that this fall has not been due to a lessened amount of illness
compared with the previous year. As the population has, of course,
increased, this i1s very encouraging, especially as we have continued to
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widen the Drug Tariff by adding a considerable number of new and
expensive drugs to the free list. My impression is that an increasing
awareness on the part of doctors of the umportance of pharmaceutical
costs, and their growing interest in this aspect of their work, have been
responsible in large measure for the improvement noted.

Prescribing Patterns

Patterns of prescribing, in regard to frequency and average cost per
prescription, vary enormously between different doctors, and from place
to place. This can be seen if we compare the ﬁguucs from the four
Pricing Office Areas* into which the Dominion is divided:

e Prescripti A Cost Cost per Head
Pricing Citice flren Head nrll'pl-:::un[:‘l.:lrtli‘;n pn:rvll-:'rratl;;riplinn of Pap I.TJ.I.IIDI'I
5. d. ,g d.
Auckland 60 i 8 6 0
Dunedin 5-9 7 2 2.2 5
Wellington 4-8 7 2% 114 7
Christchurch 5:0 6 9% 114 1
Dominion 5:5 7 3% 200

Let us now see what would have been the effect on the total cost last
vear if all doctors had been prescribing on the patterns of the different
areas:

*Include the following health districts (1958) :

Auckland Wellington Christchurch Dunedin
Whangarei Gishorne Nelson Dunedin
Auckland New Plymouth G outh Invercargill
Hamilton Palmerston North  Christchurch
Rotorua Wellington Timaru

Figures in the table have been corrected to allow for arrears of payment at
the beginning and end of the year, and therefore represent prescriptions actually
issued during the current year in each area,

Diominion TT;};lI"-:"uu;d Have Been -
Applying the Preseriling ] i
FP\!}'II?IIEE:[:"“ afl g Actil c;]'
Prescriptions Clost
£ Per Cent
Auckland o s 13-40 5-14 <+15-2
Dunedin i Sk 13-17 472 + 5-8
Wellington H b 10-72 5-86 —15-4
Christchurch - A 11-16 3-80 —14-8
Actual figures .. . 12-20 446 3

The “Auckland pattern”, applied throughout, would have cost an
extra £680,000-0dd. The “Christchurch pattern” could have saved the
country about £660,000.



105 H. 31

These variations become even more impressive if we examine the
rates of prescribing of the broad-spectrum antibiotics. These form one
of the most expensive classes of drugs in common use, prescriptions
averaging in cost about £2 4s. each. Here are the figures for the past
three years:

Broad-S pectrum Antibiotics (Fourth Schedule): Prescriptions per 1,000
Population in the Four Pricing Office Areas

Year Ending 31 March— Aunckland Wellington | Christchurch | Dunedin Diominion
1956 . . s g 123 B0 G4 44 82
1957 .. i S 143 75 50 51 93
1958 .. s e 134 a0 44 72 94

Taking this three-year period as a whole, the rate for Auckland was
118 per cent above that for the rest of the Domimion, and 147 per cent
above Christchurch.

“Good, doctoring” does not imply expensive prescribing, but rather
the reverse. The Dominion average prescription cost last year was
7s. 33d. In a list which was drawn up for me of 20 experienced and
lnghly respected practitioners in one centre, there were 10 whose average
prescription cost, as a group, was Js. [Thf:. average [or all twenty was
Js. 10d.) A ge:ueral average of 5s. a prescnptmn would not, therefore,
be incompatable with good medicine. This figure, and a prcscrlhmg, rate
of 45 per head of population (about the average for the past 10 years),
would have resulted 1n a total cost last year of about £2,500,000, in
other words, in a saving of about £2,000,000. But such could only happen
in a perfect world.

And the Future?

It would be foolish to suggest, because there has been a break in
the rising costs of pharmaceutical benefits this year, that they can be
pegeed at their present level. This could only be done at the expense
of progress in methods of treatment, and that is something this country
simply cannot afford.

New Zealand gets good value for its expenditure on drugs. There can
be no doubt whatever that the savings achieved in recent years, in lives
and human suffering, in economic losses through illness and injury,
have been worth far more, even in terms of cash, than has ever been
spent on prescriptions. Wasteful and careless prescribing must be
checked; but even if everything of that nature is taken into account,
we have still been getting value for our money.

New and potent remedies will continue to be produced as time goes
on. They will be costly; but we cannot afford to do without them.
While pursuing a vigorous campaign for careful prescribing, therefore,
we must continue our policy of making the best of the new drugﬁ
available at the cost of the Fund as soon as their worth has been
established. There can be no standing still, no holding fast to the
present position. Any such plan would be shortsighted in the extreme.

I do not believe that, by and large, New Zealand’s figures for medical
attention are cxﬂ&s&w&ly high. Visits to (or by} doctors Lm year
averaged 43 per head of population, Great Britain’s figure is 5; and
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in the United States, where medical charges, with no social security
medical scheme, are notoriously high, the latest figure for private
practitioner visits is 3-7%. Similarly, our last year’s ﬁgure of 35 preserip-
tions a head (representing about three separate prescription forms) is
nothing out of the way. Good doctoring could probably reduce the
figures, both for services and for prescriptions per head, to about 4.
With a fully available medical service I should not expect them to fall
much lower.

Tables 47 and 48 give details of the year's expenditure on the various
health benefits. The total cost was only £285,595 above the previous
year’s total, which may be compared with increases of £1,225,558 and
£2.958,230 in the two preceding vears. It was £748,093 below this
year's estimates.

*Health Statistics from the U.S. National Health Survey, February 1958.

Table 48 includes a column showing the average payments to doctors
for general medical services. The Dominion average is only £2,114.
If 40 per cent be added for additional charges to patients, and
£1,250 deducted for practice expenses, the average net income is reduced
to £1,710 per annum.*

I desire once more to commend the excellent work done by the
staff of this division during the year. They are a first-class team, and it
has been a pleasure to work with them. My thanks are due also to the
medical officers of health and their staffs, and the members of the
various advisory committees who have given so much willing assistance
during the year.

A. W. 5. Tuomrson,
Director, Division of Clinical Services.

#This is probably a generous estimate. Detailed studies in 1953 indicated that
additional charges to patients in city general practice averaged only 27 per cent of
G.M.5. payments, while practice expenses exceeded £1,500 per annum—(N.Z,
Med. Journ., June 1953, p. 200).
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REPORT OF DIRECTOR, DIVISION OF
PHYSICAL MEDICINE

RHEUMATIC DISEASES

No major changes have occurred in the work of this Division in respect
of rheumatic diseases.

Experience at the Queen Elizabeth Hospital during the year shows
that oral steroids are being widely used, but are not so much abused as
formerly. How much real benefit they are capable of producing over a
period is still open to question, Chloroquine is rapidly becoming the most
fashionable drug, but it is too early to give a considered opinion on its
clinical effectiveness. At least there have so far been no reports of any
harm eventuating from its use, and it has the merit of being considerably
cheaper than previous anti-rheumatic pharmaceuticals. It would seem
that as far as rheumatoid arthritis is concerned the disease pursues an
unalterable course, temporarily modified by certain potent steroids, but
with no specific remedy. Rational treatment therefore is directed to
prevent deformities, encourage muscle and joint activity after any acute
process has subsided, and prevent pain by adequate rest, analyosics, and
heat. For those with chronic disability much can be done by teaching
them methods of overcoming the effects of their disabilities by adapting
their clothing, their household equipment, and furniture to suit their
needs, By so doing sufferers from rheumatic diseases learn to live with
their disabilities and the emphasis is on what they can do rather than
on what is no longer possible to them.

The use of hydrocortisone injections into painful joints has, however,
been justified. By its use mobility has been restored to painful and stiff
joints more safely, surely, and cheaply than is the case with oral steroids.

Further study is required to improve diagnosis. The border line be-
tween rheumatoid arthritis and osteo-arthritis is becoming less well
defined, and the diagnosis of underlying causes responsible for “fibrositis™,
“neuritis”, and mere “rheumatism™ leaves much room for improvement.

The incidence of rheumatic fever in New Zealand is difficult to esti-
mate with any accuracy as the disease is not notifiable, but it appears to
be more common than in the United Kingdom. Reference to statistics
of hospital records shows that the number is not insignificant and it has
to be realised that hospitals do not admit all cases of rheumatic fever.
What is significant, however, is that the deaths from rheumatic heart
disease (a usual development from repeated attacks of rheumatic fever)
have not declined during the last five years as have other diseases, The
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following extract from Table 54 on page 119 elsewhere in the Depart-
ment’s report illustrates this:

Table 49

S — — =SSR N T —— - —

: Dweath Rates per 1,000,000
Mumber of Deaths Mean Fopulation

Causes of Denth

1953 | 1954 | 1955 | 1956 | 1

|354|l95ﬁ 1956 | 1957

e —

Tuberculosis, all forms. . | 357 | 304 | 293 | 239 | 254 | 174 H-5| 137 | 110 | 114
Rheumatic fever and
chronic rheumatic |
heart disease .. | 204 | 255 | 252 (230 | 274 | 143 | 122 | 118 | 109 | 123

In 1953 there were 63 (in 1952, 143) more deaths from tuberculosis
than from rheumatic fever and chronic rheumatic heart disease, where-
as in 1957 there were 20 less. In 1952 the death rate from tuberculosis
was 30 per cent higher than that for rheumatic fever and rheumatic
heart disease. In 1957 it was 7 per cent less.

The development of heart disease occurs more frequently in people
suffering from recurrent attacks of rheumatic fever than it does after
a single attack. Modern methods of prophylaxis can prevent the re-
currence of an attack in a susceptible person. It is therefore essential that
the first attacks are diagnosed by careful routine examination of all
children and that the patients are subsequently kept under medical
supervision and prophylactic treatment given for some years if similar
improvements are to be obtained in the statistics of rheumatic fever as
has been the case in tuberculosis.

It is proposed very shortly to institute facilities at the Queen Elizabeth
Hospital, Rotorua, for the investigation and diagnosis of doubtful cases
of rheumatic fever and chorea in children. So many of these cases remain-
undiagnosed and therefore escape the precautionary measures which
can be taken to prevent a recurrent attack.

In spite of the serious shortage of staff the Queen Elizabeth Hospital
cooperated with the School of Social Science of Victoria University
in a rheumatism survey of the borough of Rotorua. The work would have
been completed by now had more staff been available, but it is hoped to
complete it during 1958, The survey is designed to provide controls so
that certain social factors in the control group can be compared with
those of the Queen Elizabeth Hospital inpatients.

The New Zealand Rheumatism Association Conference was held at
the Queen Elizabeth Hospital in October. Originally a combined con-
ference and post-graduate course was planned, but the latter had to be
abandoned because of inadequate medical staff.

CEREBRAL PALSY

It has not been possible to extend appreciably existing facilities for
cerebral palsy work. The unit at Rotorua has been seriously hampered
by lack of staff and, in order to give an effective service, admissions have
been restricted. The policy of giving priority to children under the age
of five has been continued.
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The wisiting physiotherapy service was extended for a short time
during the year by the appointment of Miss B, Fisher in the Palmerston
North district, but she resigned on marriage early in 1958, Unfortunately
it has not been possible to find suitable therapists to cover the needs in
other areas of the country, in spite of every effort to secure suitable
staff. While overseas, however, during the year I received tentative
applications for one of these posts from several suitable people who had
heard of New Zealand’s scheme, an account of which was given by me at
the Annual Congress of the International Society for the Welfare of
Cripples in London in July 1957, and it is hoped that it may be possible
to secure their services later. There is no doubt whatever that this is the
best method of tackling the problem of cerebral palsy as it institutes
treatment at the optimum time, i.e., as soon as the condition is diagnesed.
It takes advantage of the mother's natural instinet to devote special time
and effort to the most ailing member of the family — and it effectively
meets all criticism regarding the possible bad psychological effects on the
child of separating it from its mother and its home. Finally, to come
down to real “earth”, it is much the least costly method.

Results achieved in the South Island, where the scheme has been
operating for some years, are extremely satisfactory.

There will, however, always be room for cerebral palsy schools, but
these should be restricted to catering—
(a) For those children with normal intelligence who are so severely
physically handicapped that special methods of education and
management are essential:

(b) For those children whose homes are unsatisfactory.

It is a mistake for children with an intellectual handicap to be admit-
ted to these schools, even if they have severe cerebral palsy. Not only do
they take up an undue proportion of the time of the staff, but their mere
presence tends to diminish the status of the schools in the eyes of the
parents. If mentally defective cerebral palsy children are admitted they
should be gathered in a special class, as would be the case with backward
children in an ordinary school.

Although the causes of cerebral palsy are becoming more evident as
the result of research, and although measures such as exchange transfu-
sion have been introduced to prevent it, it is unlikely that the number
will drop. Se many premature babies, who in days gone by would have
died, are now enabled to survive through advances in treatment and
management, but with some form of brain damage. It is essential,
therefore, that plans for the early diagnosis and treatment of these
children should be persevered with.

PHYSIOTHERAPY

A major anxiety during the year was occasioned by a falling off in
the teaching staff of the New Zealand School of Physiotherapy in
Dunedin. It was thought that it would be necessary to curtail the
number of students. In spite of this, however, by taking larger classes
the school managed to carry on and 63 students were accepted for
the class starting in 1958. There are 42 students in their second year
and 42 in the third year. The need for qualified teachers of physio-
therapy is very great and considerable difficulty is being experienced
in obtaining them,
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The bursary scheme continues to operate satisfactorily, 54 being
awarded in 1957, in addition to 68 being renewed. There are now
55 qualified bursary physiotherapists under contract to work in hospitals
for a period of two years following qualification.

The staffing position in hospitals is still unsatisfactory, there being
an average shortage during the year of 44, iLe., approximately 20 per
cent. Towards the end of the year the ]'J-D'-T-lliﬂl'.l improved largely as a
result of the arrival in this country of overseas-trained physiotherapists.

During the year 20 hospitals, including the four physiotherapy sub-
sidiary schools, were visited by the Inspecting Physiotherapist.

OCCUPATIONAL THERAPY

There are at present 68 students in training and 79 New Zealand-
trained occupational therapists are working in hospitals and institutions
in this count During the year 28 students became registered as
occupational tlcrapists. With the wider demand for occupational
therapy for rehabilitation schemes and sheltered workshops, and its in-
creasing use in hospitals and geriatric centres, these numbers are quite
inadequate to fill the needs. The course of training will be increased
to three years commencing July 1958 to bring it into line with training
overseas and this will make the shortage more apparent.

Owing to staff shortage it has not been possible for the principal
of the school to carry out any inspection of occupational therapy in
hospitals.

QUEEN ELIZABETH HOSPITAL

The matron was able to start a nursing-aid training scheme during
the year. This should provide some incentive to girls wishing to acquire
nursing recognition and experience without having to undergo the full
training course.

Arrangements with the Rotorua Borough Council for the acquisition
by the Crown of the land on which the hospital stands are still not
finalised. A great deal of maintenance work has been accomplished
during the year and the Occupational Therapy Department has been
extended.

The number of patients admitted for the year ended 31 December
1957 was 654 as compared with 509 for the nine months ended 31
December 1956. Owing to shortage of staff it was not possible to keep
the hospital full, nor was it possible to carry out the post-graduate course
for doctors, nor the education programme for the public as had been
planned. Much, however, was done by articles written by the medical
staff in professional and lay journals.

Stall

The Medical Superintendent, Dr W. 5. Wallis, retured in May and
was replaced by Dr B. S. Rose, the Senior ["h}rsrman Unfortunately
Dir 'ﬁallls died suddenly in Scpu:mbc; 1957. I would like to take this
occasion to record my appreciation of Dr Wallis's great services in
helping to establish the Queen Elizabeth Hospital as a rheumatism
centre. Dr Blair who carried out the work at the Bathhouse in addition
to his consultative capacity at the Queen Elizabeth Hospital retired early
in 1957. He had been associated with the Bathhouse since November
1938 and his wide experience and clinical sense made him a worthy
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recipient of the O.B.E. with which he was rewarded on his retirement.
Reorganisation of the medical work at Queen Ehzabeth Hﬂspital was
designed to provide for supervision of hydrotherapy activities by a
physician of the hospital, thus linking more closely the work of the two
institutions, and for additional junior medical officers to be appeinted.
Unfortunately no applications were received to repeated advertisements
unti]l the end of the year. This imposed a great strain on Dr Rose and Dr
Isdale, and also on Dr Ridings who gave part-time assistance.

Bathhouse

The reorganisation referred to in the above paragraph led to a rumour
that the Bathhouse was to be closed down. An inter-departmental com-
mittee was appointed to consider the whole question of the continued
use of the Bathhouse or the provision of suitable alternatives. The com-
mittee has made interim recommendations to the Minister, Meanwhile
the work has continued, but owing to the complete deterioration of the

ipe line from the Priest Spring, Priest water has not been available
at the Bathhouse for some months.

GENERAL MATTERS

An event of interest which took place during the year was the
reopening by the Hon. J. R. Hanan, then Minister of Health, of the
Pukeora Sanatorium as a home for chronic physically disabled young
people. The home is designed to atford care and maintenance to those
voung people so physically disabled that they are unable to fend for
themselves and whose parents are unable to look after them on account
of age, infirmity, or other reasons. The home is under the management
of the Waipawa Hospital Board and has accommodation for 41 residents.
As these patients’ onll-,f alternative would be the chronic wards of public
hospitals 1t is felt that the scheme should provide a satisfactory solution
to what has hitherto been an unsatisfactory position. The indications for
admission at present are that applicants should be between the ages of
16 and 30, that they should be so severely physically disabled that they
cannot manage to look after themselves independently of outside help,
and that they should have no serious intellectual disability. At the time
of making this report the home is full on the male side, but there are
some vacancies for females.

In conclusion, I would like to acknowledge the help Dr Turbott
gave in looking after the work of the division during my absence over-
seas. It is also a great pleasure to place on record my appreciation of
the work of the staff of the Queen Elizabeth Hospital, my colleagues and
Section Clerk at head ofhce. and to the Crippled Children’s Society.

G. A. Q. LENNANE,
Director, Division of Physical Medicine.
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REPORT OF THE DIRECTOR, NATIONAL HEALTH
INSTITUTE

This report covers the work of the National Health Institute and the
Medical Statistics Branch for the year ended 31 December 1957.

NATIONAL HEALTH INSTITUTE LABORATORIES
Buildings
A contract for the construction of a breeding-animal house as an

extension to the existing vaccine station was let in May 1957 and the
work should be completed in the first halfl of 1958

Minor alterations to the teaching laboratory were carried out in July
and August and this has allowed the number that can be accommo-
dated to be increased from 10 to 15.

Administration

Since August 1955 the examinations for the Certificate of Proficiency
in Hospital Laboratory Practice have been held at the National Health
Institute. In May 1957 responsibility for the administrative arrangements
for the examination was transferred to the institute, Also, the administra-
tive and clerical work in connection with the health inspectors’ training
course is being gradually taken over. The expansion in teaching activity
and rapid increase in laboratory work combined with these new duties
have resulted in a considerable increase in clerical work which has kept
the augmented staff fully occupied.

Educational

(1) Health Inspectors’ Training Course—There were 13 trainees in the
1957 course. Six were sponsored by the Department of Health, three by
local authorities, and four were Colombo Plan trainees. The Tutor In-
spector of Health is responsible for the arrangement of lectures, a con-
siderable part of the teaching and supervision of the work and progress
of the trainees. Thirty lectures were given by other members of the
institute staff.

(11) Refresher Course for Sentor Inspectors—Organised in conjunction
with the Division of Public Hygiene, a successful refresher course for
senior inspectors of health, both departmental and local body, was con-
ducted by the college authorities at Massey College.

(i) Training of Bacteriologists—During nine months of the year
weekly lectures were given to the assistant bacteriologists receiving their
in-service training.

Six lectures have been given at the Post-graduate School of Nursing.
Dr H. T. Knights has given a number of lectures to special groups such
as the Registered Nurses Association and the staff of maternity hospitals
on the problem of Staphylococcal cross-infection.

Four examinations, two final and two intermediate, for hospital bac-
teriologists were held at the Institute,
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Laboratories

The number of specimens received for examination has again shown
a sharp increase. At 8,677 the number is 54 per cent above the 5,643
specimens last year. This increase is due to the very large number of
staphylococcal cultures received for typing. Table 50 shows the number
of specimens received from each health district together with the number
for 1956.

Table 50
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The remaining specimens originate from work initiated by the institute
staff, 77 specimens examined for other Departments, and 17 from Niue
Island, Samoa, and New Caledonia.

The general bacteriology section has examined 1,434 specimens, half
of which were serum samples from cases of suspected leptospirosis. The
leptospiral tests have been continued using the lysis/agglutination tech-
nique with 20 serotypes and, in addition, a trial was made of another test
using sensitised erythrocytes, This additional test was performed in
parallel with the standard lysis/agglutination test and gave reasonably
concordant results. However, with the number of specimens examined
here the new test provided no real advantages and has not been con-
tinued. Eleven different species were identified among the Salmonellae
(food poisoning organisms) received and isolated; typhi-murium remains
by far the commonest of the identified causes of food poisoning. One
species, pensacola, was identified for the first time in New Zealand.
Five different types of Shigella (dysentry organisms) were identified
among the cultures received. At the request of the Wellington District
Health Otfhce a test of glass-washing machines was devised and used to
test two models, both of which proved satisfactory.

Virus Laboratories

The work of the serology section is sunumnarised in Table 51.

Table 51
Complimeni Fixation Tesis {or
k= : |
- ]n"lﬂllu &rl P’i q. T =
i g Ela= [rs 0
\"im cosia Fever | LCM | Mumps plasma Total
A B C

January o March .. 5 5 35 2 10 11 1 e
April o June .« (11 ]| 11 54 2 7 4 125 194
July to September .. | 73 | 73 1 39 & 3 2 134 328
Oetaber to December 7 7 2 4 50 | 3 2 12 188
Tao s .. |95 96| 2 b 158 9 23 19 511 a19
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Forty-eight sera were examined by the haemaglutination-inhibition
test against four influenza virus strains. Three hundred and ninety-seven
sera were examined by the toxoplasma dye test.

Influenza—Forty specimens were received for virus isolation. Ten
mfluenza A viruses (Asian type) were isolated; Five further influenza A
viruses isolated in Dunedin were sent to the institute. Ten of these viruses
were sent to the World Influenza Centre in London, and in all cases
the identification of the viruses as the Asian type was confirmed.

Poliomyelitis—Only 22 specimens were received for virus isolation and
two type Il viruses were isolated. Twenty-three serum samples were
exam:ned for poliomyelitis antibodies. As a special investigation, serum
from 60 nine-year-old school children were examined for poliomyelitis
antibodies. Their immunity state is shown in Table 52.

Table 52
1 |
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Sixty-three per cent had antibodies to type 1, 78 per cent to type II,
and 55 per cent to type I1I poliovirus. From 50 of these children a second
serum sample was obtained one month after the second inoculation with
poliomyelitis vaccine, Examination of these sera showed conversion
rates of 83 per cent for type I, 91 per cent for type I, and 65 per
cent for type I11.

Enteric Vi-phage Typing

Fifty cultures of typhoid bacillus were typed; six types were identified,
A (1), Cy(3), Dy(12), De(1), E,(17), and J(1); and six were untypable
and three degraded.

Hospital Infections and Bacteriophage Typing

There has been a very large increase in the number of specimens
examined. The majority are cultures of staphylococcus for typing, other
investigations include examination of throat and nose swabs and other
specimens for staphylococel and streptococe, plate counts, and antibiotic
sensitivities, A total of 5,704 cultures has been typed for hospitals. The
largest number from any single hospital has been 2,237 cultures from
the National Women’s Hospital, Auckland.

The work of bacteriophage typing of staphylococcal cultures is sum-
marised in table 53,
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Table 53—Staphylococcal Phage Typing Results

Group
Phage Group e Type BBl | Untypable | Unclasifiable
L | 1| mr| v
Source
Infections .. vo| o227 | 2ar | s | 6| 4 1,278 139 36
=mariems ., iy 1549 10 + 25 3 a1 7 2
Adult nose swabs i 1,700 | 395 | 178 | 448 3 406 213 57
Baby nosc swabs iy gol | 167 | 68| 242 | 1 395 74 44
Umbilicul swabs i 1286 | 37| 14| 65| .. ] 3 6
Dust .. : o 426 | B3| 14| s ‘i 72 144 32
Blankets e i 52| 22| 8| 6| .. 44 94 8
Cithers = = | 8| 17] 10| 13| ‘2 15 15 3

Type 80/81 remains the commonest cause of hospital staphylococeal
infections.

In addition to the work done for hospitals the appointment of Dr
Knights has permitted the National Health Institute to extend its own
investigations in this field. Thus, in conjunction with Wellington Hos-
pital, the development and progress of the carrier state in nurses has
been followed. Using an air slit sampler Dr Knights has conducted exten-
sive investigations of the degree of air contamination in hospitals with
special attention to maternity wards and maternity hospitals and their
nurseries. These investigations have yielded interesting results but in-
volving, as they do, considerations of hospital architecture, ventilation,
organisation and staffing, have far reaching implications and all ﬁndmgs
have to be checked and rechecked. The investigations are continuing.

The Research Officer, Dr Richardson, has continued his work on the
nutrition of leptospirae and has made improvements in the preservation
and standardisation of the complement fixation test reagents. At the
request of the Division of Public Hygiene, arrangements, involving con-
siderable preliminary work, have been made to undertake cholinesterase
estimations on blood samples from persons exposed to the organic phos-
phorus insecticides.

Vaccines

Forty-two litres of TAB vaccine were prepared, tested, and dispensed.
A total of 26.300 doses of smallpox vaccine have been issued.

Conclusion

I wish to thank all members of the staff for the willing and efficient
manner in which they have worked throughout the year.

MEDICAL STATISTICS BRANCH

This branch is in charge of Mr C. E. Gardiner, who reports on the
vear's work as follows:

A detailed account of the medical statistics for New Zealand is published as a
vearly report by the branch, but certain figures for 1957 in addition to those in
the comment which follows may be found in different parts of this report,
namely :

(1) Live and still births, infant, neo-natal, and maternal deaths: Table 38,

page 92,

(2) Causes of maternal deaths: Table 39, page 93.

{3) Deaths from tuberculosis: Table 46, page 101.

{4) Child hygiene statistics: Table 34, page 81.
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Principal Causes of Death

Certain causes of death and the rates per 1,000,000 of the population for
Europeans and Maoris combined over a period of five years are shown in the
following table. The causes of death have been classified in accordance with the
International Classification of Diseases, Injuries, and Causes of Death (1948
revision) but, for the purposes of these tables, have been grouped to show the
causes of death that are mainly responsible for mortality in New Zealand in recent
yvears, All figures are provisional and are subject to minor alteration.

Maoris have been included in all figures contained in this report as it is con-
sidered that a summarised statistical survey should eover the whole population of
New Zealand. In cases where race characteristics are important, separate figures
can be obtained from the detailed statistics contained in the Annual Report on
Medical Statisties.

Table 54

. Denth-rates per 1000000 af
Numbers of Deaths Mean Population
Canses of Deaths SO RN
1957 1956 1955 1954 1953 | 1957 | 1936 | 1955 | 1954 ! 14953
1 I

Tuberculosis (all forms) 251 239 203 4 7 112 1 137 145 174

Syphilis and i3 sequelac i 32 3 Al 29 64 14 Il 14 14 34

Acutehpol r_hl.q i 2 1 29 Fi% 27 1 23 14 A 13
Al o ﬂ,‘ tive nn-d wmnht

128 139 134 i+ 155 37 (23 72 67 76

M:]lgnml ma'plum 3.200 | 5,155 | 3,070 | 2,966 | 2,880 (1,470 (1,444 (1,482 (1,415 |1,410

Diaketes mellitus E 3nl 219 216 155 253 139 105 101 a5 123
Vascular lesions of the n.'.rttr-ll

EPVOLS Syslem 2,584 | 2,316 | 2,325 | 2,305 | 2,202 11,057 (1,061 (0,087 |1,100 (1,119
Rheumatic fever nml cllmnic

rheumatic heart disease 274 39 252 255 294 123 ({13 118 122 143

(her discases of the h::m. 3!‘!-1! |

hyperiension : 6,706 | 6.636 | 6,447 | 6,355 | 6,200 (3,026 |3,.040 [3.004 (3,054 (3,071

Influwenza 1749 B9 o i 41 b0 41 13 38 20

Poeumonia . . : e 37 803 G S84 218 | 430 J68 | 204 | 279 | 252

Bronchitis .. 317 441 4 H19 352 232 202 215 200 162

Ulger of stomach and -du-l;ldmlum 5 179 176 167 161 G4 A2 &2 B2 74

Nephritis and nephross 162 131 178 220 153 13 Gl ik [115] 4

Maotor-vehicle accidens 401 334 364 332 S8 180 153 170 158 155

Crther accidents BE 749 Gl0 653 a6 638 | 335 279 | 305 389 | 311

All other causes 4,089 | 40684 | 3,821 | 3,704 | 3,526 (1,832 |1.869 (1,786 |1,765 (1,721

Totals 20,862 19,696 10,285 'tI.H,B?ﬁ 18,3554 9,344 i'.l.ll}EEr B, e |‘J.DIU B, 958

Deaths from infectious diseases continued to decline during 1937,

Alfter the

poliomyelitis epidemic of 1956 had disappeared this was to be expected as no out-
break of infectious disease had occurred other than influenza (which is classified
under rupiramry diseases). Tuberculosis continues in its downward trend through
the period covered by the above table, except for a slight rise in 1957, Improve-
ments in dmgnnms and certification have no doubt contributed towards the con-
stant rise in the recorded incidence of and mortality from malignant diseases, but
these contributory factors must have become fairly stable by now, It is therefore
somewhat disturbing to observe a constant inerease in the mortality rate from
cancer. The 1957 figure did not quite reach the highest peak attained in
1955. The gradual ageing of New Zealand's population whereby a greater
proportion of people are entering the cancer danger years no doubt still
influences the death rate from this cause and also that from other diseases of
the later years of life. In 1957 there was a definite increase in the death rate
from all the diseases of old age except diseases of the heart. As mentioned abowve
there was an outbreak of influenza during 1957, chiefly of the Asian wvariety.
Altogether 179 deaths were atiributed to influenza, this being an increase of 90
over 1956. The death rate moved up to 80 per million of population as compared
with 41 in 1956.
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This epidemic of influenza attacked people of all ages but was particularly
fatal amongst [%rmna over 60 years of age, The numbers of deaths and death
rates per 10,000 population are given in the following table by age, sex, and

race,
Table 55
Europeans Maoris Totals
Age Group " 1 Fa
Numhber ]a:.}lt'E MNumber Iﬂmﬁr Mumber Hi.ul
Popislation Papulation Population

Under 1 year i 13 2-57 15 24-34 8 495
1 and under 20 .. 13 0-21 10 1-37 25 0-32
20 and under 40 .. 14 0-25 4 1-09 18 0-31
40 and under 60, a8 0-18 (¥ 3-64 14 0-30
650 and under 80 ., 40 2-03 13 28 -9 62 2.52
B0 and over o 28 9-31 +4 5626 32 10-39

Totals .. 127 0-64 A2 53-96 179 0-84

It will be seen that in proportion to population the Maori race was affected
more heavily by the influenza epidemic than was the Furopean. This applies
to all age groups, and for both races the very old and the very young had the
highe:t death rates.

The epidemic was of short duration as far as fatal incidence was concerned.
There were only a few sporadic cases of death from influenza up to the end of
July —a total of 19 during this period. The outbreak became intense during the
next two months, 54 deaths occurring in August and 77 in September. From then
on the disease quickly disappeared, there being 24 deaths in October and only
five during the rest of the year. The epidemic was spread fairly uniformly through-
out the country. The next table shows the num of deaths by months and
health districts,

Table 56

A i e

; IE
Maonths 1957 B E zg E = -g Ea E
: AEE AL AR IR AR A R A

HEE R IR I
5 K =|=| B i

s|3|2| 2|8 |2|8|z]|2|5]|8 = E
Bt 1 {1 = | [ 4 1 ik 1 2] .. 2|19
mem]uv o 2116 10 4 7 e 9 s F e 2 1 on |
September 6| 14| 1 30 &) V5] 4] 60 TS R 3177
Otlober 1o December 1 ] : | e 7 1 1 5 2 5| 6| 0
Totals 9] %4 | 27 71 16 1] 25 8111 o F13 )11 (179

Only seven of the deaths ascribed to influenza were definitely certified as due
to Asian or virus influenza, but 130, or 73 per eent, were specihied as pneumonic
influenza.

The other principal respiratory diseases, pneumonia and bronchitis, also showed
substantial increases in the death rate dunng 1957 as compared with 1956. There
were 937 deaths from pneumonia in 1957 and 517 from bronchitis, while the death
rates were 420 and 232 per million of population respectively.

Both numbers and death rates for these diseases were the highest recorded in
the period covered by the above table,

The death rate from accidents, particularly motor-vehicle accidents, continues to
rise. Deaths from motor-vehicle accidents were the highest on record as regards
both number of deaths and the death rate.



121 H. 31

The total number of deaths from all causes during 1957 was 20,862, this
figure being the highest ever recorded in New Zealand. The death rate of 9-34
per 1,000 of mean population was slightly higher than that for 1956,

Infant Mortality

There was a rise in the infant mortality rate for 1957 as compared with 1956,
The rate of 2428 was, however, still in keeping with the low rates of recent
ears, The chiel cause of the rise was the movement in the Maori rate, which
increased from 54:36 in 1956 te 5790 in 1957, The corresponding figures for
Europeans were 19°39 in 1956 and 19°98 in 1957. This latter figure is the second
lowest rate on record for Europeans.

Table 57—Still Births and Infant Mortality Rates (European and Maori),

1953-57
European Maori
Deaths per 1,000 Rates per 1,000 Deaths per 1,000 Rates per 1,000
Live Births Tonal Hirths Live Births Taotal Births
Pcﬂﬂd " "
1 and Biths | and Births
n ir
Under | {jnder | 103 | sin | ‘and | Under | Upder | 109! | s | and
il 12, | Pode | Birchs | Beow | el |32 | PREer | irihs | Neo-
oath | pfonihs BRI natal O | o snths T natal
Dieaths Deaths
1957 . 13-89 G-09 | 19-98 | 15-83 | 29-50 | 20-81 | 37-08 | 57-90| 15-15 | 95-64
1956 .. 13-34 6-05 19-39 16-73 -85 149-96 =40 W LT 19-72 3529
1955 .. 14- 14 53-895 H-09 15-71 9 -52 19-63 41 -88 62-51 16- 10 35-41
1954 .. | 14-33 5-66 | 19-99 | 17-60 | 32-02 | 20-00| 38-G0 | 58-GD | 19-10 | 38-72
1953 .. | 14-31 5:75 | 20-06 | 18:75 | 32-79 | 26-05 | 46-12 | 73:07 | Z21-59 | 47-96

The neo-natal death rate (under one month) showed a slight increase in 1957
for both Europeans and Maoris. The still-birth rate, however, declined substantially
for both races, with the result that the total neo-natal loss (still births and
deaths under one month) showed an appreciable decline.

The principal causes of infant mortality (Europeans and Maoris combined)
are shown in the next table.

Table 58—Deaths of Infants Under One Year by Causes (European and Maori

Combined)
Mumbers Rates Per 1,0dM) Live Births
Principal Cause of Death
1957 | 1956 | 1955 | 1954 | 1953 | 1957 | 1956 | 1935 | 1934 | 1953
Influcnza, ppneumonia, and
] . o 27| 255 280 | Z10| 206 | 47 -2 40| 39| 4D
Gastro-enteritis, diarrhoea, and
dysentery o ot 54 44 67 55 60| 09 08 1-2 1-0 1-3
ﬁ::_gcniui malformation g 197 { 210 214§ 231 199 | %-4| 3-7| 3-8] 43| 58
Birth injury = .. | 168 172| 175| 129 | 159 | 2-9| 30| 3-1| 24| 3:1
Asphyxia and atelectasis e 195 145 | 154 132 157 3-3)| 26| 2-8B] 2-4| 3-0
Haemolytic disease of newborn 28 30 4 45 42| 0-5 07 | 0-7 0-8| 0-8
Immaturity 2 5 208 183 | 202| 242 | 24| 36| 32| 36| 45| 539
Chther i = ks 092 2685 | 293 | 258 201 50 51 5-3 48| 5-8
Totals -1 oo (L4200 11,313 |1,365 (1,302 (1,335 | 24-3 | 23-2 | 24-5 | 24-1 | 25-7

Immaturity is still a high cause of infant loss, with the rate showing a rise in
1957 as compared with 1956, Deaths assigned to this cause alone totalled 208 in
1957 as compared with 183 in 1956. When all deaths in which immaturity was
nameed as a mntrihuting factor (as shown in the next table) are taken into
account the increase was 30,
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REPORT OF THE DIRECTOR OF WELFARE
SERVICES

In August 1957 approval was given for the grouping of all the
Department’s work relating to the care of the aged, erection of youth
hostels, rehabilitation, and general welfare work under a Director of
Welfare Services.

CARE OF AGED
Advm:y Committee on the Care of the Aged

The committee met on two occasions during the year and dealt with
a wide variety of matters relating to the welfare of old people. The
committee continues to be a most useful organisation and its advice on
the matters submitted to it is greatly appreciated by the Departiment.

Seminars on the Care of the Aged

During the year approval was given for the organisation of a series
of seminars dealing with various aspects of the care ‘of the aged. The first
serminar 1s to be held for matrons, managers, and assistant matrons of old

people’s homes, in Wellington during April 1958.

Accommodation for Old People

(1) Religious ar Welfare Organisations—During the year religious or
welfare organisations were granted subsidies totalling £694,034 1o assist
them to provide accommodation for 529 old people. “The total subsidies
and grants approved under this heading since April 1950, when the
present policy was initiated, amount to £],E€lﬁ,ﬂﬂi, and the total number
of old people who will be accommodated is 2,209. In addition the Depart-
ment is providing loan finance amounting to £{‘33 657.

(ii) Local Authorities—Subsidies totalling £1BE 045 and loans totalling
£217.345 have been granted to local authorities durmg the year ended
31 March 1958 to assist them to build cottages or flats for 374 old people.
Up to this date the total subsidies approved since the inception of the
scheme amount to £523,135 and the total loans approved amount to
£697.310. With this assistance local authorities will be providing accom-
modation in cottages or flats for 1.205 old people.

Meals on Wheels for Old People

During the year under review six additional schemes were approved
for the supply of meals to old people living in their own homes. As at 31
December 1957 there were 15 separate meals on wheels schemes in oper-
ation throughout New Zealand, and altogether 496 old people were being
supplied with meals in their own homes. With only one exception the
general tendency has been for additional old people to be included in
each scheme.

Laundry Service for Old People

In May 1957 Cabinet decided as a matter of policy that hospital boards
should be authorised to provide a limited laundry service for old people
in their own homes where there is a need for a service of that nature. Up
to 31 December 1957 six schemes had been approved and a laundry
service was being provided for 105 old people.
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General

In June 1957 Cabinet approved of the payment of a grant to the
Christchurch Aged People’s Welfare Council to enable that body to
establish an experimental occupational therapy service for old people
in Christchurch. The Department is satisfied that the service is desirable
and hopes that it will be possible for it to be continued.

Two issues of the Department’'s newsletter for organisations and
individuals interested in the welfare of old people (*The Later Years"”)
have been published during the year.

REHABILITATION

The opening of the Health Recovery Centre at Otahuhu by the Auck-
land Hospital Board has been a step forward in the establishing of civilian
rehabilitation services in New Zealand.

Two-thirds of the capital cost of the centre was borne by the Workers’
Compensation Board, which has been vitally interested in the project
since its inception.

The centre makes provision for the treatment of 25 male inpatients
and 25 outpatients, with provision for future expansion.

MISCELLANEOUS WELFARE SERVICES

Accommodation for Young People

In July 1957 Cabinet decided to modify the policy under which
religious, or welfare organisations could be granted subsidies toward
the cost of providing accommodation for young people.

The modifications were—

(1) In future the maximum subsidy payable is to be limited to £600
per young person accommodated, exclusive of staff:

(2) Except in the case of bona fide full-time university students,
priority for admission to a hostel must be given to young people
23 years of age and under, even though this means that a young
person in a hostel over that age must be asked to find other
accommodation.

During the year, subsidies totalling £114683 have bEEn approved
to assist in providing accommodation for 162 young . Since this
policy was initiated in 1951 subsidies totalling £2 E'J' '3 hswe been
approved and the buildings erected or to be erected will accommodate
457 young people.

Short-stay Homes for Intellectually Handicapped Children

No subsidies were approved during the year ended 31 March
1958 to assist in (j:m:-viding short-stay accommodation for intellectually
handicapped children. The total subsidies which have been approved
since this policy was adopted in 1954 amount to £13,475 and have
resulted in the provision of short-stay accommodation for 41 intellectually
handicapped children.

G. O. L. DEMPSTER,

Director of Welfare Services.
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REPORT OF THE DIRECTOR, DOMINION X-RAY
AND RADIUM LABORATORY

During the year under review the number of X-ray plants in New
Zealand increased by a further 49 The use of radioactive substances
showed a very much sharper increase, 78 per cent more orders being
placed than during the previous year. The use of Gold 198 and Sulphur
35 increased over seven- and nine-fold respectively, and the number of
orders placed for lodine 131, Phosphorus 32, and Chromium 51
increased by 51 per cent, 103 per cent, and 200 per cent respectively.
This sharp increase in the use of radioactive substances for medical
and research purposes also caused a very heavy increase in the work of
the laboratory’s physicists - to such an extent that the present staffing
of the sections concerned can no longer be considered adequate.

In February 1958 a report on some aspects of radiation protection in
New Zealand had to be prepared for the United Nations Scientific
Committee on the Effects of Atomic Radiation. This report consisted of
three parts:

(1) A description of the organisation of radiation protection in New
Zealand. This included information on relevant legislation, and
gave detailed data on the extent to which X-ray plants and
radioactive substances are used in this country:

(2) An evaluation of the effectiveness of radiation protection measures
taken in New Zealand, as shown by the results of routine
monitoring of radiation workers in New Zealand over a period
of vears:

(3) Preliminary results of part of a programme aimed at determining
the gonad dose received by the population of New Zealand
from diagnostic X-ray examinations. This part of the report
comprised—

(a) Demographic statistics (age distribution of population,
and mean future number of children) prepared by the Depart-
ment of Statistics specifically for this radiological survey; and

(b) Analysis (by age and sex of patient, and by site of
examination) of 180,475 diagnostic X-ray examinations made in
New Zealand during the period April, May, and June 1957 (ex-
cluding dental radiugrapﬁ}f and shoe-fitting exposures).

The information given under (2) and under (3) (b) was of particular
interest,

The data listed under (2) gave a good indication of what has been
achieved in New Zealand over the last few years by guiding radiation
users towards safer working habits. An objective measure of the effective-
ness and of the value of our radiation protection programme is given
by the results of the routine radiation test films issued regularly, free of
charge, to all persons occupationally exll:l)os-ed to radiation. The report to
the United Nations Committee gave the results over a six-year period
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but, after submitting this report, the radiation test film results for the
vear under review became available and ha!.re been included in the
fizures given in Table 60.

Table 60—Analysis of the Exposures Received by the Radiation Test
Films Evaluated During the Last Seven Years: Exposures are Expressed
as a Perﬁenmge‘ of the Maximum Permissible Weekly Exposure
(MPW.E. = 0:3r.)

Percemage of Films Within Exposure Range {(Year Ended 31 March)

1952 1953 1954 1955 1956 | 1957 | 1958
I Per Cent
I| -5 we | TB3 | 700 | 79 | 794 | B3-B | 904 | 47T
G- 16 1k=5 11-8 11-3 9.7 Gl 3-45
Filmas worn by Xe-ray workers 11=20 G- 7 5-8 G-2 G-3 4-4 2-5 I-10
showed exposurcs of 21=33 2.2 1= 1-8 16 1-1 (- 0-35
H-66 085 | 0-92 | 0-93 | 0-82 ) 0-56| 0-26| 0:15
Lol 1 B -33 }n_&? gﬂ-IE 0-18 0-17 =3 i0-04
L| Over 100.. | 012 ' 0-28 042 0-23 0-11 0-14
| 0-3 | | 32-2 | 59-8 | 67-3 | T4=3 | 8BI:67
Films worn by  radium G610 I 17-3 156 154 | 15-0 B-97
workers, industrial  radio- 11=20 | | 3.9 l 1= 0-i) 5-0 471
graphers, and deepitherapy 21-33 | 11-% | 52 31 26 1-54
technicians, showed cxpos- J4-66 | %6 | 64 2.8 2.5 1-57
ures of 67-100 .. | 2.9 | 15 | 0-89| 0-85| 0-81
Chrer 1K) | 4-5 1-3 1-3 0-67 025
(s [0 (ST A
A aove L0, 3 o Q-4 HE 3 g '
Falms worn by X-ray workers : ;
Above 200, , 54 36 3-13 3-02 206 10 068
e T TR || Above3s.. | 1-28| 17 | 1-38! 1-42| 096 | 040 0-33
| Abawve 65. . 0-45 0-82 0-40 | 0G0 O-40 | 0O-14 0-18
Films worn by radium || Above 5, . 67/ 402 2.7 955 1733
waorkers, industrial  radie- | | Above 10, . 50-5 | 46 17:3 12-5 =36
graphers, and -:l{'tp—l.hu:rap'LJl Abave 20, . 28-3 14-4 §-3 G-6 4-65
technicians showed expos- Abaove 33, . 17-0 9-2 52 4-0 2-11
ures of L| Above 66. . 74 2-8 2:4 1-52 | 0-54

The table provides a detailed analysis of 115,348 radiation test films
worn by New Zealand radiation workers and evaluated during the seven-
year period 1 April 1951 to 31 March 1958. It shows rather clearly how
the present remarkably low doses received by radiation workers have been
gradually approached, and they allow a comparison with relevant figures
published overseas. The latest such set of data is given in the results
of a radiation test film service covering 400 radiologists, radiographers,
and radium workers in Scotland. There, during the closing months of last
vear, an analysis of 1,100 consecutive radiation test films was made, with
the following result:

Pﬂ“ﬂaﬁ of M.P.W.E. Percen of
{ mr/ week) Films Falling in
This Grougs
Under 8-3 per cent .. o .. 514 per cent
8:3-16-7 per cent e e .. 25-0 per cent
16-7-33-3 per cent .. 3 .. 15-8 per cent
33-3-66-7 per cent . L .. 4+4 per cent
66+ 7-100 per cent i o .. 2-0 per cent
Over 100 per cent 3 o .« 1-4 per cent

These figures are considerably higher than the New Zealand figures,
even though the New Zealand film test results are heavily biased by
the exposures recorded from those radiation workers who habitually
receive higher exposures.
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In New Zealand, radiation test films are no longer issued to all
radiation workers on the same basis. Where the results of many previous
film checks, confirmed by the results of the field survey, have shown
clearly and beyond any possible doubt that a worker never receives — or
can receive — more than an insignificantly small fraction of the maximum
permissible exposure (say less than 1-2 per cent), then the routine filin
tests for this worker are reduced to about three to four films a year. On
the other hand, those workers who usually receive higher exposures are
kept on continuous tests. This necessarily introduces into analysis of the
results of the test films a bias towards a higher average than the true
average which would have been recorded if films had been worn with
equal frequency by all radiation workers.

While it is thus not possible to arrive at an average value for the ex-
g:sureﬂ received by all our radiation workers, we can be sure, from our

Im tests and radiation surveys, that the average must be considerably
lower than 28 per cent m.p.w.e. for X-ray workers, and 84 per cent for
radium workers. We know that last year 12,623 films (out of 16,131 in
the exposure range 0-5 per cent m.p.w.e.) actually received less than
1 per cent m.p.w.e. If we then assume the worst possible condition, 1.e.,
that all films in any single group had received the maximum exposure
for that group, and if we assume that all films over 100 per cent had
received 250 per cent m.p.w.e., we find that the average exposure of all
films used by X-ray workers would be less than 2:88 per cent m.p.w.e.,
while the average exposure of all films used by radium workers, indus-
trial r‘lclaﬂgraphcrs and deep-therapy technicians would be less than
842 per cent m.p.w.e.

The data submitted under (3) (b) to the United Nations Committee
provided a detailed analysis of over ?l] per cent of the total number of
about 257,000 diagnostic X-ray examinations which were made in New
Zealand durm;, the three-month period investigated (excluding dental
examinations). Such an analysis i1s necessary because any attempt at
assessing the genetic load of radiation from diagnostic X-ray exposures
to the population of a country must be based on reliable information on
the number of diagnostic X-ray examinations carried out on different
anatomical sites, and on patients within certain age groups of both sexes.

Attempts at such an analysis have been made overseas, but the absence
of adequate records made it necessary to confine such analysis to relatively
small — and not necessarily representative — numbers. For example, in the
British White Paper on “The Hazards to Man from Nuclear and Allied
Radiations” the number of diagnostic examinations analysed was less
than 1 in 800 of the annual number of examinations for the country as
a whole.

New Zealand is probably the only country in the fortunate position of
having not only full records of all diagnostic X-ray plants, but also a
system of medical services which permits a quantative assessment of
virtually all diagnostic X-ray work done. The detailed analysis carried
out on over 187,000 diagnostic X-ray examinations will therefore provide
useful basic information.

During the year under review the Deputy Director of the Laboratory
was one of the official observers at the Christmas Island nuclear tests, and
later in the year the laboratory was made responsible for routine fall-out
monitoring. This matter will be referred to later when describing the
work of the Radioactive Substances Section.
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A brief survey of the work done in the various sections of the labora-
tory follows, arranged alphabetically under individual section headings.

Clerical Section

Over the last few years the staff of the Clerical Section has taken an
increasing part in the processing of radiation test films. During the year,
after a careful investigation, it was found possible to simplify the record-
ing work while preserving the essential details required. An appreciable
saving of time was effected and the new simplified system has proved
satisfactory in the four months since the changeover.

During the vear the staff of this section performed all the clerical
work associated with the preparation of figures used in the survey of
genetically significant radiation for the United Nations Scientific Sub-
Committee.

All darkroom work is now done by the clerical staff. Apart from the
processing of 20,846 radiation test films, this work included the micro-
filming of 1,891 pages, printing 2,977 pages, and enlarging 168 prints.

The work associated with the ordering of radioactive substances for all
New Zealand users is increasing steadily each year. Since the laboratory
took over this work the annual orders have quadrupled.

The library service provided 103 loans of publications to departmental

and others users and it maintains the distribution of 61 technical periodi-
cals.

Diagnostic Section

During the year under review the two physicists in this section have
checked a total of 786 X-ray plants, of which: 233 were medical diagnos-
tic plants; 421 were dental diagnostic plants; 38 were chiropractic diag-
nostic plants; 18 were veterinary diagnostic plants; 53 were shoe-fitting
plants; 23 were industrial, experimental, educational or research plants.

The X-ray plants included in last year's routine surveys were located
in the Provinces of Canterbury, Otago, Southland, Hawke's Bay, Tara-
naki, Wellington, Auckland, and Northland. In addition, special visits
by physicists from this section were made to investigate suspected cases
of overexposure to radiation. A scheme was put forward to eliminate
the possibility of hazards arising from school demonstration X-ray
plants and, with the assistance of the RNZAF, a visit was paid to the
Chatham Islands to check possible radiation hazards during the
operation of a small X-ray plant there. The visiting of all these
X-ray plants entailed some 25 week’s travelling by the two officers
concerned and, while engaged ‘in field work, an average of 55-60
hours per week was worked by the physicists.

Mention has been made elsewhere in this report of the marked
reduction in the occupational exposure received by radiation workers
in New Zealand.

The efforts of the physicists in educating radiation workers, and the
practical help and instruction given by them to radiation workers, are
largely responsible for these good results,

Considerable work has also been done by the physicists of this
section to bring about a reduction of the X-ray dosage to patients
in many diagnostic procedures by such means as added filtration, the
use of higher kilovoltage and faster films. In some cases patient dosage
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has been reduced to about a twentieth of the original patient dose
\E\ihilc still retaining all the required diagnostic detail in the resultant
111,
Further improvements can be made, and work in this field is being
continued.

Radioactive Substances Section

The field work by this section during the year included a complete
tour of all North Island users of radioactive substances and also visits
to some sections of the South Island. The 36 establishments wisited
used radioactive substances for such diversified work as clinical use
of radium in hospitals, industrial measuring equipment, industrial
gamma-ray radiography, luminising of instruments, teaching, and
research. A special trip was necessary to endeavour to locate radium
lost from a hospital. Lectures were given to the Horological Society
on the safe handling of radiocactive luminous compounds and to the
United Fire Brigades’ Association on the hazards associated with
radioactive materials which may be involved in a fire.

Advice and assistance were given to two hospitals in the setting up
of equipment for the clinical use of radio-iodine, and special investi-
gations were carried out at two hospitals to reduce exposure of radiation
workers during the use of radium for therapeutic purposes. A greatly
increased amount of advisory work was necessary due to the sharply
increased use of radio-active substances not only for clinical but also
for industrial teaching, and research purposes. In addition, advice
and assistance had to be given on such diverse subjects as uranium
prospecting; the use of a neutron source and detector in soil moisture
measurements; the use and dispensing of Sulphur 35 for agricultural
experiments, and the irradiation of seeds by means of a radicactive
sOUrce.

Again during this year a number of samples of various maternals
were received from persons who suspected that the materials were
radioactive. In only one case did this prove to be true. This was a
luminous indicator containing a quantity of Sr 90, which was found
in a rubbish tin, and which would have been extremely dangerous
if it had been damaged. It was found by the Police Department that
this indicator was one of a number which had been taken as souvenirs
from a visiting overseas ship, and the Police Department cooperated in
recovering others,

Four special types of Sr 90 beta-ray medical applicators were obtained
by the laboratory, and are available for loan to radiotherapists through-
out the country.

Detailed notes on safety precautions in industrial gamma radiography
and -in the use of radio-iodine were prepared for circulation to users,
and this work will be extended to cover all major uses of radioactive
substances in the country.

An investigation was made to determine whether a central dispensing
service for the commonly used radioactive isotopes would be justified.

During the year this laboratory commenced work measuring radio-
active fall-out in order to determine any possible hazard to the popu-
lation of New Zealand. A start has been made on the measurements
of radioactivity in rainwater and in the atmosphere. To assist in this
work, and to carry out a programme of analysis on soils and biological

5
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materials, a chemist has been appointed to this section. A further
development in this field has been the analysis for possible radioactivity
of specimens of fish and plankton from the islands in the Pacific.

The supply of radon from the laboratory involved the despatch of
84 consignments of radon totalling 1,466 millicuries, measured at the
time of insertion, in 1,144 containers. Orders received totalled 70, of
which 60 were from hospital boards, six from private medical prac-
titioners, and four from research workers.

The radon was despatched in the form of 65 needles, 1,056 seeds,
four pieces of gold tubing, 15 phials of ointments, and four special
applicators.

Therapy Section

This section (staffed by two physicists) is associated directly or
indirectly, with the 55 X-ray therapy plants in New Zealand. The
section provides the whole physical service required by 32 of these units.
For the remainder, assistance is given by regular biannual dosimetric
calibrations and (in cooperation with hospital physicists) additional
plant calibrations, occasional basic measurements of a new plant’s per-
formance, and the investigation of special features or techmiques. The
New Zealand total of 35 X-ray therapy plants is composed of two
supervoltage units (a 4 meV linear accelerator at Auckland, and a 2,000
curies cobalt unit at Christchurch), 16 deep-therapy plants in the 200
300 kV range, and 37 superficial X-ray therapy plants (comprising five
Grenz-ray plants, six contact therapy plants, two Be-Window 30-100 kV
plants, and 24 conventional superficial therapy units). Subdivided
further, 32 units are located in the North Island and 23 in the South
Island; 27 plants are publicly owned and 28 privately owned.

The Therapy Section’s activities extend from the results of the
laboratory's primary standard dosimetry (and its overseas linkage) to
the physical aspects of radiotherapeutic treatinent. The section ensures
the stability of, and introduces current developments in, secondary
standard dmimetry; secondary standards are applied either via a
biannual inter-comparison of 15 hospital dosemeters or by directly
checking clinical treatment charts; and finally. basic physical data is
applied to specific treatment plans in cooperation with clinicians.

Activities during the year have included: the reintroduction of two
damaged hospital dosemeters (repaired by our workshops); design of
treatment applicators; barrier protection designs; initial calibrations of
the Auckland Hospital Konrad Deep-therapy plant, and the 4 meV
linear accelerator; and two searches, together with the Radioactive
Substances Section, for lost radium applicators.

Development projects included: Secondary standard dosimetric
intercomparisons in the soft X-ray and supervoltage regions; assistance
with an investigation of temperature and pressure factors and strontium
standard checks on dosemeters; the rearrangement of climeal treatment
charts into terms of tissue dose; and investigations of foetal and
scrotal doses associated with superficial X-ray therapy treatment plans.

A paper reviewing tume-dose studies was read at the New Zealand
Dermatological Society meeting at Hamilton, September 1957, by Mr
H. R. Atkinson, who also attended this society’s annual meeting at
Dunedin, February 1958. This section’s routine information and
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advisory services were extended this year with the issue of abstracts
from radiological journals on the physical aspects of superficial X-ray
therapy. The paper “Tissue Dosage in Dermatological X-Ray Therapy”
by H. R. Atkinson read at the New Zealand Dermatological Society
meeting at Napier, September 1956, has since been published in the
Australian Journal of Dermatology June 1957, Vol. IV, No. 1, pages
11-12.

Workshop Section (Electronic and Mechanical )

The smooth working of this laboratory, with its many diversified
duties and the wide variety of instruments it uses, is very dependent
on an efficient workshop staff which can not only mdlntam the equip-
ment in perfect order but which can also —often at very short notice
indeed — produce intricate new electrical, electronic, or mechanical
equipment. The laboratory is very fortunate indeed to have a team of
keen, intelligent, experienced, and resourceful technicians who have
been able to meet all the heavy demands made on their skill and
ingenuity.

In this short report there is no space to list the dozens of new
projects the workshop staff completed during the year, quite apart
from the routine maintenance work. However, the complicated work
on additions to the X-ray Standards Chamber, the setting up of a new
radon microdetermination plant, and the building of an electrometer-
raterneter have to be specially mentioned.

In addition to its work for the laboratory the workshop had to
undertake the repair of two clinical dosemeters belonging to different
hospitals, and the modifications of a third instrument.

X-ray Standards Work

During the later part of the year under review a large programme
of dosemeter calibrations was undertaken on the laboratory’s primary
X-ray standards equipment. A total of 11 clinical dosemeters, having
20 thimble chambers associated with them, were calibrated at as many
as 21 “Quality” settings, covering the range between 0°1 mm Al H.V.L.
and 443 mm Cu. H.V.LL
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APPENDIX

POLIOMYELITIS IN NEW ZEALAND

By Cedric E. Gardiner, Statistician.

Compared with some countries, the incidence of poliomyelitis in New
Zealand has not been high except for the periods of major epidemics.
Nevertheless the disease 1s always with us and in some years between
epidemics the total number of cases has reached close on and sometimes
over a hundred. In view of the recent introduction of the programme
of vaccination againt poliomyelitis, it is considered of value to review
the history of the disease in New Zealand and, in particular, to publish
certain statistical tables and comments covering the latest epidemic
which flared up in August 1955 (with a few sporadic cases in earlier
months), and finally died away about July 1956.

To preserve uniformity this report follows closely the lines laid down
by Dr F. S. Maclean, former Director of the Public Hygiene Division
of the Department of Health, in relation to the major epidemics of
1947-49' and 1952-53%. Preliminary figures relating to the 1955-56
epidemic were given in the annual reports of the Department of Health
for the years 1956 and 1957. The figures given in this present review
have been corrected and show a slight variation from the preliminary
figures previously published.

The 1955-56 outbreak marks the sixth major epidemic of polio-
myelitis experienced in New Zealand during the present century. The
earlier history of the disease during this period suggested that outbreaks
reaching a total of a 1,000 cases might be expected at roughly 10-year
intervals. This established cycle, however, has definitely been broken
in more recent years, The fifth epidemic of these proportions occurred
three years after the previous one, while the sixth commenced barely
two years later. A feature of both the 1952-53 and the 1955-56 epi-
demics was the unusual seasonal outbreak of the disease. All previous
epidemics had a rapid rise in incidence in the summer months and
declined as winter drew on. In 1952 poliomyelitis had been showing
signs of increasing intensity during the early winter months, became
fully epidemic in August, and finally dwindled as an epidemic almost a
year later. Similarly in 1955 it became apparent in August that polio-
myelitis was once more rapidly on the increase and it was not until
July 1956 that the incidence became more normal.

Another point of similarity between the two recent epidemics was
the rapid spread through the country. In both instances the disease
started in the North Island and three months later was very apparent
in the South Island. In 1935 most of the North Island districts were
hit simultaneously but in the South Island Dunedin had a high inci-
dence well before the other South Island areas.

The total number of cases recorded during 1955 and 1956 and sur-
veyed in this review was 1,485, the majority of which occurred between
August 1955 and July 1956. This total makes the 1955-56 epidemic
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the most severe on record as far as total incidence is concerned. All
notifications of poliomyelitis received during this period were carefully
checked and all those not considered to show clinical or pathological
evidence of poliomyelitis were rejected. The final figure of 1,485 posi-
tive cases includes 925 cases showing evidence of paralysis or paresis.
These figures include both European and Maori cases. This gives a
total incidence rate of 6:8 and a paralysis rate of 43 per 10,000 of
population. Although the total incidence is the highest on record, the
actual attack rate is not so high as in previous epidemics.

Table I shows the incidence by months in each year from 1915-1956.
T'hese figures include all notifications received during each vear,

Table I—Poliomyelitis, 1915-56: Distribution by Months

| [
Year Jan | Feb | Mar | Apr | May | Jun | Jul [Aug |Sep |Oct | Nov | Dec |Totals
1

1915 . | i 1 i 1 2 - | s . | 4 ]
1916 1% | 319 | 320 167 41 19 0 3 4 ] ¢ 4| 1,018
1917 1] 2 3 4 - e o 3 2 18 5 2 54
1918 1 | 1 1 s 1 | i < - i &
1919 . | 2 < 1 | 3 S e 2 e i I 11
1920 . - 1 A 17 14 7 3 z ] 10 i+ a 16
121 L. 46 B4 ) 26 2 ] 3 i 3 b ] 10 2637
BOER 21 0 21 14 4 3 3 2 2 3 2 1 L
1923 3 1 4 i 3 1 i S 1 z o 3 17
1924 2 i (R S 1 1 I ok 2 5 a0 i3
1925 . 224 | 340 | 30 120 2% 2 1] 9 (i) 3 3 F 1,158
1926 2 4 4 1 s o« 1 | z . 1 ] 2
1927 3 3 5 4 4 2 2= o e | e Z 249
1928 ] 5 11 11 4 1 o 1 3 2 2 2 47
1929 3 10 i4 9 ] (] 1 o - i | i 55
1950 1 3 . s 1 | 1 | 1 1 e 2 12
1931 . 2 1 2 1 G 1 4 2 3 4 4 i 25
1932 . 12 31 39 23 i G 1 8 b 2 7 8 150
1938 . {1] 4 15 9 s - | & 1 e 2 1 43
1934 . ) 3 1 2 2z I 1 s 2 1 1 14
1935 1 | 1 1 i - 1 5 Zz 1 L]
1936 i e o i 1 L ot 5 = LM LT
1937 70 53 107 | 244 | 163 03 30 14 14 10 11 3 8216
1938 9 1 1 g | i &t = i o 2
1939 3 2 - i1 i 9 4 2 | 2 3 L al
1940 5 5 3 e 1 o 2 2 1 4 e o 23
1541 2 | 1 i 1 o 1 i - i e 4
1942 i 1 4 3 4 5 | 3 3 3 Z 31
1943 . el 1] 48 59 23 7 2 3 5 14 4 4+ 179
1944 . 19 ) 11 3 1 i i e £ +ie i | 43
13 . o 1 2 o 1 2 1 Ei 2 I Z & 16
16 6 23 9 22 14 L] (1] 1 e I o = 113
1947 . 3 1 = e i er 1 is s I 17 | 109 135
1948 . 55 43 TG 0 117 4 B3 85 17 7 a0 6o 04
1949 -, “ 66 &4 33 18 10 11 7 5 8 9 10 335
1950 . fi 9 18 5 3 ! 3 I + 1 7 2 70
1951 4+ 1 1 5 3 - . s | 1 4 3 3 26
1952 | 5 7 12 7 15 al TG 121 203 | 206 | 190 84
1953 1) 107 45 23 17 4 2 8 7 7 i1 3 4G
1954 . 2 3 9 2z 3 3 o 1 2 1 2 4 43
1955 . I 17 2 1 i 4 6 Il 3l 105 [ 246 | 218 03
1956 . 66 | 218 (171 1Mz 42 20 16 10 @ 11 17 1] 8497

Progress of the 1955-56 Epidemic

The first indication that poliomyelitis was likely to reach epidemic
proportions was observed in August 1955 when cases began to appear 1n
Auckland and Hamilton areas in the north and as far down as New
Plymouth in the west. Indeed, New Plymouth may almost be considered
to have been the real source of the outbreak as in proportion to popula-
tion the number of cases reported from this area was higher than any-
where else and remained so until the end of November, by which time
the disease had spread to Palmerston North and Wellington as well as

6
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all over the north and east in the North Island. A strange feature was
the fact that Dunedin was hit fairly heavily as early as October, whereas
it was not until December that other South Island districts such as
Timaru and Invercargill had more than a few sporadic cases. Again,
Whangarei in the far north saw little of the epidemic until early in 1956.
By this time the whole country had been affected with a particularly
high incidence from Palmerston North down through the remainder of
the North Island and all through the South Island. Timaru was severely
affected during January 1956, Christchurch for the first three months
of that year, and Nelson in February and March.

1 ﬂ'-l!.'rff’ ." | —Armck Rates by H eaff.h Districts, 1955-56 Epidemic

Tatal Cases Paralysed Cases Deaths
P‘n" lation
Health Districts “rdug
1956 Rate per R,n:: Rate per
MNumber IU.D&E Numhber ﬂg[';r MNumber lﬂ.Oﬁ
Population Pnpulalmn Population

e e U e
Whangarei .. i #3,330 33 40 0 24 1 01
Auckland .. i A0, T 151 3-4 i 1<% L 01
Hamilton .. o | 218,410 [ 30 43 2-0 1 o
Tavranga . Lok 61,316 (H 111 36 50 4 0-7
Gishorne e i #5.5%2 70 &2 45 53 3 -4
Mew Plymouth A 83,778 141 168 R 11:7 o 11
Palmerston North .. 250,001 1549 64 | 108 43 a8 03
Wellington o 274,199 | 170 62 'I ai 3-3 4 0.1

Total, North Island | 1,497,364 s | 57 523 3-5 34 02
Nelson .. e 68,367 124 | 181 56 82 7 1-0
Greymouth . . o A% ,047 25 | 6o 19 k-5 2 0-5
Chrstichurch E 243,075 14 | 5B a4 5.5 i -2
Timaru o 4 91525 12| 12-2 72 79 o 09
Dunedin 2 i 146,219 153 | 15 114 78 G (LR
Invercargill o £ 467 73 | B-3 a7 4 10 1-1

Total South Isdand. . 676,656 627 | 9-3 42 5-9 39 0-6

New Fealand ’o 'I 2,174,062 1,485 G:8 925 43 73 0-3

In proportion to population, Nelson Health District suffered most in
the 1955-56 epidemic. As mentioned earlier, the disease was late In
spreading to Nelson but was of rather an explosive nature in that area
during the late summer. New Plymouth, where the outbreak appeared
to originate, had the second highest total incidence rate (16-8). The
South Island, with a total rate of 93 per 10,000 population, unduubtedl‘y
suffered more than the North I%land (37). This remark applies also to
the severity of the disease. The North Island paralysis rate was only 35
as compared with 59 for the South Island, while the death rate in the
South (06), was exactly treble that of the North (0-2). In both these
latter respects, New Plymouth and Nelson were the Districts with com-
paratively high rates, although Invercargill had an equally high death
rate with New Plymouth (1:1). Hamilton had the lowest total attack rate
(3-0). with ﬂuckland qemnd (3-4). These positions were reversed as far
as paralysis incidence is concerned. For death rates, Whangarei, Auck-
land, and Wellington had equally low rates (0-1), while Hamilton was
the lowest with a rate of less than 0°1 per 10,000 of population.

The details of all cases, paralysed cases and deaths, are shown by health
districts, sex, and age-groups in Tables III to V.
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Table IV—Paralysed Cases by Sex and Age Groups
Age Group
Health District Sex Totals
0-4 | 5-9 | 10-14 | 15-24 | 25-34 |33 and
Whangarei .. EE [ B 2 s s ‘- 2 1 9
F. 1 1 1 4 3 1 11
Totals 3 1 3 ¥ 3 2 b
Auckland M. .. 4 11 3 12 8 4 44
F. 4 9 1 15 t: 1 38
Totals 8 | 20 6 | 27 | 16 5 | 82
Hamilton .. e | ML 6 5 1 4 4 L g |
F. 5 2 2 L] * 1 20
Totals 11 7 3 10 8 4 43
Tauranga M. 1 3 1 2 6 5 14
F. ir 1 2 L 9 2 18
Totals 1 4 3 G 15 7 36
Gishorne M. 7 4 1 3 4 3 12
F. 5 6 3 3 B i 23
Totals 12 10 4 & 10 3 43
New Plymouth M. 17 12 5 6 10 7 57
F. 12 10 4 7 4 4 41
Totals | 29 | 22 il e bl I ZHUH IR Rl S
Palmerston North . | M. 14 11 2 9 8 5 49
F. 10 13 4 14 15 3 59
Totals | 24 | 24 6123 | 23 8 | 108
Welli n M. 13 1 1 9 17 3 46
il F. 11 3 2 LA K 1 | 45
Totals 24 4 3 18 36 G 91
Nelson M. 7 7 1 3 3 3 28
F. 2 5 3 5 10 3 28
Totals g 12 4 10 13 8 56
Gre th M. 2 2 it 24 s 1 7
FRES F. 3 3 1 3 2 s 12
Totals 5 5 1 5 2 1 19
Christchurch . . M. 8 12 6 9 8 4+ | 47
F. 4 4 4 | 10| 12 3 137
Totals 12 16 10 19 20 7 84
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The next table shows the total incidence, paralysed cases, deaths, and
case-fatality rates by age groups for the whole of New Zealand.

Table VI—All Cases, Paralysed Cases, Deaths, and Case-fatality
Rates, by Age Groups

All Cazes Paralysed Cages Deaths Faralit
Agt G Populati [E:"lﬂn
ge TOUE AL R-ﬂ-! pe Rat Rnﬂ:
Mumber Iﬂ::DEH]r MNumhber 14:]5&:: Number, 10 wﬂ “I}]
Fopulation Population Population

| . 5 256,548 270 10-52 182 709 ¥ 027 250
59 .. i 240,583 320 13-30 176 7-32 5 0-21 I-56
10=14 .. Lo 186,127 183 9-83 LK) 5- §0 8 0-43 4-37
1504 .. | e | 310 10-64 | 191 6:56 | 16 0-55 5:16
5-34 .. i 306,815 F0 O-81 205 G668 | 21 0-68 698
35 and over b i 673 101 1-13 76 0-B5 16 0-18 1584
Total, all ages [2,174,062 | 1,485 6-83 | 925 4:25 | 73 l 0-34 492

Although there has been a tendency in recent epidemies for the attack
rate to increase in the adult ages, the highest rate is still recorded for
the five to nine age group. The rate for all children under 15 of
11:31 per 10,000 population was over twice as hich as that for all
persons over 15 (4'78). Measured by the severity of the attack the
incidence rates are more evenly spread, as will be seen from the above
table. For paralysed cases the highest incidence was still recorded for
the age group five to nine, but the older age groups, other than 35
and over recorded rates very little below this group. It would appear
that the older the patient the greater the chance of death ensuing.
This is particularly true as regards the case-fatality rate.

Cases Treated at Home and Use of Mechanical Respirators

The next three tables, which give figures of the number of cases
treated at home and certain details relating to the use of mechanical
respirators, are included as a matter of record.

Table VI—Cases Treated at Home

Health District il of g1 Dacetiy
Whangarei Ei = 7 21-2
Auckland = i 14 9-3
Hamilton - . 6 g.]
Tauranga e e 20 29-4
Gishorne i ppe 6 8-6
New Plymouth .. R 20 14-2
Palmerston MNorth .. i 15 9.4
Wellington A g f 35
Melson .. hi | el 16
Greymouth A A S b
Christchurch ey i 26 18-6
Timaru .. i i 4 36
Dunedin o s 13 B-5
Invercargill 5 s 3 G-8

Totals .. o 144 9.7
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Table VII—Cases Where Mechanical Respirator Used

Health District Total Cases Deaths

Whan i

Aucklag:ac

Hamilton

Tauran

Gisbnmia e i

New Plymouth .. .

f‘ardmcﬁtun MNorth .. o
ellin . b

Nmmwﬁ L A2

Greymouth - i

Christchurch i

Timaru .. T doq

Dunedin

Invercargill
Totals

-

OO 4D 00 R 00 O e D L L R = -

—
S MU L BSOS K.

=
(%]
[=1]

Table VIII—Cases Where Mechanical Respirator Used, by Sex and

Age Groups
Age Group Males Females Total Deaths

-4 e 2fe et ri 3 10 7
=9 .. 5 o 5 6 11 4
10-14 .. i A 4 4 Hi o
15-24 .. - & A 12 A 15 11
25-34 bt S 16 10 26 15
.35 and D'Iﬂ!'l' o g 17 4 21 14
Taotals . . a 61 a0 al 56

Slightly fewer cases were treated at home in the 1935-536 epidemic
(97 per cent), as compared with the 1952-53 (104 per cent).

Mechanical resplrnturs were in use in considerably more cases, pos-
sibly the availability of these machines being a factor in the changed
proportion. In 1955-56 a total of 91 patients were treated in mechanical
respirators (61 per cent). In 1952-53 there were 46 cases so treated
(35 per cent). The deaths of these patients were 56 and 36 respee-
tively, amounting to 61'5 and 785 per cent respectively.
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Severity and Extent of Paralysis

The severity of the paralysis is shown in Table IX. The assessment
was made in each case by the clinician in charge of the patient.

Table IX—All Cases, Severity of Paralysis

Age Group None ; Slight Moderate Severe Totals

-4 o o 88 70 e 43 270
5-9 L A T - 74 65 37 320
10-14 i o a8 47 18 30 183
15-24 o . 118 67 72 53 310
25-34 e .2 a7 59 70 75 301
35 and over .. i 25 18 28 30 101
Totals .| 560 335 | 817 273 1,485

|

The next table shows the severity of the paralysis at the time of
leaving hospital. All cases that had not been treated in hospital, who
had never had paralysis, or who died in hospital have been excluded
from the table. Patients still in hospital at the time the statistical
returns were made out have had the severity assessed at three months
after the onset of paralysis.

Table X—All Paralysis Cases Treated in Hospital. Severity of Paralysis
on Leaving Hospital ([ Excluding Deaths )

Mone Slight Moaoderate | Severe Unknown

Age Group = {= = | = T Totals
r 1wt \er

Mo Caentt No. C‘Eﬂti Mo, Cenl.' Iqu C‘E"t Mo, Cﬂlt
=4 23| 14-9 76 | 49-0 38 | 24-5 18 | 116 i 155
5-0 2] 20-7 71 | 45-8 47 | 30-3 i 2:6 | 0-6 155
10-14 22| 23-5 31 | 40-3 15 | 19-5 B 10-4 1 1-3 77
15-24 32 1 20-1 61 | 38-4 43 | 27-0 231 14-5 o SR 159
25-34 221130 62 | 367 52 | 30:8 31 | 183 ) 1:2 169
35 and owver 10 ] 18-5 22 | 407 15 | 27-8 7| 13-0 o . G4
Totals . 1 141 | 18-4 | 223 |42.0| 210 [27-3( 91 [11-8 4| 05| 769

— ol

It will be seen that by the end of their treatment in hospital 184
per cent of all paralysis cases hospitalised (excluding deaths) had no
paralysis, while a further 42 per cent had only slight paralysis. The best
results appear to have been obtained in the 10-14 age group, where
285 per cent had no paralysis and 40'3 per cent were still slightly
affected. The age group suffering most in respect of severity of the
disease was 25-34. In this group only 13-0 per cent had no paralysis
on discharge from hospital. The proportion with slight paralysis was
also the smallest of all age groups (36:7), while these ages had the
highest proportion with severe paralysis still present (183 per cent).
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Urban and Rural Incidence

The epidemic was more widespread in rural areas than in urban
areas. In actual number the urban areas contributed more to the total
number of cases, viz., all urban areas 873, or 588 per cent, of which
601, or 40°5 per cent, occurred in the large metropolitan areas and
272, or 183 per cent, in the smaller urban areas. A total of 612, or
41-2 per cent, of the total cases were resident in rural districts.

In proportion to population the main urban areas had a rate of
50 per 10,000; smaller urban areas 85; all urban areas 58; and
country districts 9°3; nearly double the incidence rate of the urban
arcas.

Of the total of 1,485 cases, 37'7 per cent had no paralysis at the
time of diagnosis, in 22°6 per cent the paralysis was slight, in 21-3
per cent it was moderate, and a further 184 per cent of cases had
severe paralysis. As might be expected the proportion of severe cases
increased with age. It is interesting to record that in the 1952-53
epidemic only 137 per cent had severe paralysis, while 421 per cent
had no paralysis. Of the 73 deaths in 1955-56 only eight cases were
recorded where the paralysis was not severe,

The extent of paralysis at its maximum in the 925 paralysed patients
and its localisation on discharge from hospital or death is shown in
Tables X and XI. Table XII shows the extent of paralysis in the 73
fatal cases.

Table XI—All Cases, Location of Paralysis at Maximum

Age Group 0 I E 2 3 4 - 6 I T 9 Torals

0-4 Y .| e8| 12| 20(120] 3| 22| 1 } 4 | 270
5-9 s ol1aa| 14| 22| 97| s| 35| 1| 3| ‘1| 32
10-14 & ks 14| | 37| 3| | | 3 183
15-24 L Ina| 14| 28| 83| 5| 52| 4| & 310
25-29 i |l o7| 16| 28| 82| 9| 55| 2| 10 301
35 and over o 25 [ 12 | 29 6 17 1 5 101
Totals .|560| 76| 120 |450| 20| 200| 9| 31| 11,485

Table XII—All Cases, Location of Paralysis on Leaving Hospital

Age Group 0 I s b | &« als |78 |9 |Ton
0-4 ., .. | 116 g 21 105 s 14 1 s 3 270
59.. .. | 183 10| 21 i} -5 23 1 2 3 320
10-14 .. | 116 7 18| 23 1 13 - 2 1 i 183
15-24 .« | 160 11 19 78 4| 35 2 4 o Z 310
25-34 s 10125 12 23 83 8 36 1 8 4 1 301
35 and over .. 37 7 9| 24 4 14 1 5 s i 101
Taotals | 737 55| 111 | 385 17| 135 *6| 23 5 11 | 1,485
| |
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Table X1II—Deaths, Location of Paralysis at Maximum

Age Group 0 1 2 3 4 5 6 7 | Totals
-1 2 o 2 = 1 2 7
5-9 1 i 1 ik 1 2 ]
10-14 3 1 i i 2 2 ]
15-24 .. o e (i v 1 3 2 | 3 16

25-34 .. s 1 3 3 1 i 2 1 i 21

35 and over w0 2 l 2 5 & b 4 16

Totals .. 1 17 2 T 12 12 2 20 73

The key to the location of the paralysis in these three tables is as
follows:

Key to Tables XI to XIII
0 = None.

1 = Cerebral, bulbar.
2 = Upper cervical, lower cervical.

3 = Thoracic, lumbar or sacral.

4=1+2
53=2+3.
6=1+3.
17=14+2+3.

# = Sull in hospital.

0 — Not stated or unknown.

Tables XIV, XV, XVI, XVII, and XVIII, give particulars of the
time of onset of fever and paralysis and, for the fatal cases, the time
elapsing between onset of illness and removal to hospital and the time
spent in hospital before death.

Table XIV-—All cases, Time Between lIliness and Onset of Fever

Number of Days "
Age Group

0 | 2 3 4 5 G 7 B g% | M.K. Totals
-4 3 eo | 1490 24 91 12 7 & 7 i 3 3] 55 13 0
55 o e e ol 2 13 k] [ 8| 10 3 3| 55 9 320
10=14 5k e i | 29 21 8 4 3 & 1 2 1 18 13 183
15-24 ki e | 193 58 2 16 9 7 6 2 2 4 26 25 310
2584 e ve | 140 Sé B 18 i3 51 11 3 % 51 81| 23 301
35 and over we | 4B 5 8 & 2 2 2 1 21 14 G 101
Totals «x | 722 | 18T | LD1 T2 51 29 31 19 11 16 | 157 80 | 1,485
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Comparison Between Major Epidemics in New Zealand

Very little information is available regarding the 1916 and 1925 epi-
demics, except that they were short and intense and each lasted some six
or seven months with a monthly incidence rising as high as 320 and 366.
The 1937 epidemic was rather more prolonged, with a relatively high
ncidence for eight months and a more gradual return to normal. In
1947-49 the outbreak was less intense and was spread over some 20
months with the highest monthly total of 117 cases. The spread of infec-
tion throughout the country was very slow and the disease took about
12 months to spread from Auckland to Dunedin. The epidemic of 1952
53 was more similar to earlier outbreaks, lasting some 11 months with
the monthly incidence rising to 209, or nearly double the highest monthly
incidence of 1947-49. The latest epidemic of 1955-56 had a duration of
12 months, remained fairly intense for six months, and reached a highest
monthly incidence of 277, One peculiarity was the fairly severe outbreak
in Dunedin for three months before it really spread to the South Island
as a whole.

In the next tables a comparison is given of certain features of the
various epidemics by age groups. It is not possible to compare the
same age groups all through as this information has not always been
available.

Table XIX—Fercentage of Cases by Age Groups { All Cases)

Age Group | 1916 1925 1937 194740 1952-53 1955-56
-4 61-3 552 27-3 ay-2 17-9 18-2
5.9 17-5 23.5 33.5 29.5 20-6 216
s o il el 95 58 o 10-5 o
=15 - " u ! | = i ! -]
0 and over 5-1}'3"} 5-3}“‘3 |1-1i}2'}"’r 22-1}3"“ 34--:}‘”'9 5&~s}*?'9
Totals .. 1100-0 Iim-u L= 'tlm-u 100-0 16K-0

The shifting of the age-group incidence to the group containing adults
is clearly seen from the above figures. This is further seen in Table XX,
which shows the attack rate in the same age groups.

Table XX—Attack Rates by Age Groups (All Cases)
(Rates per 10,000 of population)

Age Group 1916 1925 1937 194745 1952-53 1955-56
-4 43-1 al-1 1%-7 13-% 9-8 10-5
-3 158 21-9 -7 24-5 138 15-3
1n-1¢ ., 7-h B0 I2=2 184 181 9-8
15-19 .. 4-8 5-3 56 9-7 |ﬂ'ﬂ} 4:2 4-8
20 and over 1-2 0-8 1-0 2:6 3-4

Toals - | 9-4 -7 3-9 77 GG fi-f
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