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Abstract
In New Zealand the Department of Labour provides guidance on the provision of first-aid
equipment, facilities and training to meet the requirements of the Health and Safety in
Employment Act 1992, and Regulations 1995.

The guidelines state that employers

should take all practicable steps to provide suitably qualified first-aid personnel, and
outline the nature and frequency of first-aid training.

In addition the Factories and

Commercial Premises (First Aid) Regulations 1985 state the specific requirements for
workplace first-aid provision.

Systematic research on workplace first-aid policy and

practice, first-aid training, equipment, and first-aid facilities had not been undertaken
since the legislation and guidelines were introduced.

Similarly research on the first-

aiders’ role, the nature and frequency of their training, their use of workplace first-aid
equipment and facilities, and their application of first-aid did not exist. Furthermore, the
relevance of the first-aid training syllabus in relation to the first-aid treatment provided
in the workplace had not been explored.
This research explored workplace first-aid policy and practice in accordance with the
legislation and guidelines, and determined how past events, circumstances, and
dominant social norms had shaped this provision.

The aim was to ascertain the

workplaces’ requirements for first-aid, inform future workplace first-aid policy and
practice in New Zealand, minimise the consequences of workplace injury and/or illness
through the provision of appropriate emergency care, and contribute to the wider body of
knowledge on workplace first-aid. Three research methods were used. Two exploratory
qualitative surveys were conducted with a small sample of workplaces.

The results

informed two national surveys that included workplaces from all Industry Groups, and
multiple statistical analyses were completed. Finally, historical research was undertaken
from two distinct perspectives. The first investigated the introduction, development, and
expansion of workplace first-aid in New Zealand between 1884 and 2005. The second
traced the content and delivery of the first-aid training syllabus taught to attain
certification during the same period of time. A social critical approach was used for both
of the historical research strands.
The results show emergency first-aid care was not available in all workplaces.
Workplaces were unaware of legislative requirements, and or guidelines on first-aid
provision. Traditionally, these requirements have been based on dominant social norms
rather than evidence-based, and have little relevance in the workplace. Workplace firstaid policy and practice was not based on the potential exposure to risk of injury and/or
illness, the availability of medical care, systematic practices, or workplace injury/illness
data.

First-aid training and assessment was inconsistent, infrequent, and parts of the

ii

syllabus were irrelevant. There was no evidence to suggest workplace first-aid training,
equipment and facilities was based on what first-aid was applied in the workplace. New
Zealand has an uncoordinated approach to workplace first-aid.

The regulatory

framework is complex and ineffective, and the first-aid training syllabus does not meet
the needs of the present or future work environment.

Recommendations for future

workplace first-aid policy, practice and research were discussed.
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Chapter One
Introduction
This thesis investigated workplace first-aid policy and preparedness in New Zealand (NZ).
First-aid is defined as the “immediate help provided to a sick or injured person”, and the
“first help or treatment given to a casualty before the arrival of medical help”[1, 2].
Prompt and appropriate first-aid can minimise the consequences of injury and illness,
wherever it is administered, including the workplace.

The critical factors that shape

workplace first-aid provision should be exposure to risk of injury and/or illness, and the
availability of medical care[3]. Although research on the provision of workplace first-aid
has been conducted overseas[4-11], workplace first-aid policy and practice in NZ has
remained relatively unexplored for decades[12, 13].

Context of the Research
Every year approximately a quarter of a million work-related injury claims are reported
to the Accident Compensation Corporation (ACC) in NZ[14].

In 2004, the cost of the

treatment, compensation, and rehabilitation for work-related injuries was estimated to be
$200 million, although this was considered to be conservative[15]. These statistics only
reflect the number and cost of reported workplace accidents. The figures do not include
everyday workplace injuries and illness that may also have required first-aid treatment,
but did not result in a compensation claim.

The Regulatory Framework
In NZ, the Health and Safety in Employment Act 1992 (HSE) states the responsibilities
for workplace safety and health[16]. The Act’s focus is on workplace health and safety
(H&S) management; specifically on workplace harm prevention.

Employers, the self-

employed, employees, contractors and those who control places of work all have
responsibilities under the Act.

Coupled to the HSE Act are the HSE Regulations.

The

HSE Regulations 1995 require workplaces to take all practicable steps to provide suitable
facilities[17].
Premises

In addition to the HSE Regulations are the Factories and Commercial

(First

Aid)

Regulations

1985

(F&CP

(FA)

Regulations),

which

requires

workplaces with six or more workers to appoint a person in charge of first-aid[18]. In
workplaces where fifty or more are employed, the person in charge of first-aid must be a
trained first-aider or nurse. Furthermore, the F&CP Regulations mandate the minimum
contents of workplace first-aid kits, and the provision of first-aid facilities.
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The Department of Labour (DoL) administers all HSE legislation in NZ, and provides best
practice information and guidance on its website to assist businesses with workplace
H&S[19].

Guidelines are provided on the HSE Act 1992, and Guidance Notes on the

provision

of

first-aid

equipment,

facilities

and

training

to

meet

legislative

requirements[20, 21]. The Guidelines state that the employer’s responsibilities include
hazard management, information, training and supervision, employee participation,
compliance and accident recording and notification.

The Guidance Notes state that

employers are required to take “all practicable steps” to provide suitably qualified firstaid personnel who are defined as:
persons (or a person) in a place of work who hold a valid first aid certificate,
which has been awarded by a trainer or instructor operating under the
supervision of an organization accredited by the New Zealand Qualifications
Authority (NZQA). First aid personnel will have been credited with Unit
Standard 6400 (minimum) and/or undertaken a refresher course no less
than every two years (p.7)[21].
Although there is anecdotal information about the value of first-aid, little is known about
its provision in NZ’s workplace. A survey of factory first-aid kits was conducted in 1984,
which preceded the introduction of the F&CP (FA) Regulations[13].

Apart from this

research, there has been no systematic research on the provision of workplace first-aid in
NZ. It is important that we understand the level of awareness of workplace first-aid, and
the extent to which workplaces provide it in accordance with the legislation and
guidelines.

The relevance of the regulatory framework and its application in the

workplace in the early years of the twenty-first century has not been explored. Moreover
the basis for developing and implementing this complex, paradoxical regulatory
framework in relation to workplace first-aid has not previously been examined.

First-aid Training
First-aid training has been available in NZ more than 125 years[22-24]. This training is
widely acknowledged as a public good as the skills may be called upon at any time. The
Guidance Notes supply the first-aid syllabus, which covers both the Initial and Refresher
training for first-aid personnel. Those who have successfully completed first-aid training
are awarded first-aid certification, which is valid for two years. On expiry, refresher firstaid training is required in order to retain first-aid skills and first-aid certification for a
further two years[21].

Private training providers (PTEs), including those that provide

first-aid training, must be accredited with NZQA if they seek formal recognition for the
skills they provide[25]. NZQA moderates PTE’s teaching methods and competency based
assessment practice in accordance with specified units of learning, also known as unit
standards. What is not clear is the relevance of the content of first-aid training, given
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the diversity of industries, and their access to professional medical help. There has been
no systematic research on first-aid training for the workplace in NZ in relation to the
first-aid treatment provided in these establishments.

Personal Interest in Workplace First-aid
My personal interest in workplace first-aid is taken from a non-medical perspective; it
stemmed from my experience managing learning and development in NZ government
departments. Education, training and development are critical elements in ensuring the
workforce is equipped to do the job in a safe and productive way. First-aid training and
certification was a mandatory requirement for some government employees, as part of
their role.

For example in 2002, a current first-aid certificate was a condition of

employment for all Corrections Officers (prison officers), as first-aid was considered to be
an essential skill in a secure environment such as a prison.

Corrections Officers were

required to hold current first-aid certificates at the time of their appointment to the role,
and therefore their first-aid training was not tailored to the environment they were about
to enter.
Although Refresher first-aid training was provided on a regular basis, it was a challenge
to manage currency in first-aid certification for 2,200 Corrections Officers within the NZ
Public Prison Service.
operation.
NZ.

Prisons are a seven-day-a-week, twenty-four-hour a day

In 2002, multiple prison units were located in eighteen institutions around

Shift-work arrangements, annual and sick leave had to be managed, and priority

was given to ensuring minimum numbers of staff were managing the inmates at any one
time. Refresher first-aid training was scheduled for those whose certification was due to
expire, but these staff were not always available to complete the training as required.
Apart from the logistics, the training cost had to be carefully managed. In prisons this
was funded from the public purse. The cost included the first-aid training cost, the salary
cost for the trainee, and the additional salary cost (often at overtime rates) as each
trainee’s role had to be ‘backfilled’ by another employee while the first-aid training took
place. I wondered what first-aid training other Industry Groups provided, and how they
managed this provision. As a non-medical professional I also questioned whether firstaid training should be tailored to the workplace, and if so, how was this delivered?

The Focus of the Research
In 2002, the Health and Safety Executive (the Executive) in the United Kingdom (UK)
began a programme of work. The aim was to establish the relevance of the provision of
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first-aid in industry, in relation to the H&S (First-Aid) Regulations 1981, and the existing
code of practice[4, 5, 11].

This included a survey on how first-aid was viewed by the

workplace, to identify the issues.

Subsequently, recommendations resulting from the

study were agreed and implemented by the Health and Safety Commission[7].

In

contrast, the relevance of the provision of first-aid in NZ’s workplace in accordance with
H&S legislation and guidelines had not been investigated. Research on workplace firstaid policy and practice, first-aid training, equipment, and first-aid facilities did not exist.
Similarly, there was no research on the first-aiders’ role, the nature and frequency of
their training, their use of workplace first-aid equipment and facilities, and their
application of first-aid.

It is important that we understand the relevance of the

regulatory framework in NZ and its practical application in the workplace.
In 1987, Ian Campbell completed a critical analysis of NZ’s workplace safety
legislation[26]. In 1995, Carol Slappendel edited a series of essays on workplace H&S in
NZ[27].

The history of the DoL, which included the development of NZ’s labour

legislation, and the history of the Department of Health (DoH) have also been
documented[28, 29]. These books provide a rich source of information about NZ and its
workplace.

However, none of them specifically investigate the regulatory environment

and/or the administration of workplace first-aid provision. It is unclear how the complex
regulatory

framework

in

relation

to

workplace

first-aid

provision

materialized.

Researching the history to identify the factors that appear to have most influenced the
evolution of the regulatory framework in relation to occupational first-aid would
contribute new knowledge and understanding of the current framework.
Much has been written on the history of St John in NZ[22-24]. Less has been written
about the NZ Red Cross with regard to their first-aid training provision[30]. These books
provide valuable insight into the respective organisation’s history, structure, functions
and culture, and their provision of first-aid training and treatment in NZ. A plethora of
first-aid manuals have been published on the first-aid training syllabus[31-46].
However, none of these publications critically review the syllabus in terms of the nature
and frequency of workplace accidents and the evolving environment in which they occur
in NZ.

The relevance of the first-aid syllabus has not been questioned in the NZ

workplace.

Regardless, the first-aid syllabus has been adopted and incorporated into

NZ’s public policy framework.
The purpose of this thesis was to determine:
1. What first-aid NZ workplaces provide in accordance with H&S legislation and
guidelines, and
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2. How the events and circumstances of the past have shaped workplace first-aid
public policy and practice in NZ.
This research will contribute to new knowledge and understanding of the relevance of the
regulatory framework in NZ in relation to occupational first-aid and its practical
application in the workplace, and thus better guide future policy direction.

The Approach
An iterative approach was adopted to achieve the study’s purpose; each step in the
process informing the next. Multiple research methods were used to answer the primary
research questions, and the literature was reviewed as an integral part of the process.
To determine what first-aid NZ workplaces provide in accordance with the legislation and
guidelines the parameters of the investigation included:
•

workplaces within all Industry Groups;

•

the potential exposure to risk of injury and/or illness;

•

access to medical help;

•

first-aid policy and practice in accordance with the legislation and guidelines;

•

the selection and appointment of workplace first-aiders;

•

the

nature,

frequency

and

management

of

first-aid

training,

and

their

qualifications;
•

the provision and use of first-aid equipment and facilities; and

•

first-aiders application of first-aid both at work and outside of the workplace.

Research was undertaken in NZ workplaces from both a management and first-aiders’
perspective. In the first instance two preliminary surveys were undertaken in 2004, one
with a small sample of managers, and the other with workplace first-aiders.

These

qualitative investigations were exploratory in nature and grounded theory methodology
was applied.

This social science methodology follows a step by step process; the

hypotheses is not formulated in advance, but grounded in observation[47-49]. Data was
collected from participants within the context of their natural environment – the
workplace. The data was coded and grouped into categories and themes in relation to
the questions to determine what was going on. Qualitative analysis is interpretative in
nature and seeks to describe the phenomena from the participant’s perspective, and
therefore a descriptive account of this research was provided[49].
The findings from the preliminary surveys informed the structure of the questions for two
national postal surveys of workplaces across all Industry Groups, one for H&S managers,
the other for workplace first-aiders.

The questions were similar to those asked in the
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preliminary studies.

However the questions were expanded upon and reframed as

multiple choice questionnaires to gain a broader insight into workplace first-aid policy
and practice. In 2005, the ACC provided the researcher with a stratified random sample
of 1700 workplaces, 100 from each of the seventeen Industry Groups in place from at
that time.

The two national surveys were undertaken in December 2005, one with

managers responsible for H&S, and the other with designated workplace first-aiders. To
increase the response rate a telephone follow-up was conducted with the workplaces
between February-July 2006.

Data was collated and analysed using SPSS (Chicago).

Multiple statistical analyses were completed using Kruskal-Wallis asymptotic chi tests. PValues <0.05 were regarded as significant. Binary logistic regression was used to predict
the significant factors that influence the provision of workplace first-aid.
The results of these four workplace surveys answer the first primary research question,
and highlighted how complex and ineffective the regulatory framework in NZ was.
did this complex framework materialise?
question was crystallised.

How

Based on these findings the second research

To determine how the events of the past have shaped

workplace first-aid provision in NZ historical research was required?
Historical research has been described as the systematic and objective location,
evaluation and synthesis of evidence in order to establish facts and draw conclusions
about past events[50]. Historical research is a legitimate form of research and scientific
endeavour. It is not merely a literature review. Historical research describes all possible
aspects of the situation under study and provides a broad view of the conditions. The
process involves investigating, recording analysing and interpreting the events of the
past[51]. Data is collected from documents, records, and where possible from personal
experiences.

This data is organised, validated and analysed and the subsequent

interpretive account reconstructs the past through a legitimate method of critical enquiry.
The aim is to provide a holistic representation and perspective of a previous age and thus
the act leads to a new understanding of the past and its relevance to the present and
future. The historical research for this thesis began in late 2006 and was concluded in
2011.
To determine how the past has shaped workplace first-aid provision in the present,
historical research was undertaken from two distinct perspectives. The first investigated
the

context,

circumstances,

events

and

activities

that

led

to

the

introduction,

development, and expansion of workplace first-aid in NZ between 1884 and 2005. This
included the:
•

developing environment and workplace in NZ

•

evolving regulatory environment and its administration;
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•

comparable and divergent aims, objectives and philosophies of the people and
organisations involved in the provision of first-aid; and

•

research both in NZ and overseas that influenced workplace first-aid policy and
practice.

The second strand of historical research explored the content, delivery and relevance of
the first-aid training syllabus taught to attain certification during the same period of time
within the environmental context of the passing years. The aim was to:
•

examine the curricula, and its relevance within the environmental context of the
passing years;

•

examine the link between first-aid certification and the NZQA process; and

•

trace the clinical debate with regard to first-aid training and treatment.

The overall aim of these two discrete pieces of research was to determine how the past
has shaped workplace first-aid provision and training in NZ in the present and inform
future first-aid policy and practice.
The historical investigation drew on literature from multiple disciplines and tertiary,
secondary, and primary sources.
encyclopedias.

Tertiary sources included textbooks, handbooks and

Secondary sources comprised books and journals from a range of

disciplines relating to the workplace, first-aid provision, and first-aid training.

Primary

sources included NZ census reports and statutes, annual reports, original minute books
of the Order of St John, the Joint Council of St John and the Red Cross.

In depth

research was undertaken in the National, Alexander Turnbull, Hocken, University of
Otago, Dunedin Medical and Wellington City Libraries. The DoL, NZQA and the National
Heart Foundation of New Zealand (NHFNZ) also provided access to their historical files to
inform this investigation (further details are provided on the sources of information in
Chapter Six).
Interviews with individuals, who could recall circumstances and events, helped shed light
on areas of ambiguity, and guide further investigation.

Information gathered was

subjected to external and internal criticism to evaluate its worth.
validates

data

authoritative?[52]

for

authenticity,

for

example

is

the

External criticism

document

official

and

Internal criticism evaluates the worth of the data, for example the

competence of the author, and their relationship with the events[52].

As historical

research is qualitative in nature, the content of the data was analysed, classified, and
synthesised into categories and periods of time, and the various threads drawn together
to reconstruct the past[53].
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A social critical approach was adopted for both of the historical research strands in this
thesis. Social critical research forms part of the phenomenological convention interested
in the way people construct their social reality[54].

The approach considers how

unconsciously subjective reality interacts with the objective reality of the social world.
Thus it reveals the motives and goals that accentuate the rules that people follow and
highlight the limitations and contradictions imposed by the reoccurring dominant social
conditions, customs or norms throughout the study period. This approach was selected
to identify the factors that appear to have most influenced workplace first-aid policy and
practice in the past, as these factors will also influence future policy decisions.
Accordingly, this approach provides alternative ways of resolving problems in the future.
It was anticipated that the thesis findings would be of interest to Industry Groups and
policy makers interested in creating safer workplaces, preserving life, and minimising the
consequences of workplace injury and /or illness through the provision of emergency
care.

Secondly it is important that we understand the past from a broader, more

rounded perspective, as well as from a single organisational perspective. Thirdly, it was
anticipated that the investigation would provide greater insight into the complexity of the
workplace, regulatory control and the interrelationships between the various agencies,
and the first-aid training community.

Additionally the research leads to a new

understanding of the past, and its relevance to the present in terms of workplace first-aid
provision.

A greater understanding of the past, and knowledge of the provision of

workplace first-aid in the present, should inform future workplace first-aid policy and
practice. Finally, this research should also contribute to the wider body of knowledge on
workplace first-aid.

Ethics
The surveys and the national quantitative research were approved by the University of
Otago’s ethics committee. The historical research was conducted using publicly available
records, and records held by organisations who gave consent for its use in this thesis.

Assumptions and Limitations
A number of assumptions were identified in relation to this research:
1. Some workplaces may be interested in participating in this research, others may
feel threatened or exposed;
2. workplaces have a level of awareness of workplace H&S legislation;
3. workplaces made some provision for first-aid;
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4. workplace first-aid policy and practice may not necessarily align. It was possible
that policies may be in place, however custom and practice may develop over
time perhaps where policies are not known, not understood, are impractical, or
not consistently applied;
5. workplace first-aiders are trained and certified in first-aid;
6. individual first-aiders may not have had the opportunity to apply their first-aid
skills;
7. more first-aid would be applied in workplaces within the potentially high risk
industries; and
8. access to historical files in government departments would be permitted.

Limitations
An iterative approach was adopted to achieve the study’s purpose, and therefore this
thesis is not presented in the usual format, which may be confusing for the reader.
A major limitation was the size and scope of this investigation given that the historical
timeframe exceeded 125 years.

The volume of information was compounded by the

multi-disciplinary interest in the topic, and the number of organisations concerned. The
disciplines include, but are not limited to medicine, public health, occupational H&S, law,
employment relations, human resources management, and education and training[12,
21, 25, 55-76]. Each discipline views first-aid from a different perspective, for example
from a regulatory approach, a clinical perspective, and/or from a social stance.
Secondly it was anticipated there would be gaps in the information available. A major
fire occurred in the Hope Gibbons building in Wellington in 1952[28]. The fire destroyed
most of the closed files belonging to the DoL along with other government documents.
As a result some primary data was lost, and therefore aspects of this research depended
on secondary sources of information.
St John and NZ Red Cross records may be incomplete, and inconsistently recorded.
Given that members of these organisations were volunteers, and originally operated in a
semi-autonomous capacity, physical records of all of their activities may not have been
systematically kept and archived.
Throughout the period under review, organisations were introduced and others ceased to
exist altogether in concert with economic, industrial and social change. Accordingly some
information may not have been recorded. Some documents may have been discarded,
and other may not be retrievable.

Rapid technological change occurred within this

timeframe. The emergence of electronic document storage and retrieval systems within
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government

departments

initially

removed

the

need

for

centralised

document

management systems. This situation may have inadvertently resulted in disparate rather
than centralised record management.

Individually created files may be ‘lost’ to the

organisation, and thus irretrievable.
The

socio-historical

investigation

describes

numerous

events,

activities

and

circumstances such as the First and Second World Wars and the Influenza Epidemic.
References are made to the introduction and development of organisations such as the
DoL, the DoH, and the ambulance service.

These events and organisations, and the

activities associated with them provide context to the investigation, and to a greater or
lesser degree influenced the broader provision of workplace first-aid. However, they are
not the primary focus of this thesis, and therefore detailed historical accounts in relation
to them are not provided.
During the course of this investigation the National Library in Wellington underwent
major refurbishment.

Parts of the library, including the National Library and the

Alexander Turnbull collection of books, were closed to the public for a two-year period.
Many, but not all of the historical items relevant to the historical investigation were
sighted prior to the closure.

Structure of the Thesis
The layout of this thesis is as follows. This chapter states the purpose of this research,
and provides the context for the investigation.

This includes an overview of the

regulatory and first-aid training framework, and notes the author’s personal interest in
the topic from a non-medical perspective.

The primary research questions were

identified, the approach to the investigation summarised. The remainder of this chapter
defines the terminology used within the context of this thesis.
Chapter Two explores workplace first-aid policy and practice in a small sample of
workplaces.

In 2004, managers responsible for H&S were interviewed about their

workplace assessment, first-aid policy, and first-aid training equipment and facilities, in
accordance with NZ H&S legislation and guidelines.

Comments from the participants

provide context and insight into workplace first-aid policy and practice.
Chapter Three considers workplace first-aid from a first-aiders perspective. It describes
first-aiders appointment to the role, and the nature and frequency of their first-aid
training and certification.

Insight into the first-aiders’ use of first-aid equipment and
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facilities in the workplace, and their application of first-aid both at work, and outside the
workplace is provided.
Chapters Two and Three provide preliminary information on what first-aid was provided
in NZ workplaces in 2004.

In 2005, the investigation was expanded to include all

Industry Groups NZ-wide. Chapter Four ascertains what first-aid workplaces provide in
relation to the potential exposure to risk of injury and/or illness, and access to
professional medical help. Chapter Five identifies the factors that determine workplace
first-aiders’ selection and training, first-aid qualifications, responsibilities, and the nature
and frequency of the first-aid treatment they provide. These factors are also considered
in relation to the potential exposure to risk of workplace injury and/or illness.
Chapter Six shifts focus onto the historical component of this thesis.

It outlines the

methodology used to trace the context and circumstances, events and activities that led
to the introduction, development, and expansion of workplace first-aid in NZ between
1884 and 2005. The seven chapters that follow describe the evolving social, industrial,
and economic environment, and the incidence of work-related injury and compensation.
The introduction and development of the regulatory environment in relation to workplace
first-aid is explained, and the nature of first-aid provision in a range of workplaces is
explored. Importantly, the people and organisations that have influenced the provision
of first-aid in the workplace are introduced.
Chapter Seven commences the historical account, and describes the origin of first-aid
and its provision by non-health professionals. To provide context NZ’s living and working
environment, the population’s general health and wellbeing, and the development of
government administration in these areas are explained. Accordingly, the introduction of
workplace first-aid in this country between 1884 and 1900 is described.
Chapter Eight continues the investigation, tracing the development of workplace first-aid
between 1901 and 1925. Significant events occurred during this period that had a major
effect on NZ’s social, industrial and economic environment. Consequently the evolution
of workplace first-aid is described in the light of these events.
Chapter Nine explores the provision of workplace first-aid between 1926 and 1945. The
chapter chronicles the DoH and DoL’s activities in the promotion of workplace H&S and
first-aid provision, and explores enforcement of the legislation. The development of the
first-aid training community is described, and strategies adopted to increase workplace
first-aid provision are outlined.
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Chapter Ten describes the post-war realignment of NZ’s administrative services in the
workplace. It charts the steps taken by the DoH and DoL to improve industrial hygiene,
expand the provision of workplace first-aid, and reduce workplace accidents between
1946 and 1965.

Importantly the post-war activities of first-aid training providers are

investigated, and research on the provision of workplace first-aid during this period is
reviewed.
Chapter Eleven investigates the steps taken to improve factory first-aid provision
between 1966 and 1985.

It tracks the provision of first-aid in NZ’s industrial health

centres and clinics, and first-aid training for other workplaces including the bush
industry. The changing regulatory environment in Britain and the flow on effect in NZ
are explained, and research on workplace first-aid provision in these countries is
considered.
Chapter Twelve looks at the impact of the first-aid regulations on the provision of firstaid training and practice between 1986 and 2006. During this period extensive political,
economic and social reforms took place, deregulation occurred, government spending
was reduced, and competition was encouraged. Accordingly this chapter considers the
research into, and provision of first-aid training within the context of these events.
Chapter Thirteen concludes the socio-historical investigation. This chapter reflects on the
various threads of the past and identifies the factors that appear to have most influenced
the evolution of occupational first-aid in NZ. The limitations and contradictions imposed
by the reoccurring dominant social conditions that underpin workplace first-aid policy and
practice in NZ are discussed. Finally the possible implications of these factors on future
policy are discussed.
Chapter Fourteen reviews the content, and delivery of the first-aid training syllabus
between 1885 and 2005. The curricula, its relevance within the environmental context of
the era, and the nature of occupational injuries commonly sustained are examined. The
clinical debate regarding workplace first-aid training and treatment are considered.
Furthermore, first-aid training, certification, and the NZQA process are explored in light
of the current findings on the provision of workplace first-aid in NZ.
Chapter Fifteen brings together the various strands of the research, and the key findings
from each of the previous chapters, to form an integrated picture of workplace first-aid in
NZ.

The practical implications for future workplace first-aid policy and practice are

considered, and areas for further research are suggested.
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The Appendices include copies of the surveys, and more detailed data in relation to this
investigation.

The results of the qualitative surveys were subsequently combined, and

published as a feature article in the Journal of Health, Safety and Environment (see
Appendix A)[77].

Definition of Terms
The term ‘first-aid’ and ‘workplace first-aid’ were defined in the first paragraph of this
chapter.

For consistency the term ‘first-aid’ is generally presented in this format

throughout this thesis.

The exception to this is made for quotations, and the citing of

publications, which will be consistent with the original spelling.
The term ‘first-aider’ was coined in 1894[37].

It describes a person who has received

first-aid training and has been awarded a first-aid certificate indicating that they are
qualified to provide first-aid.

A nominated workplace first-aider is defined as an

employee or voluntary worker who has been nominated by their workplace to provide
first-aid as required.
A first-aid kit is a box or cabinet used to contain first-aid items[21].
A first-aid facility is a designated first-aid room in a workplace that is “used exclusively
for giving first aid treatment” and contains “suitable” first-aid equipment[21].

The

facility can contain a couch or a bed and a chair, and must “accommodate a stretcher,
wheelchair or carrying chair”[21]. The facility “is fitted with cupboards for the storage of
first aid supplies”, and has “a wash-hand basin” with running water[21].
A first-aid training provider or instructor describes a person and/or organisation that
provides first-aid training to the public and issues first-aid certificates.
An accredited first-aid training provider describes a person who is accredited by the
NZQA to assess first-aid unit standards (previously defined as units of learning)[21].
A factory is a place where one or more people are employed in a business that makes or
manufactures goods for sale or trade.
Commercial premises are defined as a building, or apart of a building used as a business
office or for other commercial purposes.
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A

hazard

“means

an

activity,

arrangement,

circumstance,

event,

occurrence,

phenomenon, process, situation, or substance (whether arising or caused within or
outside a place of work)” that may be “an actual or potential” source of harm[21].
Harm is defined as a workplace injury and/or illness.
Risk means the likelihood that a hazard will cause harm[21].
A workplace is defined as a place, building, structure or vehicle where people work “for
gain or reward”[16].
An Inspector is defined as a person appointed to inspect workplaces to educate, advise
and enforce workplace H&S legislation.
To enforce means to make compliance obligatory under existing legislation.
The terms ‘requisitions’, ‘improvement notices’, and ‘infringement notices’, are used
interchangeably. For the purposes of this research they are defined as a written notice
issued by an Inspector requiring individuals to make specific improvements in the
workplace to comply with NZ legislation.
A H&S committee means “a committee established to support the ongoing improvement”
of H&S in the workplace.
Access to medical help means access to professional medical assistance in an emergency
for example a doctor, an ambulance, or a hospital.

First help or treatment given to a

casualty before the arrival of medical help may be performed by a bystander who may
also be trained in first-aid, but additional specialist medical treatment may also be
required.
Distance to medical help. In NZ the official measure of distance between geographical
places and specific places of interest, e.g. airports, hospitals, ambulance stations, to the
general population is defined in kilometers. This measure of distance is routinely used on
maps and signage.

Time between two or more places can vary depending on the

conditions (e.g. time of day, terrain, means of transport, and perception of the
individual), consequently this term is not used.

However the words “timely and

convenient access” to medical help is used, but is not defined in the Guidance Notes[21].
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Chapter Two
A Snapshot of Workplace First-aid
Policy and Practice
This chapter elaborates on the regulatory framework outlined in the previous chapter,
and commences the inquiry into workplace first-aid policy and practice in NZ.

This

chapter describes the first of two preliminary investigations that explored the extent to
which a small sample of NZ workplaces provided workplace first-aid in 2004. The aim
was to gain insight on workplace first-aid policy and practice in accordance with H&S
legislation and guidelines, and inform a broader investigation on workplace first-aid
provision. Accordingly, the methodology for this investigation is outlined in this chapter,
and the results presented and discussed.

The Regulatory Framework
As previously mentioned, the H&SE Act 1992 consolidated occupational safety and health
legislation in NZ[16].

To recap, the Act’s focus is on workplace H&S management;

specifically harm prevention.

Thus the employer has the primary responsibility for

providing a safe and healthy work environment, and must have procedures in place for
dealing with emergencies. When the HSE Act was introduced, the F&CP Act 1981, and its
Amendment (1986) were revoked, however the F&CP (FA) Regulations, and its 1991
amendment remained in force[78, 79].

Employers are legally obliged to meet these

requirements.
The DoL administers H&S legislation in NZ.

To help workplaces comply with the

legislation DoL provides workplaces with Guidelines on the HSE Act 1992, and Guidance
Notes on the provision of first-aid equipment, facilities and training[20, 21]. The content
of the F&CP (FA) Regulations and the Guidance Notes are summarised Table 2.1 to
illustrate the points of difference.
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Table 2.1 Comparison between the Factories and Commercial Premises (First Aid) Regulations and
the Guidance Notes
Factories and Commercial Premises (First
Aid) Regulations[18, 79]
Require the occupier of workplaces:
a)
b)

c)
d)
e)

with more than five workers to appoint a
person in charge of first-aid supplies,
cabinets and first-aid rooms;
employing more than fifty workers to
have a trained person in charge of firstaid (for example a Nurse, or the holder of
a certificate issued by St John, the Red
Cross or a trainer approved by the
Secretary);
employing more than 100 workers to
provide
a
first-aid
room
(specific
description provided);
to keep a register of first-aid treatment
provided;
to comply with the minimum scale of firstaid
appliances
and
requisites
in
accordance with the number of workers
employed.

Guidance Notes[80]
Advise workplaces to complete a risk assessment to
determine the number of first-aiders required.
Recommends at least two first-aiders be appointed:
a)
b)
c)

for every ten workers if timely and convenient
access to medical or ambulance service is
restricted;
for up to fifty workers in offices and retail
shops, and an additional first-aider for each
additional fifty workers or part thereof;
for up to twenty-five workers in all other
workplaces, and an additional first-aider for
each additional twenty-five workers or part
thereof;

A qualified person is defined as one holds a current
first-aid certificate, and credited with Unit Standard
6400, issued by an first-aid NZQA accredited training
provider[80]. First-aid provision must be available at
all times the workplace is occupied.
The employer determines the content of first-aid kits
with regard to potential injuries that may occur. There
is no mandatory list of requirements for first-aid
supplies. Provides the suggested minimum contents
for workplace first-aid kits.
One kit must be provided
•
•
•
•

for every fifty workers
on every floor in multi-level workplaces
in off-site locations where workers
working
in each work vehicle

are

A fully equipped first-aid room must be provided in
workplaces with more than 100 workers (specific
description provided).

Additionally the Guidance Notes:
•

supplies the first-aid course syllabus for the workplace, which covers both the
Initial and Refresher training for first-aid personnel (not fully included in Unit
Standard 6400[21]);

•

explains that a first-aid certificate is ‘valid’ for two years.

On expiry, Refresher

first-aid training must be completed to retain currency;
•

states that first-aid unit standards are life-time awards; and

•

describes additional course modules required to describe and treat workplace
injuries resulting from workplace hazards (not included in Unit Standard
6400[21]).

The Guidance Notes, although less prescriptive, provide similar, but not identical
information to that provided in the F&CP (First Aid) Regulations. The application of this
complex regulatory framework in the workplace had not previously been examined.
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Hence this preliminary investigation explored the extent to which a sample of NZ
workplaces provided first-aid in accordance with the legislation and guidelines.

Methodology
A stratified sample of workplaces in Palmerston North (population 75,000) was
undertaken, where the majority of industries as identified in the Australian and NZ
Standard Industrial Classification (ANSIC) system were represented[81]1.

Workplaces

from 15/17 defined Industry Groups were randomly selected from the Yellow Pages and
approached to participate in this study. Workplaces in Mining, Electricity, Gas and Water
Supply were excluded, due to the limited number of these workplaces, and to protect
their privacy.

In order to provide preliminary information for a broader study on

workplace first-aid policy and practice, the aim was to survey three workplaces from each
Industry Group that were willing to participate. Although cognisant of self reporting bias,
the intention was to keep the study to a manageable level.
Two sets of structured open-ended interview questions, based on the Guidance Notes,
were developed and piloted, one for managers responsible for workplace H&S (see
Appendix B), and the other for workplace first-aiders (see Appendix C, and Chapter three
for details)[21]. Participating workplaces gave their informed consent. Responses to the
interview questions were collated and a thematic assessment conducted.

Comments

from the participants provide context and insight into workplace first-aid policy and
practice.

Due to the small sample and the qualitative nature of the study, statistical

analysis was not undertaken. A grounded theory approach was applied; responses were
grouped into categories and themes, and a descriptive account provided.

Workplace First-aid Policy and Practice in Palmerston
North
Forty-four managers were interviewed (see Table 2.2). Of these twenty-four were male
and twenty female.

Seventy-nine percent identified as New Zealanders (NZers),

preferring no distinction between specific ethnic groups.

Eighty-nine percent of the

managers responsible for H&S were the owners or held senior positions, and 91% were
employed full-time.

1

In 2004 73.2% of the population aged between 15 and 64 years were in paid employment, and 155 workplace
accident insurance claims per 1,000 full-time equivalent employees (FTE’s) were reported to the ACC (The
Social Report Regional Indicators, Ministry of Social Development, August 2006). For the purpose of this
report Palmerston North was located in the Manawatu-Wanganui region ).
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Altogether 2,361.5 were employed in participating workplaces.

However, managers

commented that employment fluctuated due to seasonal work, and the demand for
goods and services. Most workplaces (84%) operated from one site, although thirteen
workplaces also employed a mobile workforce.

Hazard Assessment
A range of workplace hazards were recalled by 37/44 (84%) of the managers.

These

included:

2
3

•

biological and chemical exposure

•

use of light and heavy machinery, power and cutting and tools2

•

moving vehicles, people and pets3

•

lifting, carrying and loading people and goods

•

slipping/tripping/falling from heights or on wet floors

•

electrical hazards

•

repetitive strain/processes

•

noise

Cutting, heating, welding, clamping, grinding, sanding tools, saws drills and lathes
In particular assault by clients, and attacks by unrestrained dogs
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19

5

4

8

1
1
1
1
1
1
1
1

B

C

A

B

C

A

B

A

5

7(M)

5(M)

100

16(M)

13(M)

31

115

4

4

25(M)

92

1

A

1

1

B

5(M)

10(M)

A

1

A

1

1

D

2(C)
8(M)

1

1

B

1

B

C

328(M)

50

175

200(S)

25(S)

4

6

Staff
N.

C

4

A

3

A
1

1

C
1

1

B

1

A

B

C

Sites
N.

Workplace

√

√

√

√

√

√

√

√

√

√

√

√

√

√

Policy/
Procedures

1

7

18#

11

1

1

3

1

21

256#

√6

31

√(DK)

FirstAiders N.

Examples of the nature of work within these Industry Groups are provided in Appendix C.
The workplace has a first-aider on duty at all times the premises are in use.

Finance and

Communication
Service

Transport and
Storage

Accommodation
Café and
Restaurants

Retail Trade

Wholesale Trade

Construction

Manufacturing

Agriculture,
Forestry and
Fishing

Industry Groups4

√

√

√

√

√

√

√

√

First-aid
Coverage5

√

√

√

√

√

√

√

√

First-aider
on Health
and Safety
Committee

√

√

√

√

√

√

√

√

√

√

√

√

√

First-aid
Applied

√

√

√

√

√

First-aid
Facility

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

Injury/
Accident
Reporting

Table 2.2 Participating Industry Groups, Workplaces, Site and Staff Numbers, Policies/Procedures, Number of First-aiders and Workplace First-aid Coverage,
Workplaces with First-aiders on Health and Safety Committees, First-aid Applied, First-aid Facility Provided, Injury and Accidents Reported
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1
1
2
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8

1

44

4

1

B

2361.5

8

4

8

13.5

100

688

5
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C

1

A

8(OC)

1

C
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47(M)

2

1

A

1

A

B

1(M)

18(M)

1

1

2

1

A

B
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B

1

C
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C

1
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√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

1

1
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24

7

1

2

2

74#

1

1

1

6

1

3

13

√

√

√

√

√

DK indicates respondents don’t know

# indicates approximate numbers of first-aiders.

Workforce composition includes: Seasonal (S), Mobile (M), Contractors (C), On-call workers (OC).

Total

Personal and
Others

Cultural and
Recreational

Health and
Community

Education

Government and
Defence

Property and
Business

Insurance

13

√

√

√

√

√

20

√

√

√

DK

√

√

√

DK

√

10

√

√

√

√

√

32

√

√

√

√

√

√

√

√

√

√

√

√

√

The diversity of occupations within each Industry Group indicated that exposure to risk of
workplace injury/illness was job and location dependent. Twenty managers (45%) said a
hazard assessment had been conducted and workplace first-aid needs had been
considered.

Individual employees or the H&S committee conducted the assessment in

seventeen workplaces, and three used a professional contractor. Five managers stated
there were no hazards in their workplace (Transport and Storage, Health and Community
Services, and Personal and Others Industry Groups).

Three more perceived hazards

were minimal in their workplace (Finance and Insurance Industry Groups).

Policies and Procedures
General workplace H&S policies or procedures were in place according to 66% of the
managers.

Fewer than half of these said they had documented workplace first-aid

provision and/or accident reporting procedures.

None of the managers could confirm

that their policies were based on actual workplace illness or injury data. Of those with
H&S policies/procedures, 59% did not know who had developed them and only five
workplaces (17%) had involved employees in their development.
Sixty percent of the managers who did not have workplace H&S policies perceived they
were not required by virtue of the organisation’s size (fewer than twenty employees).

First-aid Provision
Management determined the extent of the provision of workplace first-aid (35/44; 80%).
However, nine managers responsible for H&S (20%) either did not know who made this
decision, or stated that no-one was assigned to this task.
(63%) had appointed designated first-aiders.

Twenty-eight workplaces

However, in 15/28 (54%) of these

workplaces, first-aiders were not available at all times the premises were in use.
Sixteen workplaces (37%) had not appointed first-aiders.
hazards that could cause serious harm.

Of these, ten had identified

The reasons given for this decision were that

first-aid was “common sense”, “not required”, and not necessary as the workplace “had
only two sprains in the last seven years”. One manager indicated that, “you don’t get to
practice everything you learn on first-aid training, and get over-trained on things that
don’t happen in the workplace”.

A further three managers commented that workplace

first-aid could be provided by the local pharmacy, rather than invest in the training
themselves.
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Appointment and Role of First-aiders
None of the workplaces had a documented process for selecting first-aiders.

Thirteen

managers suggested first-aiders volunteered for the role, eight nominated personnel for
the task, three said first-aid was a condition of employment, and four were unsure how
first-aiders were appointed.

Thirteen managers stated that their H&S committee

involved first-aiders. Of these one had not appointed a first-aider, three stated the firstaiders were also the H&S representative, and two said the first-aider was also the
workplace fire warden. It was unclear what role first-aiders would play in an emergency
situation.

First-aid Training
Of the managers who had appointed designated first-aiders, 22/28 (79%) had provided
two-day “initial” (standard) first-aid training, and sixteen (59%) had provided refresher
training when it was due. All of these managers said the “initial” first-aid training was
generic, and not tailored to the workplace, including the course that was held on-site.
Two managers provided additional first-aid training relating to incidents their workplace
first-aiders may be presented with (cuts and bitumen burns: Manufacturing and
Construction workplaces respectively).

First-aid Unit Standards
When interviewed 19/44 managers (43%) were unaware that NZQA first-aid unit
standards could be accredited in addition to a first-aid certificate. Nine managers (20%)
perceived first-aid unit standards were relevant in addition to first-aid certification
(Manufacturing, Construction, Retail Trade, Accommodation Café and Restaurant,
Property and Business Services, Government and Education Industry Groups).

One

manager commented that unit standards “help those who are apprentices to achieve
their qualification”.

Another indicated first-aid unit standards were a compulsory

component of a qualification in their industry.

While a third manager suggested unit

standards help standardise, and gain employees’ acceptance of first-aid training.
Eighteen (41%) perceived first-aid unit standards were unnecessary as “a current firstaid certificate was adequate”; seventeen managers (39%) did not have an opinion on the
matter.

22

First-aid Equipment and Facilities
Forty-three managers (98%) said first-aid kits were available at all worksites and in work
vehicles (managers’ estimated 464 kits in total)6. The responsibility for workplace firstaid supplies rested with:
•

the manager/owner (20/44)

•

administrators (7/44)

•

first-aiders (6/44)

•

St John (5/44), and

•

NZ Safety (1/44).

Three managers did not know who was responsible, and a further two said that no one
was responsible for the supplies. Of the managers 30/44 (68%) said first-aid supplies
included medication such as analgesics, however fourteen had removed this medication
from the first-aid kit:
•

to “avoid misuse” (8/14)

•

to “monitor frequency of use” (2/14, although no actual records were kept)

•

as pain relief was the employee’s responsibility (2/14)

•

and kept the analgesics in the office “in accordance with H&S regulations” and on
the “advice of a medical expert at the Ministry of Health” (2/14).

Ten workplaces provided a first-aid room.

Of these, four employed more than 100

employees, two of which were multi-site operations. Consequently these facilities were
not readily available to all employees. One workplace provided a health clinic managed
by health professionals during prescribed hours, but this was not available all the time
the workplace was in use.

Application of First-aid
Twenty managers (45%), including two with no trained first-aiders, said first-aid had
been applied in the workplace within the previous three years. Of the incidents requiring
first-aid treatment in the previous twelve months, approximately 69% occurred in the
manufacturing workplaces, and 20% in the hospitality industry (respectively 18% and
5% of the survey’s workforce population).

6

Only one workplace did not have a first-aid kit (Property and Business Industry Group).
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Access to Medical Help
Six workplaces employed professional medical help. Five workplaces employed medical
practitioners on an as-needs basis to conduct medical examinations (Manufacturing three
workplaces, Education one, and a Recreational workplace).

Nurses visited four

workplaces to provide eyesight/hearing, blood pressure, and cholesterol tests.

The

nurses also administered flu injections and assisted with medical examinations (two
Manufacturing workplaces, one Construction, and an Educational workplace). There was
no evidence to suggest that these personnel were employed in relation to any workplace
first-aid activity.
When medical help was required, 26/44 managers (59%) said they used the local doctor,
as access was perceived to be within two-to-five minutes.

Three managers would use

the local chemist, as they considered pharmacy staff were skilled to deal with workplace
incidents.

In an emergency 24/44 managers (55%) would either telephone an

ambulance, or take the patient to hospital themselves.

Accident and Injury Reporting
Thirty-two managers (73%) stated that all employee injuries and illnesses were reported.
In all but one workplace, managers considered that injuries to contractors and members
of the public were not a workplace responsibility. Twenty-nine managers (66%) had a
process in place for recording these incidents; 26/44 had forms, and 3/44 used accident
registers.

Injury reports were filed and retrieved on demand for compliance purposes

such as ACC monitoring or an occupational H&S investigation. Nine workplaces (20%)
collated the data to provide status reports on workplace injury.

Cost and Benefits of First-aid Training Provision
Managers estimated the cost of a two-day “initial first-aid training course” to be between
eighty and two hundred dollars (average cost $118). The cost of first-aid training was a
problem for twelve managers (27%); the main concerns were the salary cost and lost
productivity.

For managers of small businesses with low staff numbers, multi-site

operations and shift workers, the logistics of providing, managing, and monitoring firstaid training and first-aid coverage twenty-four hours a day was difficult.

The cost of

first-aid supplies was a concern for two managers.
Overall 43% of the managers did not believe the investment in first-aid cover had made
any noticeable impact on reducing the effects of workplace injury or illness. However,
based on participant’s responses, there was no evidence of systematic record keeping
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regarding the number of trained first-aiders, currency of first-aid certification, and the
usage and cost of first-aid supplies.

Benefits
Managers identified the following key benefits from the provision of first-aid:
1. The service “promotes trust” shows a “caring company” and is a “public good”
(64%)
2. Fewer injuries would go unreported as treatment could be provided on site (28%)
3. Legal requirements were perceived to have been met, but there were no other
benefits (25%)
4. Raised awareness may have prevented potential workplace accidents and
subsequent injuries from occurring (21%)
5. Lost time was avoided as employees could be treated at work (7%).
Conversely, 17% of the managers were unsure whether there were any benefits.

Of the

managers who had invested in first-aid training 46% perceived the general public,
outside of the workplace had benefited from the investment.

Discussion
This workplace survey was the first to examine first-aid policy and practice in accordance
with HSE legislation and guidelines in NZ.

Although limited by the sample size and

reliant on the respondent’s recall and possible bias, the data provides a perspective from
a broad spectrum of workplaces.

The findings show that there is little evidence that

decisions on workplace first-aid provision were made on:
a) an actual assessment of needs in accordance with the legislation and guidelines,
or
b) the immediacy and availability of medical help.
The HSE Act applies to all workplaces.

Its aim is to promote the prevention of harm

defined as “illness or injury or both” to all persons in the workplace, managed through a
process of employee participation and cooperation[16].

Regulations set minimum

standards applicable to specific work situations, and are enforceable by law. The F&CP
Act 1981 and subsequent amendments to this Act were repealed when the HSE Act was
introduced.

However, the F&CP (FA) Regulations 1985, and its amendments were in

force when this study was conducted[18, 79].

The F&CP (FA) Regulations detail the

employer’s specific responsibilities in relation to first-aid supplies, number of first-aiders,
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provision of first-aid facilities and register of first-aid treatments. Both the HSE Act and
the Regulations are administered by the DoL.
To a layperson the legislation may appear complex. The DoL developed the Guide to the
HSE to assist workplaces in the application of the legislation (141 pages). Although the
Guidelines are not legally binding, they may be admissible in a court of law as ‘best
practice’[20].

The additional Guidance Notes (27 pages) provide a “framework for

workplaces to test its application in developing effective first aid arrangements” to meet
HSE legislative requirements[21].

Conversely the Guidance Notes provide advice and

recommendations that are similar, but not identical to the Regulations, which makes it
difficult for workplaces to decipher, and comply with the requirements. This intricate and
messy framework for workplace first-aid provision warrants further investigation.
Nevertheless the HSE Act requires workplaces to identify and assess hazards in a
systematic way, and involve and monitor employees’ health in relation to these hazards.
A systematic approach implies a documented procedure that is iterative and can be
reviewed by H&S Inspectors when investigating incidents[20].
study

had

implemented

a

systematic

assessment

process

Few workplaces in this
involving

employees.

Workplaces are required to make provision for recording accidents and serious harm.
Forms are readily available on the DoL’s website for this purpose[19].

In addition to

injuries, employees’ health relating to workplace illness or disease should be monitored,
but this did not occur in participating workplaces. There was virtually no information on
illness in the workplace.

There was no evidence to suggest that policies and first-aid

provision were based on employee participation, data collated on injuries or illness, or
informed workplace decisions.
The HSE Act does not require employers to provide H&S policies.

However, all

workplaces, regardless of their size, must develop emergency procedures including
accident recording, notification and investigation, and state the location of safety
equipment.

All staff must be familiar with these procedures.

In contrast the Guide

states that written safety and health policies may be good practice.

Although 66% of

managers had developed H&S policies, only half of these referred to the provision of
first-aid. Moreover, in the majority of cases workplace first-aid was not coordinated with
other H&S activities. It was unclear how the first-aiders, especially those who were also
the fire warden, were expected to function in an emergency.
A practical relationship between “safety” and “first-aid” has been accepted for many
years, and it is on this basis that first-aid training is provided[82-84]. First-aid services
should be adequate in terms of workplace risks. The objective is that whenever there is
a sudden workplace illness or injury there will be someone on hand who is trained and
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knows what to do.

The F&CP (FA) Regulations require a trained, certified first-aider, or

a nurse, be put in charge of first-aid supplies at all times in workplaces with more than
fifty employees. If there are more than five, but fewer than fifty workers, an employee
must be in charge of first-aid supplies, but this person does not have to be trained. The
Guidance Notes recommend at least two trained first-aiders be provided:
•

for up to each ten employees where timely and convenient access7 to medical or
ambulance services is restricted

•

where there are up to fifty employees, with an additional first-aider for each
additional fifty employees or part thereof in office and retail shops

•

for up to each twenty-five employees, with an additional first-aider for each
additional twenty-five employees or part thereof in all other workplaces.

The findings indicate managers were unaware of these requirements.

There was no

evidence of a systematic process for appointing designated workplace first-aiders, and in
some workplaces external providers were responsible for first-aid supplies.
The Guidance Notes recommend that workplaces ensure first-aid services are adequate
in terms of workplace risks, are available to cover all work hours, and make provision for
people other than employees. The findings show that the majority of decisions regarding
first-aid provision were made at a senior level, but it was not clear whether these
decisions were based on an assessment of needs, HSE legislation, or on the
recommendations within the Guidance Notes.

According to the managers all but one

workplace had an ample number of first-aid kits.

The content of the kits were not

assessed against the requirements under the F&CP (FA) Regulations, or the Guidance
Notes (which differ). However, interviewees were confused as to what medication should
be available, how it should be distributed, and what responsibility should rest with the
employee.

The Guidance Notes state that the decision on the provision of over-the-

counter pain relief should be monitored to minimize misuse. There is no legal reason, as
some managers perceived, for withholding medication from the first-aid kit, neither is
there an obligation that employers make this provision.

Some argue that over-the-

counter medications are not first-aid items[85, 86].
The HSE makes provision for recording accidents and serious harm, and this is described
in detail in the Guide.
treatments.

The F&CP (FA) Regulations require a register for all first-aid

The findings suggest that workplaces are either unaware of these

requirements, or confused as to how they can be effectively applied, as accurate and
reliable data on workplace injury and illness was incomplete.

7

Timely and convenient access is not defined in the Guidance Notes.
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Enforcement of the HSE legislation is mainly focused on workplace self-regulation and
voluntary compliance.

H&S Inspectors, or designated medical practitioners may

investigate when there is notification of serious harm resulting from an accident,
occupational illness or disease. A decision to prosecute is made when there has been a
breach of the Act and it is in the public’s interest to prosecute.

As a result 80% of

investigations follow accidents, incidents and serious harm, but only 4% of investigations
have resulted in prosecutions[20]. Under the F&CP (FA) Regulations, an Inspector may
grant discretionary exemptions for up to two years if they are satisfied parts of the
Regulations need not apply to particular workplaces. This indicates that the threshold for
prosecutions is very high. Although the DoL has limited resources, proactive site visits
are conducted, and education and information is available to assist businesses to
interpret and apply the legislation. Despite this support none of the workplaces in this
study were fully aware of their requirements.
Compliance costs were a problem for 27% of managers, particularly for small businesses
with low staff numbers, shift workers, and multi-site operations.

Consistent with the

H&S Executive’s study in Britain, nearly half of the managers perceived that the
investment in first-aid cover had not made any noticeable impact on reducing the effects
of workplace injury or illness[5]. This finding suggests that first-aid may not be a priority
in many workplaces.

However, the managers reported other benefits that were

consistent with international studies that indicate perceived benefits include a degree of
confidence, early treatment, raised hazard and safety awareness to avoid occupational
injury and illness, and changed attitudes and behaviour[9, 10, 76, 87, 88]. This finding
suggests that the value of first-aid could be embedded as part of the workplace safety
culture.

Conclusion
In summary, this chapter explored workplace first-aid policy and practice in accordance
with NZ H&S legislation, and guidelines on the provision of first-aid training, equipment
and facilities.

The qualitative study was exploratory in nature and limited to a small

sample of managers and workplaces in Palmerston North. These factors presented some
limitations in the interpretation of the data, therefore generalisations cannot be made
regarding NZ workplaces as a whole.

However, the findings provide some insight into

the provision of emergency first-aid and the extent to which workplaces are likely to
comply with legislation and guidelines in this area. A national study across all Industry
groups will provide a more robust picture of how widespread the issues are, and help
determine the basic requirements for workplace first-aid provision.
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The framework for workplace first-aid provision in NZ is complex, although the reasons
for this are unclear, and therefore require further investigation.

The managers were

unaware of their workplace first-aid needs and legislative requirements. There was little
evidence to suggest that workplace policies and first-aid provision were based on
systematic practices, co-ordination of activities, or data collated on workplace injuries or
illness.

Twenty-eight workplaces had appointed designated first-aiders, and first-aid

training had been provided.

Furthermore first-aid had been applied in the workplace,

including workplaces that had no trained first-aiders. To conclude, this chapter examined
workplace first-aid provision from a manager’s perspective.

The nature of first-aid

training, first-aid equipment and facilities and the application of first-aid in Palmerston
North workplaces is further explored from the first-aider’s perspective in Chapter Three.
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Chapter Three
A Snapshot of First-aiders’ Experiences in the
Workplace
The previous chapter examined first-aid policy and practice in accordance with HSE
legislation and guidelines in a small sample of workplaces in Palmerston North.

The

investigation was conducted from the managers’ perspective. This chapter explores how
first-aid was viewed by workplace first-aiders in Palmerston North.

It describes first-

aiders appointment to the role, and the nature and the frequency of their first-aid
training.

The first-aiders use of workplace first-aid equipment and facilities, and their

application of first-aid both at work and outside of the workplace is also explored.
There is no systematic research on workplace first-aid training in relation to the first-aid
treatment provided in NZ workplaces. The relevance of the content of first-aid training
given the diversity of industries and the geographic location of workplaces in NZ is
unclear. Anecdotally first-aid training is regarded as a public good as well as a workplace
need or requirement. It is also perceived that if a person is trained for the workplace
they can and will apply these skills in situations outside of the workplace. Understanding
why people become workplace first-aiders is important, as this could inform the
marketing of the first-aiders role in the workplace, and first-aid training.

This

investigation sought to gain preliminary information from first-aiders on their role, their
first-aid training and its application in the workplace.

Furthermore the value of

workplace first-aid is explored from the first-aiders perspective.

Methodology
The workplaces that were approached for the managers’ survey were also used to survey
first-aiders who were willing to participate.

As discussed in Chapter Two a set of

structured open-ended interview questions, based on the Guidance Notes, was developed
and piloted for workplace first-aiders (See Appendix C)[21].

Similar to the managers’

survey, the responses to the interview questions were collated and a thematic
assessment conducted. Comments from the participants provide context and insight into
the appointment of workplace first-aiders, the nature of their first-aid training and its
application in the workplace, and their use of workplace first-aid equipment and facilities.
Due to the small sample and the qualitative nature of the study, statistical analysis was
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not undertaken. A grounded theory approach was applied; responses were grouped into
categories and themes, and a descriptive account provided.

Workplace First-aiders in Palmerston North
Twenty-nine first-aiders from eighteen workplaces were interviewed (see Table 3.1).
Fewer first-aiders than managers were interviewed, as some workplaces had not
appointed first-aiders (see Chapter One for more details). Of those interviewed, twentyone were female and eight male.

Fifty-two percent identified as NZers, 38% as

European, 7% as NZ Maori, and one did not state ethnicity. The majority (19/29, 66%)
were aged between thirty-six and fifty-five years of age. Thirty-eight percent of the firstaiders held management positions, 72% were employed full-time, 21% part-time, and
7% were shift-workers.

First-aiders Appointment and Responsibilities
Twelve first-aiders (41%) said they were nominated for the role, and a further 41%
volunteered. First-aid certification was a condition of their employment for the remaining
18%.

Only the first-aiders from a manufacturing workplace said their first-aid duties

were explained to them. These first-aiders signed a statement accepting their first-aid
responsibilities.
Eighteen first-aiders (62%) said managers made the decisions on the level of workplace
first-aid provision; 38% did not know who made these decisions. The role of first-aiders
in relation to other workplace safety activities was explored. Eighteen first-aiders (62%)
said there was no relationship between their role and the workplace’s H&S committee.
However, fifteen first-aiders (52%) held multiple safety-related roles:
•

Nine were fire wardens

•

Two were the H&S Manager (one of whom was also the fire warden)

•

Five were the workplace H&S representative (two were also fire wardens)

•

Two were disaster management co-ordinators

•

One was the building warden.

It was unclear what role first-aiders would play in an emergency situation.

Only five

first-aiders (17%) said they had been involved in an assessment of workplace H&S and
first-aid needs.
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2

2

18

Construction

Wholesale Trade

Retail Trade

Accommodation Café and
Restaurants

Finance and Insurance

Property and Business

Government and Defence
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Health and Community

Cultural and Recreational

Total

29

6

2

4

3

1

1

4

1

1

2

4

18

2

2

2

4

1

1

2

4

N.

First-aid Resourcing
Known

Examples of the nature of work within these Industry Groups are provided in Appendix D.
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N.
N

First-aiders
Interviewed

Workplaces

Manufacturing

Industry Groups8

11

1

3

1

4

2

N.

Co-ordination

First-aid

15

4

1

3

2

4

1

First-aiders Holding
Additional Roles
N.

Table 3.1 Workplaces, First-aiders Interviewed, Knowledge on First-aid Resourcing, Involvement Workplace Safety Activities

5

1

2

1

1

N.

Assessed

Workplace

First-aid Training
All but one first-aider (Construction workplace) said they had attended first-aid training
(see Table 3.2). Twenty-two first-aiders (78%) had attended a two-day Initial first-aid
training course.

Fifteen of the seventeen first-aiders (88%) had attended refresher

training when it was due within the previous two years, consequently first-aid
certification had expired for two first-aiders (Manufacturing and Retail workplaces).
Table 3.2 First-aid Training Undertaken
Attended First-aid
Training
N.

Attended Refresher
Training
N.

Manufacturing

4

2

Construction

1

2

Wholesale Trade

1

Retail Trade

1

Accommodation Café and
Restaurants

4

2

Finance and Insurance

1

1

Property and Business

1

1

Government and Defence

3

2

1

Education

4

3

2

Health and Community

2

1

Cultural and Recreational

6

1

28

15

Industry Group

Total N.

Awarded First-aid
Unit Standards
N.

1

4

First-aiders said the Initial and refresher training was generic rather than tailored to the
workplace (respectively 93% and 80%). Reflecting on the training 20/28 first-aiders said
the training was adequate, but “very broad” in scope, and “could be revised to meet
specific workplace requirements”. Eight first-aiders thought the training was inadequate
and had trouble recalling what they had been taught as it was “too much to remember”,
and “too long ago”. It was suggested that first-aid training “should stick to the important
stuff”, and “be held on a more regular basis”.

First-aiders working in child-care,

hospitality, and office situations suggested that “the road accident scenario” could be
replaced with examples of conditions they were more likely to be presented with in the
workplace.
From a list of topics typically covered in both the Initial and refresher training, firstaiders recalled what they had been taught (see Table 3.3).
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Table 3.3 First-aiders Recall of Initial and Refresher Training Course Topics
Initial
N.

Refresher
N.

Initial
N.

Refresher
N.

Recovery Position

28

15

Hypothermia

19

10

Resuscitation for Adults

27

14

Angina

19

10

Bleeding

27

15

Stroke

19

12

Burns

26

13

Seizures

19

9

Shock

26

15

Workplace First-aid
Assessment

18

7

Applying Splints and
Bandages

26

11

Heat Exhaustion

18

9

Choking Adults

25

14

First-aid Kits

18

9

Resuscitation for
Children

25

13

Secondary Assessment

17

9

Choking Children

25

14

Knocked Out Permanent
Teeth

17

8

Heart Attack

25

13

Asthma

17

10

Fractures

24

13

Diabetic Emergency

17

10

Primary Assessment

23

13

Severe Allergic Reaction

17

10

Fainting

23

12

Heat Stroke

17

8

Soft Tissue Injuries

23

10

Heart Health

15

10

Unconsciousness

22

14

Amputations

14

8

Nosebleeds

22

10

Eye Injuries

14

8

Concussion

22

11

Log Roll

14

6

Dislocations

22

10

Crush Syndrome

13

8

Spinal Injuries

21

9

Brain Compression

11

5

Poisons

20

11

Disaster Preparedness

10

7

Topic

Topic

Assessment of First-aid Knowledge and Skills
Twenty-six first-aiders (93%), recalled that the Initial course assessment of their
knowledge and skills took place through observation (46%), written questionnaire
(39%), and a group question and answer session (11%).

Three commented that

trainees often took on the role of the patient rather than the first-aider and therefore
some trainees were unable to demonstrate competence.

Two were assessed by fellow

trainees rather than the instructor, and two could not remember the assessment. Three
first-aiders remarked that there were “no fails” on their course; everyone who attended
gained certification. On completion of the first-aid training and assessment process only
four first-aiders (14%) had registered this with NZQA to gain first-aid unit standards.

Application of First-aid
Seventeen first-aiders (59%) had administered first-aid to employees and members of
the public (see Table 3.4). No first-aid had been applied to contractors. Twelve first-
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aiders had not administered first-aid in the entire time they had been designated
workplace first-aiders (three months to twenty years).

When asked to provide assistance the first-aiders said they conducted an initial
assessment to establish the nature and severity of the condition. If the injury was minor
(small cuts, grazes, bumps and bruises) basic first-aid was applied. Basic first-aid was
described as “offering reassurance, cleaning and dressing cuts and applying band-aids
and basic dressings”. The most common conditions first-aiders reportedly treated were:
•

cuts and scratches (eleven)

•

bumps and bruises (eight)

•

seizures (four)

•

collapse (three)

•

splinters (three)

•

burns (three), and

•

sprains (two).

On all other occasions first-aiders stated that they sought medical help.
One workplace (child-care) had a process in place for collecting and disseminating
information about children’s illnesses and conditions to all staff.

Thirteen first-aiders

(45%) were aware of some staff who had diabetes and allergies, whereas 14/29 (48%)
had no prior knowledge of specific conditions employees or clients they may be called
upon to assist may have.
Fourteen first-aiders (48%) said their first-aid training was useful outside of the
workplace.

Eleven had provided first-aid in these circumstances, of these two had

applied cardio-pulmonary resuscitation, and two attended a road accident.
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1
2

Retail Trade

Accommodation Café and
Restaurants

17

15

6

4

Cultural and Recreational

Total N.

3

Health and Community

6

2

Education

14

2

1

3

1

1

3

1

2

21

5

2

3

2

1

3

1

4

Hospital
N.

Emergency Assistance
Doctor
N.

Government and Defence

1

1

4

Used
N.

1
3

1

2

3

Available
N.

First-aid Facility

Property and Business

Finance and Insurance

1

3

Administered Firstaid
N.

Wholesale Trade

Construction

Manufacturing

Industry Group

Table 3.4 Workplace First-aid Application and Reporting

20

4

2

2

2

3

1

1

1

4

Injury Reporting
Process
N.

Use of First-aid Equipment and Facilities
Most first-aiders 27/29 (93%) were confident they knew how to use the items in the
first-aid kit. When provided with a list of typical first-aid items the first-aiders recalled
the items in their kit and indicated the ones they had used (see Table 3.5).

Although a

wide range of items were available including burn creams, triangular bandages, and in
one workplace a range of herbal remedies, very few items were actually used except for
band-aids and pain relieving medication. However, first-aiders were confused as to the
legal status of over-the counter medication in first-aid kits.
Table 3.5 First-aid Kit Items Most Frequently Recalled and Used by First-aiders

First-aid Kit Items

Item in
the kit
N.

Item Used
N.

Industry Group
Manufacturing, Construction, Wholesales
Trade. Retail Trade. Accommodation, Café and
Restaurants, Finance and Insurance, Property
and Business. Government, Education, Health
and Community, Cultural and Recreational

1. Plasters/adhesive
dressings (assorted)

25

19

2. Bandages

23

6

Manufacturing, Wholesale Trade,
Accommodation, Café and Restaurants,
Cultural and Recreational

3. Safety pins

22

6

Manufacturing, Wholesale Trade,
Accommodation, Café and Restaurants,
Government

4. Medication

11

7

Wholesale Trade, Finance and Insurance,
Government, Health and Community, Cultural
and Recreational

5. Saline

22

5

Manufacturing, Wholesale Trade, Education,
Cultural and Recreational

6. Disposable gloves

22

4

Manufacturing, Wholesale Trade, Government

7. Fabric dressing strip

20

3

Manufacturing, Wholesale Trade

8. First-aid guide/manual

17

1

Manufacturing

9. Plastic bags

10

1

Manufacturing

Fifteen first-aiders (52%) had access to a first-aid facility, but few had used the facility in
the previous two years. Two commented that the facility wasn’t handy for them. Twelve
first-aiders had applied treatment at the incident site, for example on the shop floor.
First-aid was also applied in the staff room, office, toilet or bathroom, and as one firstaider in the hospitality trade said “at the back of the bar where there is more privacy”.

Access to Medical Help
In an emergency situation 21/29 first-aiders (72%) would use the hospital, and 14/29
(48%) would use the local doctor, depending on the situation. Two first-aiders did not
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know who they would access in an emergency, and could not estimate the distance, or
time to get professional help.

Reporting
Although 20/29 first-aiders (69%) said workplace injury reporting processes existed,
eight said only major injuries requiring expert medical attention were reported.

Three

more admitted that not all injuries and illnesses were reported.

Benefits of First-aid Training
Forty-eight percent of first-aiders said that first-aid cover had made no noticeable impact
on reducing the effects of workplace injury or illness, and five (17%) were unsure
whether there were any benefits.

Raised awareness of hazards and consideration of

people’s needs were perceived as a benefit by 35% of first-aiders. However this group
also suggested that hazard recognition and reporting had more direct benefits in
reducing potential workplace injuries. Forty-eight percent of first-aiders thought their
skills would be beneficial outside of the workplace, and ten first-aiders (34%) said that
they would apply first-aid if they had cause to do so.

Discussion
This qualitative survey was the first to examine first-aid provision from a first-aiders’
perspective in NZ workplaces. Although limited to a small sample of workplaces that had
appointed first-aiders, and reliant upon the respondent’s recall and possible bias, the
data provides a perspective from a broad spectrum of workplaces.
The findings show that in the majority of cases workplace first-aiders either volunteered,
or were nominated for the role, were employed full-time, and most likely to be between
thirty-six and fifty-five years of age. Fifty-two percent held multiple safety-related roles,
suggesting seniority, and a level of interest in and awareness of workplace H&S.
However, the multiple roles and activities were not co-ordinated, and it was unclear how
these roles would be prioritised in the event of an emergency, and communicated to the
workforce.
The majority but not all of the first-aiders were trained, and assessed in accordance with
the training requirements specified in the Guidance Notes provided by the DoL[21].
Seventy-eight percent had attended the Initial first-aid training course and 88% had
attended refresher training when it was due. First-aiders reported that the training was
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generic and broad in nature suggesting that the content may not be relevant to the
workplace hazards and emergencies that arise. They had difficulty recalling what they
had learned on the training. There is significant literature to indicate that even if lifesaving skills are initially acquired, these skills rapidly deteriorate in the absence of retraining[89-93].

A NZ study of knowledge of cardiopulmonary resuscitation (CPR) had

found that while 74% of the general population had received training, knowledge
retention was poor[94].
As discussed in Chapter One, the NZQA requires performance-based practical assessment
as part of the first-aid training syllabus[21, 95]. First-aiders reported that competency
assessment was variable, some trainees did not demonstrate competence at all, but
there were ‘no fails’.

Everyone who attended first-aid training gained certification, but

only four first-aiders registered this with NZQA to gain first-aid unit standards.

The

inadequate assessment of CPR skills has been noted, raising significant doubts that
participants are leaving first-aid courses with adequate skill levels to manage lifethreatening conditions[96]. As the majority of first-aiders and managers perceive that a
current first-aider certificate is adequate, are life-time awards such as unit standards
really necessary?
While the majority of managers and first-aiders considered first-aid training was
beneficial, there was little evidence of the application of first-aid in the workplace. Firstaiders treated minor injuries, and on all other occasions sought medical help, which is
consistent with similar research findings[89]. Perhaps workplace first-aid training should
focus on basic life-saving first-aid skills, and the conditions that first-aiders are most
likely to be presented with, as has previously been suggested, rather than on everything
from minor injuries to significant trauma[5, 90, 97, 98].
The first-aiders said they knew how to use the first-aid kit, although few items were
actually used. Knowledge of what workplace first-aid is applied could help determine the
content of these kits.

Similar to the managers, the first-aiders were concerned about

providing over-the counter pain relief in first-aid kits. The Guidance Notes state that the
decision on this provision is at the employer’s discretion[21]. This issue warrants further
investigation. Although dedicated first-aid facilities were available in some workplaces,
they were rarely used.

The findings question whether there is a real need for these

facilities when treatment was more prevalent at the incident site.
It is perceived that if a person is trained for the workplace they can, and will apply these
skills in situations outside the workplace.

Forty-eight percent of first-aiders said their

training was useful to them outside of the workplace, and 38% had applied first-aid in
these circumstances. Research shows that workplace first-aid training is the main way
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the general public in NZ is trained, but outside the common-sense benefits, little is
known about the benefits of occupational first-aid training in NZ[94].

Conclusion
In summary, this chapter explored workplace first-aid provision in Palmerston North from
the first-aider perspective. It described first-aiders appointment to the role, the nature
and frequency of their first-aid training, their use of workplace first-aid equipment and
facilities, and their application of first-aid both at work and outside of the workplace. The
qualitative study was exploratory and limited to a small sample of workplaces that had
appointed first-aiders. These factors presented some limitations in the interpretation of
the data, therefore generalisations cannot be made regarding NZ workplaces as a whole.
However, the findings provide a snapshot of first-aiders activities, first-aid training
experience, and workplace first-aid treatment.
To conclude, trained first-aiders were not available in all workplaces. For those that were
trained, the first-aid training was generic, suggesting that the content was not relevant
to the workplace hazards and emergencies that may arise.

Not all were assessed in

accordance with NZQA specifications. First-aiders had difficulty recalling what they had
learned on the training. Limited first-aid was applied in the workplace. There was no
evidence to suggest workplace first-aid training, equipment and facilities was based on
what first-aid was applied in the workplace.

Similar to the managers surveyed in

Palmerston North, the first-aiders perceived first-aid provision had not noticeably
reduced the effects of workplace injury or illness.

However, first-aid skills were

considered to be beneficial both at work and outside of the workplace.
The investigations described in this and the previous chapter were exploratory.

They

9

provided preliminary information, and valuable insights on first-aid provision . However,
it was possible that the issues identified in Palmerston North workplaces were
experienced in other parts of NZ. Consequently, the provision of workplace first-aid was
investigated with a broader spectrum of workplaces, nationwide.
investigations are provided in the following two chapters.

Details of these

Chapter Four examines

workplace first-aid in relation to the potential exposure to risk of injury and/or illness,
and access to professional medical help. Chapter Five investigates workplace first-aiders
selection, training, first-aid qualifications, responsibilities and the nature of first-aid
treatment they provided.

9

The results of the qualitative surveys were subsequently combined, and published as a feature article in the
Journal of Health, Safety and Environment, May 2011 (see Appendix A for details).
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Chapter Four
First-aid Provision in New Zealand Workplaces
The previous two chapters provided preliminary information on first-aid policy and
practice in Palmerston North workplaces in 2004.

The sample size and methodology

presented some limitations, and generalisations about the wider population could not be
made.

In 2005, the investigation was expanded to provide more robust information.

Accordingly two national surveys were conducted, and the first of these is described in
this chapter.

This chapter examines the provision of workplace first-aid in relation to

potential exposure to risk of injury and illness, and the distance to professional medical
help.

The research methodology is explained, and the results are presented and

discussed.
To provide context, 242,600 work-related injury claims and eighty-six work-related
fatality claims were reported to the ACC in 2005[99]. The total cost of the treatment,
compensation and rehabilitation for injuries in the same year was $196 million, an
average of $805 per claim.

The statistics only reflect the number and cost of the

reported workplace accidents and illness to the ACC. The figures do not include everyday
workplace injuries and illnesses that may also have required first-aid treatment, but did
not result in a compensation claim.

The aim of this investigation was to gain further

insight into first-aid policy and practice in NZ’s workplace.

The findings should be of

interest to industry groups and policy makers interested in creating safer workplaces,
preserving life and minimising the consequences of workplace injury and illness through
the provision of emergency care.

Methodology
Two surveys were developed, one for the managers responsible for workplace H&S
(shown in Appendix E), and the other for workplace first-aiders (see Appendix F).

The

preliminary information gained through the Palmerston North surveys, the DoL’s Guide
on the HSE Act, and the Guidance Notes on the provision of first-aid equipment, facilities
and training informed the structure and content of the questionnaires[20, 21].
The accident compensation levy is determined in relation to the risk and claim cost for
specific jobs within each Industry Group using the Australian and NZ Standard Industrial
Classification (ANSIC) System[81].

In 2005 the ACC provided the researcher with a

stratified random sample of 1700 workplaces, 100 from each of the seventeen Industry
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Groups in place at that time.

Specific information regarding the employers’ premiums

and accident/injury claims was not disclosed.
In December 2005 the two postal surveys were sent to managers responsible for H&S in
the selected workplaces. The covering letter (see Appendix G) invited the managers to
complete the questionnaire, and nominate a designated workplace first-aider to complete
the first-aiders questionnaire.

Confidentiality was assured in accordance with the

University of Otago’s code of ethics, and freepost envelopes were provided to return the
completed surveys. To increase the response rate a telephone follow-up was conducted
with the workplaces between February-July 2006.
Risk categories were determined, based on the average number and cost of initial ACC
compensation claims, divided by the average number of employees for each Industry
Group over a seven-year period (1996-2006).

This information provided the average

workplace injury/illness rate and the average cost per claim[100].

Once standardised

(10,000 employees per Industry Group) three industry risk categories were identified
(high (HR), medium (MR) and low-risk (LR) groups).

The Industry Groups were then

plotted on a graph according to the number and costs of new ACC claims and assigned a
risk group (see Figure 4.1 for details).

The risk groups provide an indication of the

likelihood of exposure to workplace injury/illness experienced in the Industries within
each risk category.
The risk groups also provided a framework for data analysis. High-risk was defined as
more than 200 claims per 10,000 employees per year costing more than $1,000 per
claim, which may indicate the severity of the condition sustained. Medium-risk is more
than 100 claims but less than 200 per 10,000 per year, costing between $500 and
$1,000 per claim. Low-risk was defined as less than 100 claims per 10,000 employees,
costing less than $500 per claim.
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Rate and cost of new ACC claims for workplace injury/illness per 10,000 in each
Industry Group
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Cost new ACC laims per 10,000 in Industry
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Figure 4.1 Industry Risk Categories

To investigate the factors likely to influence the decision to appoint and train workplace
first-aiders, the following variables were considered in the analysis:
• Exposure to risk of injury/illness
• Workplace size
• Distance to medical help
• Assessment of H&S needs, and
• First-aid policy/procedures

Statistical Analysis
Data was collated and analysed using SPSS (Chicago). Multiple statistical analyses were
completed using Kruskal-Wallis asymptotic and chi tests. P-Values <0.05 were regarded
as significant. Binary logistic regression was used to predict the significant factors that
influence the provision of workplace first-aid.

Results
The returned mail indicated that 474/1700 workplaces (28%) were no longer in business.
Overall 617/1117 (55.2%) of the remaining managers completed the survey (see Table
13.1). Information on the gender and age range of the respondents was not requested
as questions pertained to workplace characteristics.
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Workplace Characteristics
The response rate was higher from workplaces within the LR group than from either of
the other risk groups (51% LR, 16% MR and 33% HR). The difference in the response
rate from workplaces within the risk groups was significant (X2 (2df) =7.123, p=.028).
Table 4.1 Workplace survey sampling and response rate/ratio

Industry Groups10

1.
Agriculture,
Forestry and Fishing
2.

Mining

3.

Manufacturing

4.
Electricity, Gas
and Water Supply

Workplaces
per Industry
Group
Total N.

Percentage of
Participating
Workplaces11

Responses
N.

Overall
Response
Rate

Percentage
of Survey
Responses

13,339

3.86

23

23/81
28%

4

454

0.13

49

49/64
77%

8

22,055

6.37

41

41/60
68%

7

219

0.06

35

35/65
54%

6

5.

Construction

44,383

12.82

24

24/80
30%

4

6.

Wholesale Trade

17,560

5.07

35

35/68
51%

6

7.

Retail Trade

37,121

10.73

38

38/72
44%

6

8.
Accommodation,
Cafes and
Restaurants

12,304

3.56

26

26/64
41%

4

9.
Transport and
Storage

11,951

3.45

33

33/55
60%

5

.94

34

34/61
58%

6

3.46

45

45/60
70%

7

35.86

34

34/52
65%

5

194

0.06

45

45/98
50%

7

6,419

1.85

53

53/64
82%

9

15. Health and
Community Services

14,573

4.21

40

40/60
67%

6

16. Cultural and
Recreational

12,016

3.47

38

38/58
66%

6

17. Personal and
Other Services

14,192

4.10

24

24/55
46%

4

0.2%

617

617/1117
= 55%

100%

10. Communication
Service
11. Finance and
Insurance
12. Property and
Business Services
13. Government
Administration and
Defence
14.

Education

Total 1700
workplaces N.

10
11

3,243
11,960
124,108

346,091

Appendix E provides an indication of the occupations within each Industry Group.
The overall sample is 0.2% of the workplaces in NZ.
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Forty-three percent of respondents were from workplaces with fewer than five
employees, 20% had between eleven and twenty-five employees, and a further 18% had
six to ten employees (see Table 4.2). Few (12%) responded from large workplaces with
more than fifty-one employees.
Table 4.2 Response Rate Reflecting Workplace Risk and Size

Risk
Groups

Workplace Size and
Percentage of Employees Within Them
1-5

6-10

11-25

26-50

51-100

0ver 100

Total N.
and
Percentage

Low

40%

19%

16%

10%

3%

12%

315: 51%

Medium

48%

20%

21%

4%

1%

6%

96: 16%

High

40%

14%

22%

8%

7%

9%

205: 33%

Total

43%

18%

20%

7%

3%

9%

616/617

There was a trend between the size of the workplace and the level of risk, but this was
not significant (X2 (5df) =10.18, p=.070). Workplaces with fifty-one to 100 employees
had the highest overall ranking in relation to exposure to risk.
The majority of workplaces (59%) operated from one worksite, 18% from two to five
worksites, 16% employed a mobile workforce and 7% had more than five worksites.
There was a relationship between the level of risk and the number of worksites (X2 (3df)
=24.06, p=.005). Workplaces employing a mobile workforce ranked highest in terms of
risk category followed by workplaces with between two to five worksites.

This may

indicate that risk increases with mobility and/or the rural/urban location of the workplace
rather than the type of industry. However neither of these factors was explored.
Fifty-two percent of workplaces employed a combination of both full and part-time
employees.

The results show a relationship between risk and employment status (X2

(6df) = 48.07, p=.005). Workplaces within the HR group employed more full-time staff
than workplaces in any other risk group (see Table 4.3).
Table 4.3 Employment Status/Risk Response Rate
Employment status
Risk
Group

Fulltime

Part-time

Combination,
Full-time and
Part-time

Shift workers

Total N.
and Percentage

Low

28%

6%

62%

4%

314: 51%

Medium

31%

16%

47%

6%

96: 16%

High

51%

4%

39%

6%

201: 33%

Total

37%

9%

49%

5%

611/617
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There was a relationship between workplace size and employment status (X2 (3df) =
68.49, p=.005), shift workers were much more likely to be employed in larger
workplaces than in small ones.

Access to Medical Help
Ninety-three percent estimated the distance from their workplace to their nearest
medical service in kilometres (kms).
Table 4.4 Estimated Distances from the Workplaces to the Nearest Medical Help
Distance to medical
help

Percentage Within Each Risk Group
Low

Medium

High

Percentage
N=575

2 kms

58%

19%

23%

73%

3-5 kms

41%

12%

47%

14%

6-10 kms

21%

9%

70%

6%

11-25 kms

25%

7%

68%

6%

>26 kms

14%

29%

57%

1%

Total

32%

15%

53%

100%

The

estimated

distance

between

the

respondent’s

workplace

and

the

medical

practitioner, hospital and ambulance station is shown in the following table.
Table 4.5 Estimated Distances from the Workplaces to the Nearest Doctor, Ambulance and Hospital
Medical help

N.

Estimated distance

Mean

Doctor

562

<1-100 kms

3.94

Ambulance

539

<1-90 kms

7.08

Hospital

565

<1-321 kms

13.85

Thirty-four percent estimated that they were within 2kms of an ambulance, and 25%
within two kms of the nearest hospital. A further 15% estimated their workplace to be
more than ten kms from an ambulance (30% LR, 13% MR, and 57% HR group).
Twenty-nine percent perceived the nearest hospital to be more than ten kms away (36%
within the LR, 49% within the HR group).
There was a significant relationship between exposure to risk of injury/illness and the
nearest medical service (X2 (2df) =63.46, p=.005). Workplaces in the HR group ranked
the highest, which may indicate that workplaces in the HR group may tend to be located
in non-urban areas.
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What Factors Determine Whether a Workplace Conducts a
Health and Safety Assessment?
Sixty-one percent of the managers stated that a workplace H&S assessment had been
undertaken (61% were within the LR, 49% MR, and 66% HR group). The results indicate
a relationship between the workplace’s potential exposure to risk and the completion of
an assessment (X2 (2df) = 8.28, p=.016). Workplaces in the HR group were more likely
to undertake an assessment than those in either of the other risk groups. Additionally,
as workplaces increase in size they were more likely to complete a H&S assessment (X2
(5df) = 100.89, p=.005, see Figure 4.2).

Percentgae of the
managers
responses

Percentage of workplaces that had completed a
health and safety assessment in relation to the
size of the workplace
100%
80%
60%
40%
20%
0%

Don't know
No
Yes
1--5

6--10

11--25 26--50

51-100

100+

Number of employees

Figure 4.2 Percentage of Workplaces that had Completed a Health and Safety Assessment in
Relation to Workplace Size

However, there was no relationship between the completion of an assessment and the
workplace’s access to medical help as indexed by distance (X2 (1df) =.000, p=.99).
contrast 30% of the workplaces had not conducted a H&S assessment.

In

Of these 93%

had fewer than twenty-six employees (68% had no more than five employees), and 80%
perceived they were within two kms of medical help. A further 9% of respondents were
unclear whether an assessment had been conducted or not.
Binary logistic regression was undertaken to explore the interrelationship among three
ordinal factors (workplace size, sites, and distance to medical help) and one categorical
factor (risk, low-high). The aim was to determine the factors most likely to influence the
decision to conduct an assessment (the outcome variable N=574).

As the estimated

distances to the doctor, ambulance and hospital were highly inter-correlated, these
variables were unable to be used in the model; the estimated distance to nearest medical
service of any kind was used as an overall proxy.
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The results indicate that the size of the workplace was the primary factor in the decision
to conduct a workplace H&S assessment. The larger the workplace the more likely it was
to complete this assessment (odds ratio = 1.88, 95% C.I. 1.61-2.20, p=<.005).

The

potential exposure to risk of workplace injury/illness was not a significant factor (p=.18
LR, p=.487 MR and p=.067 for HR), and neither were the number of worksites or the
proximity to the nearest medical help (p=.240 and p=.689 respectively).

What Factors Determine Whether a Workplace has a Formal
Written First-aid Policy and/or Procedures?
Sixty percent of the managers confirmed that formal written first-aid policies and/or
procedures

existed

in

their

workplace.

The

proportion

policies/procedures was 59% LR, 56%MR and 64% HR.

of

workplaces

with

However, there was no

relationship between the potential exposure to risk of injury/illness and the existence of
workplace first-aid policies/procedures (X2 (2df) =2.48 p=.288).
There was a relationship between size of the workplace and the existence of first-aid
policy/procedures (X2 (6df) =112.42 p=.005). As workplaces increased in size they were
more likely to have first-aid policies/procedures in place as shown in the following table.

Percentage of Workplaces with First-aid Policies
and/or Procedures

Percentage

100%
80%
60%
40%
20%
0%
1--5

6--10

11--25

26--50

51--100

100+

Number of Employees
Figure 4.3 Percentage of Workplaces with First-aid Policies and/or Procedures

Conversely there was no relationship between the existence of workplace first-aid
policies/procedures and the proximity of medical help (X2 (1df) =.27 p=.605).
Of the workplaces that had conducted a H&S assessment, 79% also had first-aid
policies/procedures in place (X2 (1df) =137.0 p=.005). This suggests that if a workplace
assessment is conducted it is more likely that first-aid policies/procedures may exist.
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In contrast 35% of workplaces did not have first-aid policies/procedures in place (50%
were from LR, 19% MR and 31% from the HR group); the majority of these (91%) had
fewer than twenty-six employees (65% had no more than five employees).

Seventy-

three percent estimated they were within two kms of medical help. A further 5% did not
know whether they had a policy or not; the majority of these (78%) were from
workplaces within the LR group.
Binary logistic regression was undertaken to explore the interrelationship among four
ordinal factors (workplace size, sites, distance to medical help, and the completion of an
assessment), and one categorical factor (risk, low-high). The aim was to determine the
ones most likely to influence the decision to institute first-aid policies/procedures in the
workplace (as the outcome variable, N=574).
The results show that the odds of a workplace instituting policies/procedures for
workplace first-aid were 5.07 times higher for those who had conducted a H&S
assessment (95% C.I. for odds ratio 3.39-7.60, p=<.005). The results also indicate that
workplace size was a primary factor, the larger the workplace the greater likelihood they
were to have first-aid policies/procedures in place (1.61 95% C.I. odds ratio 1.37-1.90,
p=<.005).
Exposure to the risk of workplace injury/illness did not appear to be a factor in
determining policies/procedures for workplace first-aid (p=.88 LR, p=.55 MR, p=.30 HR).
The estimated distance to nearest medical help and the number of worksites was not
significant (p=.30 and p=.15 respectively).

First-aid Kits
First-aid kits were available in 94% of the workplaces (96% within the LR, 94% MR and
96% within the HR group). Within this group 41% had one first-aid kit, 32% had two to
five kits, and 27% had more than five first-aid kits.

What Factors Determine Training of Workplace First-aiders?
Designated first-aiders were appointed in 64% of the workplaces (397/617). Within this
group 35% had appointed one, 35% between two and five, and 30% had appointed more
than five designated first-aiders. The proportion of workplaces that had appointed firstaiders within each risk group was 64% LR, 53% MR and 71% within the HR group. In
contrast 35% of workplaces had no first-aiders, and 1% were unclear whether they had
appointed first-aiders or not (of these 6/7 were from the HR group).
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Ninety-two percent of the workplaces that had appointed first-aiders had provided them
with first-aid training. The first-aid training was provided by St John (42%), a range of
first-aid training providers (30%), the Red Cross (14%), and 14% of the managers were
unclear who provided the training. The proportion of workplaces that had trained firstaiders within each risk group was 58% LR, 51% MR and 64% HR group. Although there
was a relationship between the potential exposure to risk and the decision to appoint
workplace first-aiders (X2 (2df) =8.94 p=.011), risk did not appear to be a factor in the
provision of first-aid training (X2 (2df) =4.012 p=.14).
There was a significant relationship between workplace size and the appointment of firstaiders (X2 (5df) =103.02 p=.005). As workplaces increased in size there was a greater
likelihood that first-aiders would be appointed. Furthermore the number of first-aiders
increased as the number of worksites increased (X2 (3df) =61.63, p=.005).

The Number of Designated First-aiders in Relation
to the Size of the Workplace

Percentage of
Workplaces

100%
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26--50

51--100

100+

Number of Employees
Figure 4.4 The Number of Designated First-aiders in Relation to the Workplace Size

Moreover, larger workplaces were more likely to provide first-aid training (X2 (5df)
=121.50 p=.005).
Similar results were found between the number of worksites and trained first-aiders (X2
(3df) =35.67 p=.005) indicating that workplaces with multiple worksites may be a factor
in the decision to train first-aiders. There was a trend towards full-time rather than parttime employees attending first-aid training, although this was not statistically significant
(X2 (2df) =5.53 p=.06).
There was no relationship between the number of appointed first-aiders, or the training
of first-aiders and the distance to any medical service (X2 (4df) =1.43, p=.84, and X2
(4df) =1.10, p=.89 respectively).

There was no relationship between the number of
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workplace first-aiders and the distance to any medical service (doctor, X2 (4df) =.95
p=.91, hospital, X2 (4df) =.2.57 p=.63, and ambulance, X2 (4df) =2.21 p=.70). There
appeared to be no relationship between the availability of medical help and the decision
to appoint or train workplace first-aiders.
Of the workplaces that had completed a H&S assessment, 75% had also trained their
workplace first-aiders (X2 (1df) =76.55 p=.005). The findings show that workplaces may
be more likely to provide first-aid training if an assessment is conducted than if it is not,
or conversely the reverse may be the case.
Of the workplaces that had first-aid policies/procedures, 78% had also trained their firstaiders. There was a significant relationship between these variables (X2 (1df) =112.92
p=.005) indicating that workplaces may be more inclined to provide first-aid training if a
policy is in place. On the other hand it is possible that workplaces that provide first-aid
training may be more likely to complete H&S assessments and put first-aid policies in
place.
The results suggest that the assessment and policy/procedures variables are dependent
and therefore a combined assessment/policy variable was created. Using the combined
variable it was determined that 65% of workplaces that had trained first-aiders in place
had conducted both a H&S assessment and had first-aid policy/procedures in place.
Although the percentage of trained first-aiders was lower with the combined variable, the
relationship was significant (X2 (1df) =111.79 p=.005). In workplaces where both a H&S
assessment had been conducted and first-aid policy/procedures established, it was more
likely that first-aiders would be trained.

First-aid Unit Standards
Few managers (22%) said their first-aiders had been awarded first-aid unit standards
(52% LR, 12% MR, and 35% HR group).

The majority of managers (58%) did not

respond to this question.

The Cost of First-aid Provision
The cost of first-aid training was a concern for 33% of workplaces (11% LR, 63% MR,
and 26% HR groups). Within this category 68% were from workplaces with fewer than
twenty-five employees (44% had fewer than five, 17% 6-10, and 17% eleven to twentyfive employees).

51

When asked to identify the most important cost concern, only 11% restricted their
response to one specific issue. Within this group the cost of the initial first-aid training
was of most concern (75%). The ongoing retraining/refresher costs (15%), and the cost
of the time away from work (10%) were less important, but still of concern to the
respondents.
When all of the cost concerns were considered in relation to the size of the workplace,
the cost of the Initial first-aid training remained the biggest issue (61%), followed by the
cost of ongoing refresher first-aid training (28%). Providing time for staff to attend the
training appeared to be less of a factor (11%) regardless of the workplace size (see
Figure 4.5).

Cost Concerns Regarding the Provision of
Workplace First-aid

Percentage
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100+

Number of Employees
Figure 4.5 Cost Concerns Regarding the Provision of Workplace First-aid

Binary logistic regression was used to determine which factors best predicted whether
first-aid training would be provided for workplace first-aiders. Six ordinal variables (size,
sites, proximity of medical help, performance of a H&S assessment, existence of first-aid
policy/procedures and cost of the training. In addition one categorical variable (risk, lowhigh) was used in the analysis (N=512).
The results show that the primary factors in this model were first-aid policies and/or
procedures and workplace size. Workplaces with first-aid policies and/or procedures had
also trained their first-aiders (odds ratio =4.39, 95% C.I. 2.74-7.05, p=<.005). In the
larger workplaces there was more likelihood that first-aid training would be provided
(odds ratio =1.60, 95% C.I. 1.33-1.91, p=<.005, see Figure 4.6).

52

Percentage

Percentage of Workplaces that had Provided Firstaid Training for First-aiders in Relation to the
Workplace Size
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Figure 4.6 First-aid Training Provision in Relation to the Size of the Workplace

Conducting a H&S assessment was less of a factor in this equation (odds ratio =1.46,
95% C.I. .91-2.36, p=.12), as was the number of workplace sites (odds ratio =1.17,
95% C.I. 94-1.44, p=.16). Similarly the cost of the first-aid training was not significant
(odds ratio =.73, 95% C.I. .460-1.17, p=.196).
The results indicate that exposure to risk was not significant in the provision of workplace
first-aid training (MR-LR odds ratio =.69, 95% C.I. .38-1.26, HR-LR odds ratio =.94,
95% C.I. .56-1.59, p=.47) and neither was the perceived distance to professional
medical help (odds ratio =1.08, 95% C.I. .85-1.36, p=.53).

Do Managers Perceive First-aid Training Provision Reduced
the Incidence or Severity of Injury/illness in the Workplace?
Of the workplaces that had provided first-aid training, 37% perceived that the provision
had reduced the incidence or severity of workplace injury/illness (38% within the LR,
18% in the MR, and 44% within the HR group). There was a relationship between the
training of first-aiders and the respondents’ perception of a reduction in the incidence
and/or severity of workplace injury/illness (X2 (1df) =3.85 p=.05).
Similar results were obtained in relation to workplace size (X2 (5df) =14.49, p=.01). As
workplaces increased in size so did the perception that the provision of first-aid training
had reduced workplace injury/illness. Of those who perceived that the first-aid training
had made an impact, 35% had a first-aid policy and/or procedures in place, and 34%
had completed a workplace H&S assessment.
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Discussion
The critical factors determining workplace first-aid provision were the type of work and
associated level of risk, potential hazards, workplace size, operational hours of work, and
the availability of emergency care[3]. There was no evidence to suggest that workplace
first-aid provision was based on the potential exposure to risk of injury and/or illness or
the availability of medical care.
Recent reports estimate that between 700-1,000 NZ workers die prematurely as a result
of work-related disease and over 200,000 occupational injuries result in ACC claims each
year[101].

Risk of occupational injury/illness varies greatly from one workplace to

another and from occupation to occupation. In NZ the majority of known work-related
injuries occur within industries identified in the high-risk group. The highest injury rates
and treatment costs are in the mining, construction, agriculture, forestry and fishing
sectors[100].

These statistics exclude health related issues such as coronary heart

disease and diabetes, or minor injuries that occur such as cuts and bruises.
count in an emergency.

Minutes

Therefore workplace first-aid is an important part of the

emergency services system providing immediate and continuity of care to ill/injured
employees; contractors and/or members of the public until professional medical help
arrives[102].
The Guidance Notes provide “a framework for workplaces to test its application in
developing effective first-aid arrangements” to meet HSE legislative requirements[20].
Employers are advised to take “all practicable steps” to provide suitable qualified first-aid
personnel and properly maintained first-aid equipment in every workplace[21].

The

Notes provide a list of risk assessment factors for employers to consider in determining
the number of qualified first-aiders for their workplace.

This includes the number of

employees, the nature of work undertaken, the degree of risk, and the distance from
medical services[21].

Despite this guidance, the findings suggest that the estimated

distance to emergency medical care was greater for workplaces within the high-risk
group.

Although it has been argued that the level of protection should match the

potential exposure to risk, 36% of these workplaces were unable to provide first-aid in an
emergency[103].
Workplaces within the low and medium risk groups may have experienced few or no
injuries/illness. Consequently managers may find it hard to foresee that incidents may
occur in the future. However, all workplaces are required to take all practical steps to
identify hazards and assess their H&S requirements [16, 17].

The DoL and the ACC

provide information outlining management responsibilities illustrating the link between
the exposure to occupational hazards, their prevention and the provision of emergency
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procedures[20, 104]. Despite these legislative requirements, nearly 40% of the
workplaces had not conducted an assessment.

In contrast, an evaluation of the H&S

Regulations in England found that 30% of workplaces had not conducted and
assessment[4]. The results suggest that a large proportion of managers are unaware of
their responsibilities or perceive that an assessment is unnecessary.
As previously discussed, workplace H&S policies are not compulsory, however emergency
procedures must be in place[20]. The results indicate a significant relationship between
the presence of first-aid policies and/or procedures and the appointment of workplace
first-aiders. A brief policy statement demonstrates management commitment, conveys
the value and importance of employee wellbeing, and indicates where responsibilities lie.
A policy also informs staff of emergency services including first-aid facilities, procedures
and reporting[105]. The findings also indicate a strong link between the completion of a
H&S assessment, policy/procedures and the training of first-aiders.

As these three

variables are interrelated, the presence of one may influence the existence of another.
Research shows that the benefits of the provision of workplace first-aid influences other
safety initiatives including raised hazard awareness to avoid occupational injury/illness,
compliance and possible reductions in the number and severity of accidents[9, 76, 106110]. There is an opportunity for regulators to address barriers to implementing simple
but effective management practices.
first-aid.

The first is to promote the benefits of workplace

Secondly workplaces could be provided with assistance to develop brief,

practical policy statements.

These actions may increase workplace H&S awareness,

increase first-aid provision and reduce overall risk.
The level of first-aid training should be part of the workplace emergency plan dictated by
the proximity to emergency services.

In NZ calls to the Ambulance Service are

prioritised as Priority One (life or limb at risk) and Priority Two (life or limb not
immediately at risk)[111]. Response times are a contractual agreement for urban, rural
and remote areas against dispatch triage categories shown in Table 4.6[111].
Table 4.6 Ambulance Response Times in New Zealand[111]

Category
A=Emergency
B=Urgent

Ambulance Response Time in Minutes
Urban

Rural

Remote

8

12

25

20

30

60

Arrival rates and service times may vary depending on ambulance availability, travelling
distance, and traffic density in cities and large towns at peak times (morning, evening
and on weekend nights). Although 73% of the respondents estimated their workplace to
be within two kms of medical help, only 34% were within two kms of an ambulance, and
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25% within two kms of a hospital.

Managers lacked awareness of the likelihood and

incidence of workplace injury/illness, and underestimated timely access to professional
medical care.

Consequently workplaces may be inadequately prepared to manage the

serious injuries/illness critical to survival, and may inadvertently increase the overall
social and economic costs of workplace illness/injury.
The findings indicate that smaller workplaces were less likely to assess workplace
requirements, recognise risk, document first-aid policies/procedures and train firstaiders. One of the survey’s limitations was that the numbers of single operators within
this group were not identified.

In NZ small and medium sized enterprises (SME’s)

account for 30% of all employees[112].

Eighty-seven percent have fewer than five

employees, 98% fewer than nineteen, 64% have no employees, and the numbers are
growing[112]. Small workplaces have specific needs and may be unaware of their legal
requirements[113]. Information is available to assist them to improve H&S, but owners
and operators may lack the management skills, time, resources and the finance to
respond[114].
Size and business experience will always be important factors in terms of workplace
ability to comply with statutory requirements.

The areas of most concern to small

businesses regarding work-related regulation were the cost of ACC insurance and
workplace H&S initiatives[115-117].

While it is appreciated that planning and first-aid

provision may be easier in large workplaces, unplanned injury/illness can occur
anywhere. For these reasons first-aid can and should be effectively managed in every
workplace.
How can we make workplace first-aid provision a more visible, attractive and costeffective option to improve H&S outcomes?

Regulators in partnership with Industry

associations could consider the provision of incentives for compliance and active
participation in workplace first-aid programmes[118]. Where several SMEs are located
together such as on a small industrial estate, they could be encouraged to pool resources
to jointly provide first-aid coverage[21].

This action may raise the level of hazard

awareness and build community concern amongst neighbouring workplaces.

Other

benefits may include a reduction in injury/illness; enhanced well-being; reduced overall
costs; a positive impact on the safety culture and increased productivity; and compliance
with H&S and safety legislation.

First-aid training content could be reduced (and

subsequently the cost) to focus on the essential skills that make a significant impact in
an emergency situation.
fundamental skills.

Regular refresher training could be scheduled to maintain

Assistance to develop short practical policy statements could be

provided to identify the potential risk of workplace illness/injury, the proximity of
professional medical help, and the benefits of timely first-aid provision.
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In emergency situations workplaces cannot rely on the ‘common sense’ application of
first-aid by untrained personnel. It is time to actively manage and socialise simple, cost
effective solutions to reduce and manage illness and injury in NZ workplaces.

Limitations
An attempt was made to make the survey as representative as possible across the
spectrum of workplaces, however limitations were identified. Several factors may have
influenced the overall response rate including the accuracy of the ACC database, and the
ensuing research sample.

The response to the survey was entirely voluntary; some

managers may have found the survey threatening with regard to compliance, and
consequently may not have responded.

Furthermore, the timeliness of the telephone

follow-up was prolonged. Workplaces that were not registered with ACC were excluded
from the survey and may be different in some way from those that were included. Some
workplaces within each risk group may be less hazardous than others and this was not
explored.

Single operators were not identified.

Interpretation of the survey questions

and the quality and accuracy of the responses relied on survey recipients. Finally, and
importantly, the ACC database excludes everyday illnesses that may not be workplace
related but do occur in workplace situations.

These conditions include coronary heart

disease, diabetes and asthma that require emergency first-aid treatment. Despite these
limitations the overall response rate was high and reflects the full range of Industry
Groups within NZ’s workplace.

Conclusion
This chapter explored the provision of workplace first-aid across all Industry Groups in
NZ in relation to the potential exposure to risk of injury and/or illness, and access to
professional medical help. Based on a stratified random sample of workplaces, managers
responsible for workplace H&S were surveyed.

The results provided no evidence to

suggest that the provision of workplace first-aid in NZ was based on the potential
exposure to risk of injury and/or illness, or the availability of medical care. Regardless of
the plethora of information available nearly 40% of workplaces are either unaware of
their requirements, or perceive they are not at risk of an emergency occurring in their
workplace. Emergency first-aid may not be available when required. The major factors
that influence workplace first-aid provision in this country are the size of the workplace,
and the existence of first-aid policies and procedures. Although the survey results were
disappointing, opportunities were identified to increase the visibility and benefits of
workplace first-aid provision to improve H&S outcomes.
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This chapter examined the provision of workplace first-aid from a managers’ perspective.
Chapter Five broadens the investigation, and explores first-aid provision from the
workplace first-aiders’ perspective. This includes the selection and training of workplace
first-aiders, and their provision of first-aid in the workplace.
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Chapter Five
Workplace First-aiders Training and their
Provision of First-aid
The critical factors that shape workplace first-aid provision should be exposure to risk of
injury and/or illness, and the availability of medical care[3].

However, the national

survey of managers responsible for workplace H&S found no evidence that this was the
case in NZ workplaces. This chapter explores first-aid provision from the workplace firstaiders’ perspective.

Thus, in conjunction with the 2005 managers’ survey, a national

survey of workplace first-aiders was also conducted.

The aim was to ascertain the

factors that determine workplace first-aiders’ selection and training, their first-aid
qualifications, responsibilities, and the nature and frequency of the first-aid treatment
they provide. These factors were also considered in relation to the potential exposure to
risk of workplace injury and illness.
The Guidance Notes state that first-aid training for “personnel in places of work” must be
conducted by people who work for an organisation accredited by the NZQA to “assess
first-aid unit standards”[21].
NZQA website[119].

A list of registered training providers is available on the

The Notes state that the Initial first-aid training “should be a

minimum of 12-16 hours duration, which meets the minimum requirements of Unit
Standard 6400”[21].

The NZQA requires performance-based practical assessment in

accordance with the first-aid unit standards as part of the first-aid training syllabus[21,
95].

First-aid certificates are issued by training providers and are evidence that the

person has completed the requirements for the certificate. First-aid certification is ‘valid’
for two years[21]. On expiry refresher first-aid training of eight hours duration must be
successfully completed in order to update the first-aiders’ knowledge, and to retain
current first-aid certification[21]. Unlike first-aid certification, first-aid unit standards are
lifetime awards.
Very little is known about workplace first-aiders’ roles, responsibilities, and training in
NZ.

The 2004 qualitative survey conducted with workplace first-aiders in Palmerston

North provided preliminary information and valuable insights. However, the survey was
restricted to a small sample of workplaces that had appointed first-aiders, and there
were limitations in the interpretation of the data.

Nonetheless, the issues identified in

the Palmerston North workplaces may also be evident in other parts of NZ. Accordingly,
this investigation sought more robust information regarding workplace first-aiders and
their application of first-aid both at work, and outside of the workplace.
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Methodology
As discussed in Chapter Four, two surveys were developed, one for the managers
responsible for workplace H&S (shown in Appendix E), and the other for workplace firstaiders (see Appendix F). These were based on information from the Palmerston North
surveys, and the Guidance Notes on the provision of first-aid equipment, facilities and
training[20, 21].

The survey for workplace first-aiders aimed to elicit information on

their selection, training, competency assessment and administration of first-aid both in
and outside of the workplace. In addition the co-ordination of first-aid with other H&S
activities (e.g. the H&S Committee, Disaster Management, Fire Warden, Safety Officer)
and the perceived impact of this provision was explored.
The two postal surveys were sent to managers responsible for H&S in the stratified
random sample of workplaces in December 2005.

The covering letter invited the

managers to complete their own questionnaire, and nominate a designated workplace
first-aider to complete the first-aiders’ questionnaire (see Appendix G).

Confidentiality

was assured in accordance with the University of Otago’s code of ethics, and freepost
envelopes were provided to return the completed surveys.
The three industry risk categories that were identified for the managers’ survey were also
used for the first-aiders’ survey: high (HR), medium (MR) and low-risk (LR) groups. To
recap, the risk groups provided an indication of the likelihood of exposure to workplace
injury/illness experienced in the industries within each risk category.

Statistical Analysis
As with the managers’ survey, the risk groups also provided a framework for collating
and analysing the data using SPSS (Chicago).

Multiple statistical analyses were

completed using Kruskal-Wallis asymptotic and chi tests. P-Values <0.05 were regarded
as significant.

Results
The returned mail indicated that 28% of the workplaces surveyed were no longer in
business. A further 13% stated that their workplace did not have designated workplace
first-aiders and therefore they could not complete the survey. The overall response rate
was 25%, 227/905. Table 5.1 shows the response rate and confidence intervals within
each Industry Group.
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Table 5.1 Workplace-First-aider’s Response Rate and Confidence Intervals
Industry Group

First-aiders Overall
Response Rate

First-aiders Confidence
Interval 95%

8/66
12%

12.1
(5.38, 22.5)

26/58
45%

44.8
(31.7, 58.5)

9/48
19%

18.7
(8.9, 32.6)

1.

Agriculture, Forestry and Fishing

2.

Mining

3.

Manufacturing

4.

Electricity, Gas and Water Supply

11/58
19%

18.9
(9.87, 31.4)

5.

Construction

14/75
19%

19.9
(10.0, 30.1)

6.

Wholesale Trade

9/50
18%

18.0
(8.58, 31.4)

7.

Retail Trade

11/61
16%

18.0
(9,36, 29.9)

8.

Accommodation, Cafes and Restaurants

7/53
13%

13.2
(5.48, 25.3)

9.

Transport and Storage

15/46
33%

32.6
(19.5, 48.0)

10. Communication Service

9/43
21%

20.9
(10.0, 36.0)

11. Finance and Insurance

5/23
22%

21.7
(7.46, 43.7)

12. Property and Business Services

4/27
15%

14.8
(4.19,33.7)

13. Government Administration and Defence

39/96
41%

40.6
(30.7, 51.1)

14. Education

34/61
56%

55.7
(42.4, 68.4)

15. Health and Community Services

12/53
23%

22.6
(12.3, 36.2)

16. Cultural and Recreational

7/41
17%

17.1
(7.1, 32.1)

17. Personal and Other Services

7/46
15%

15.2
(6.3, 28.9)

227/905=25%

25.1
(22.2, 27.9)

Total 1700 workplaces

More workplace first-aiders responded to the survey from Mining, Transport and Storage,
Government Administration and Defence, and Education Industry Groups. Fewer
responded from within the Agriculture, Forestry and Fishing, and Accommodation, Cafes
and Restaurants Industry Groups.

Respondent’s Gender, Ethnicity, Age Range and Employment
Status
Of the 277 respondents, 40% were female, 38% male, and 22% did not state their
gender.

Seventy-five percent identified their ethnicity as NZ European (81% female,

78% male). The remainder identified as Maori (7%), NZ European/Maori (4%), Pacific
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Island (3%), 3% identified a variety of ethnicities, and 8% did not respond to the
question (X2 (4df) = 8.17, p=.085).
The majority (62%) were aged between thirty-six and fifty-five years of age, with an
even split between the thirty-six to forty-five year age group, and the forty-six to fiftyfive year age group (31% and 30% respectively). Seven percent did not state their age.
The age range of female first-aiders tended to be lower than for males as can be seen in
Figure 5.1 (Mann–Whitney U = 3281.5, p=.072 two-tailed). Although there were fewer
males than females between the ages of fifteen and forty-five, the number of males
increased as age increased.

40%
35%
30%
25%
20%
15%
10%
5%
0%

Gender Unidentified
Female
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Percentage of Firstaiders

Gender and Age Range of the First-aiders

Age Range
Figure 5.1 Gender and Age Range of the Workplace First-aiders

Seventy-nine percent of the respondents were employed full-time, 15% part-time and
6% did not state their employment status.

Workplace Risk
Most of the respondents (53%) were from workplaces within the LR group, 37% from the
HR, and 10% from the MR group. Due to the low response rate from workplaces within
the MR group, these responses were amalgamated with those from workplaces within the
LR group. The LR group was then re-defined as less than 200 claims per 10,000 within
each Industry Group per year, costing less than $1,000 per claim. Overall 63% of the
respondents were from workplaces in the LR group and 37% were from the HR group.
In the LR group most of the respondents whose gender was known were female (81%).
Only 19% were male. In contrast 53% of those from the HR group were male, and 47%
were female.

It is possible that more females than males may be employed in

workplaces that have a lower exposure to risk of workplace injury/illness, whereas more
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males may work in workplaces within the HR Industry Groups (X2 (1df) = 24.03,
p=.005).
The majority of the respondents were aged between thirty-six and fifty-five years (69%
within the LR, and 61% within the HR group). There was no evidence that respondents
in one group were older/younger, than in the other group (Kruskal-Wallis U =(X2 (5df)
7.36, p=.195).
The majority of first-aiders in both of the risk categories were full-time employees (89%
within the HR, and 81% within the LR group (X2 (1df) =2.60, p=.107).

How are Workplace First-aiders Selected?
Fifty-eight percent of the respondents had volunteered for the role. Within this category
the proportion in the HR group was 65%, and 54% in the LR group (see Figure 5.2). For
26% first-aid certification was mandatory as a condition of their employment. A further
16% were nominated as first-aiders. There was no relationship between the method of
selection for first-aiders and the potential exposure to risk in the workplace (X2 (2df)
=3.46, p=.177).

Percentage of Firstaiders

Workplace First-aider Selection Process
70%
60%
50%
40%
30%
20%
10%
0%

Unknown
Nominated
Volunteered
Condition of employment

Low Risk

High Risk

Industry Risk Groups
Figure 5.2 Workplace First-aiders Selection Process

Term as a Workplace First-aider
Thirty-six percent of the respondents had been workplace first-aiders for more than five
years (46% from workplaces within the HR group, and 32% from within the LR group).
Nineteen percent had been workplace first-aiders for three to five years (21% from
within the LR and 16% from within the HR group). A further 15% had been first-aiders
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for two years and up to six months respectively, 12% for a twelve-month period, and 3%
did not respond to the question.
The HR group had a higher overall ranking than the LR group. However this was a non
significant trend as there was no relationship between the respondent’s term as a firstaider and their respective workplace risk groups (Kruskal-Wallis U =(X2 (1df) 2.815,
p=.093 see Figure 5.3).

Respondent's Term as a Workplace First-aider
within each Risk Group

Percentage of
Respondents

50%
<6 months

40%

1 year

30%

2 years

20%

3-5 years

10%

>5 years

0%
Low Risk

High Risk

Industry Risk Group
Figure 5.3 Respondent’s Term as a Workplace First-aider within each Risk Group

There was no relationship between the method of selection and the workplace firstaider’s term in the role (Kruskal-Wallis U =(X2 (2df) 3.454, p=.178 see Figure 5.4).
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Term as a Workplace First-aider
Figure 5.4 Respondent’s Selection Process and Term as a Workplace First-aider
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More females had been workplace first-aiders for six to twelve-months (65%), in
comparison to males (35%). Of those that had been in the role for one year 75% were
female, and 25% male. There was more of a gender balance in those who had been in
the role for two years (54% male, 46% female), and three to five years (56% female,
44% male).

In contrast, 60% of the respondents who had been first-aiders for more

than five years were male, and 40% female (Kruskal-Wallis U =(X2 (4df) 10.888, p=.027
see Figure 5.5).

These findings reflect the trend previously noted with more females

than males undertaking workplace first-aid between the age of fifteen and twenty-five
years, with males increasing in numbers as their age increases.

Percentage of
Respondents

Respondent's Gender and Term as a Workplace First-aider

80%
70%
60%
50%
40%
30%
20%
10%
0%
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<6
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1 year

2 years 3-5 years >5 years

Term as a Workplace First-aider
Figure 5.5 Respondent’s Gender and Term as a Workplace First-aider

Currency in First-aid Certification
Seventy percent said that they held current first-aid certification.

There was no

relationship between respondents potential exposure to risk in the workplace and their
currency in first-aid certification (X2 (1df) =.000, p=.996). The proportion of those with
first-aid certification was the same within each of the risk groups (84%).
Eighty-three percent of the certified first-aiders were employed full-time (86% within the
HR group, and 82% within the LR group).

There was no relationship between the

respondent’s employment status, and the currency of their first-aid certification (Fisher’s
Exact Test U=(X2 (1df) =.224, p=.576 (2-sided).

Similarly there was no relationship

between gender and current first-aid certification (X2 (1df) =.209, p=.648), or
respondent’s age range and their currency of first-aid certification (Kruskal-Wallis U =(X2
(5df) 5.915, p=.315).
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Of those with current certification 30% had been workplace first-aiders for more than five
years (see Table 5.2).
Table 5.2 Respondent’s Term as a Workplace First-aider
Term as a Workplace
First-aider
Unknown

Percentage
N=227
1%

<6 months

19%

1 year

14%

2 years

16%

3-5 years

20%

>5 years

30%
Total

100%

First-aid certification had expired for 13% of the respondents (see Table 5.3 for details).
Table 5.3 First-aid Certification Expiry Timeframes for Designated Workplace First-aiders
Time Since First-aid
Certification Lapsed

Percentage
N=30

1 year

36%

2-5 years

30%

6-10 years

17%

11-15 years

10%

16-20 years

7%

Total

100%

A further 9% of the respondents did not know when they last attended first-aid training,
and 8% had never held first-aid certification (Confidence Interval 95% (4.47-11.53)).

First-aid Training
Sixty-six percent of those who held current first-aid certification had attended between
two and five first-aid courses, 22% had attended one course, and 12% had attended
more than five courses. There was no relationship between the respondent’s currency in
first-aid certification and the number of first-aid training courses attended (Mann–
Whitney U = 156.0, n1 =57 n2 =56, P < 0.205 two-tailed).

Similarly there was no

relationship between the number of first-aid courses attended and the respondent’s
potential exposure to risk in the workplace (X2 (1df) =.336, p=.562 see Figure 5.6).
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Percentage of
Respondents

Number of First-aid Courses Respondents Attended
within each Risk Group
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Figure 5.6 Number of First-aid Courses Respondents Attended within each Risk Group

Twelve percent had attended more than five first-aid courses and had become a
workplace first-aider within the last two years.

The results suggest that these

respondents had become designated workplace first-aiders primarily because of their
previous first-aid training.
Eight percent had never been trained in first-aid.

First-aid Training Providers
Of those that were trained, 48% said they had been trained by St John, 32% by a variety
of small training providers, and 15% were trained by the Red Cross. Five percent did not
know who had provided the first-aid training.

There was no relationship between the

level of risk and the choice of first-aid training provider (X2 (2df) =1.196, p=.384).
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Figure 5.7 Choice of First-aid Training Providers within each Risk Group

The respondents reported that the duration of the first-aid training courses they had
attended varied from between two to forty-hours. Thirty-six percent attended an eighthour first-aid course, and 28% attended a sixteen-hour course.

The relationship

between the choice of training provider and the duration of the first-aid training was
approaching significance (Kruskal-Wallis U =(X2(2df) =5.823, p=.054 see Table 5.4).
Table 5.4 Duration of the First-aid Training Supplied by First-aid Training Providers

Duration of
First-aid
Training
Course

Percentage
Attended
N=197

Percentage Who Attended First-aid Training With Each
Training Provider
St John
N=94

Variety of Small
Training Providers
N=62

Red Cross
N=30

2-4 hours

13%

10%

15%

7%

5-7 hours

9%

7%

13%

20%

36%

37%

40%

36%

8%

4%

10%

10%

28%

37%

19%

20%

6%

5%

3%

7%

100%

100%

100%

100%

8 hours
9-15 hours
16 hours
17-40 hours
Total

Fewer than half of the respondents (46%) had attended a first-aid training course that
was tailored to meet the needs of their workplace. Within this group 45% were trained
by St John, 40% were trained by small training providers, and 15% by the Red Cross (X2
(2df) =5.074, p=.079). There was no relationship between the potential level of risk in
the workplace, and the choice between tailored or standard first-aid training courses for
the workplace first-aiders (X2 (1df) =.573, p=.449, see Table 5.5).

68

Table 5.5 Exposure to Risk and the Choice of Standard or Tailored First-aid Training Courses
Low Risk Group
N=124

High Risk Group
N=70

Total
N=194

Standard First-aid Training

56%

50%

54%

First-aid Training Tailored for the
Workplace

44%

50%

46%

First-aid Training

First-aid Training and Assessment of Learning
Almost all of the respondents (97%) recalled undertaking an assessment of their learning
on completion of their first-aid training.

Within this group 80% had completed a

combination of learning assessments to test their knowledge and skills (that comprised
an oral and/or written test along with a practical demonstration of their skills).

The

remaining 20% were assessed using a single method of assessment (either by
demonstrating their skills to their first-aid Instructor or another participant on the
training course, or by completing a written or an oral test).
The method of learning assessment varied slightly between the first-aid training
providers. Eighty-seven percent of those trained by the Red Cross, 78% of those who
had been trained by the smaller training providers, and 76% of those trained by St John
said they were assessed through the use of multiple assessment methods.

The

remainder were assessed using a single method of assessment.
Only 18% (thirty-seven of the trained workplace first-aiders) said they had completed
NZQA approved unit standards in first-aid.

Of those who had completed first-aid unit

standards 34% had trained with the smaller training providers, 19% with the Red Cross,
and 9% with St John.

The following table provides a list of the unit standards the

respondents said they had completed.
Table 5.6 Respondents that had completed Unit Standards with their First-aid Training Provider
Unit Standard
Number12

First-aid Training Provider
St John

Red Cross

Other

Total
N.

497

1

6401 and 6402

1

1

1

3

6400, 6401 and 6402

5

3

17

25

497, 6400, 6401 and
6402

2

2

4

8

Respondents N.

9

6

22

37

12

1

The content and assessment of the first-aid unit standards is described in Chapter Ten.
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The majority of the respondents (47%) did not know whether they had completed firstaid unit standards or not, and a further 35% stated that they had not completed these
unit standards.

Workplace First-aid Treatment
Forty-eight percent of the respondents said they had administered first-aid in their
workplace.

Fifty-two percent of the respondents had applied first-aid within the HR

group, in comparison with 46% within the LR group (Fisher’s Exact Test U=(X2 (1df)
=.669, p=.490 (2-sided), p.248 (1-sided).

However, first-aid had been administered

more often in workplaces within the LR group (61%) than in the HR group (39%). This
finding may reflect the nature and severity of injuries received in workplaces where
employees are exposed to lower levels of risk and can be treated locally, in comparison
with the incidents that may occur in HR workplaces (X2 (1df) =.672, p=.412).
Overall there was little difference between the proportion of females and males in their
provision of first-aid (53% females, 42% males, X2 (1df) =.023, p=.880).

As was

expected, females provided 85% of the first-aid treatment in workplaces within the LR,
whereas males provided 60% of the first-aid treatment in workplaces in the HR group.
There was no relationship between the administration of workplace first-aid and the firstaider’s selection process (X2 (2df) =2.416, p=.229). Of those who had applied first-aid
55% had volunteered for the role, 27% held first-aid certification as a condition of their
employment, and 18% were nominated for the role.
As can be expected there was a significant relationship between the respondent’s term as
a workplace first-aider, and their application of workplace first-aid (Kruskal-Wallis U =(X2
(4df) 15.108, p=.004).

The longer employees have been designated as a workplace

first-aider, the more likely they are to have applied first-aid. Of those that held current
first-aid certification and had administered first-aid, 40% had been a first-aider for more
than five years, 24% for between three and five years, 14% for two years, and 12% for
one year. A further 10% had gained first-aid certification in the previous twelve-month
period.
Almost all of the first-aid provision reported by the respondents had occurred in the
previous twelve-month period (94%).

Most of the workplace first-aid (61%) was

administered to employees, 33% to members of the public, and 6% was applied to
contractors.

In workplaces in the HR group 70% of the first-aid was administered to

employees, and 19% to members of the public.

In contrast, in workplaces in the LR
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group 56% was applied to employees, and 42% to members of the public (X2 (2df)
=10.11, p=.006, see Figure 5.8).

Recipients of Workplace First-aid Treament within
each Risk Group

80%
Percentage

Employees

60%
40%

Members of the
public

20%

Contractors

0%
Low Risk

High Risk

Industry Risk Group

Figure 5.8 Recipients of Workplace First-aid Treatment within each Risk Group

Seventy-three percent of the first-aid treatment provided by males was administered to
employees, in contrast with 50% provided by females (X2 (2df) =5.099, p=.078, see
Table 5.7). The composition of the various Industry Groups as reflected within each of
the risk categories may have influenced these results. Females working in LR Industry
Groups may have more exposure to working with the public than males working in the
HR Industry Groups.
Table 5.7 Provision of Workplace First-aid Treatment
Treatment Provided
Gender

Employees

Members of the
public

Contractors

Total

Females

50%

46%

4%

100%

Males

73%

22%

5%

100%

Figure 5.9 illustrates the frequency of the provision of workplace first-aid by the
respondents in workplaces within each risk group. The findings suggest that first-aiders
in the HR group are more likely to apply first-aid on a more frequent basis than those in
working in the LR group.
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Figure 5.9 Frequency of Workplace First-aid Provision within each Risk Group within the previous
Twelve-month Period

In the previous twelve-month period, 20% of the respondents had administered
workplace first-aid between two and five times (27% within the HR, and 16% within the
LR group). A further 15% had provided treatment once (22% within the HR, and 11%
within the LR group). Few respondents (6%) had provided first-aid more than five times
in the same timeframe, and all of these were within the LR group.

There was no

relationship between the frequency of the first-aid provision, and the respondent’s
currency of first-aid certification (Kruskal-Wallis U=(X2(3df) =3.553, p=.314).
Eighty-five percent of those who had applied first-aid in the workplace provided details of
the treatment they had administered as shown in Table 5.8. The majority of the injuries
that presented in the workplace were minor, requiring on-the-spot first-aid treatment
(66% were cuts and grazes).

The four respondents who had applied cardiopulmonary

resuscitation in the workplace held current first-aid certification. However, certification
had lapsed by one year for the respondent who had applied the tourniquet.
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Table 5.8 First-aid Treatment Provided in the Workplace
Number in each Risk Group
Nature of First-aid Treatment

Total
N=93

High Risk
N=36

Low Risk
N=57

Cuts and grazes cleaned and dressed

78%

59%

66%

Cared for a person who fainted

78%

59%

66%

Ice-pack to twisted/sprained/strained ankle, bleeding
nose, broken arm, bump on the head

-

29%

18%

Wash in the shower after a chemical reaction

-

29%

18%

Burns cleaned and dressed

6%

7%

6%

Diagnosed a fracture

3%

7%

5%

Applied cardiopulmonary resuscitation

8%

2%

4%

Phoned the parent and referred the child to a GP

-

4%

2%

Removed splinter

-

4%

2%

Prevented choking

-

4%

2%

Stroke, recovery position until ambulance arrived

3%

-

1%

Checked for injury, treated for shock, made the patient
comfortable until ambulance arrived

3%

-

1%

Bleeding from an artery applied tourniquet

3%

-

1%

Seizure

-

2%

1%

Applied antihistamine to insect bite

-

2%

1%

Eyewash

First-aid Training Content that was Practically Useful at Work
Seventy-six percent of those who had applied first-aid in the workplace recalled topics
from their training that they had found practically useful in the workplace (X2 (1df)
=31.24, p=.005).

The topics most frequently recalled by the first-aiders are listed in

Table 5.9.
In addition, the following topics were each recalled by 1% of the respondents:
• R.I.C.E. theory (Rest, Ice, Compression, Elevation)
• emergency response
• workplace hazard identification
• road accidents
• seizures
• heat stroke
• hypothermia
• first-aid kits
• fainting
• stretcher use
• medical conditions
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• sun stroke
• pandemic awareness
• crushing
• splinters
• patient lifting
• angina, and
• hygiene requirements.
Table 5.9 Respondent’s Recall of First-aid Training Content that was Practically Useful in the
Workplace

First-aid Topic

Percentage Recalling the Topic
Within each Risk Category

Total Topics
Recalled
N=83

High
N=33

Low
N=50

1. Cardiopulmonary Resuscitation

45%

36%

40%

2. Bleeding

33%

32%

33%

3. Burns

27%

28%

28%

4. Fractures

21%

30%

27%

5. Cuts and Grazes

19%

28%

25%

6. Bandages and Dressings

21%

26%

25%

7. Choking

3%

18%

12%

8. Sprains and Strains

3%

18%

12%

9. General Assessment

9%

6%

7%

10. Heart Attack

9%

6%

7%

11. Bumps and Bruises

3%

12%

8%

12%

2%

6%

3%

8%

6%

-

10%

6%

15. Managing the Situation

6%

6%

6%

16. Eye Injury

6%

4%

5%

17. Poisons

3%

4%

4%

18. Scene Assessment

6%

2%

4%

19. Diabetes

3%

4%

4%

20. Recovery Position

3%

4%

4%

21. Allergies

-

6%

4%

22. Asthma

-

6%

4%

23. Insect Bites and Stings

-

6%

4%

24. Splints

3%

2%

3%

25. Electrocution

6%

-

3%

26. Defibrillation

-

4%

3%

27. Nose Bleeds

-

4%

3%

6%

-

3%

-

4%

3%

12. ABC
13. Shock
14. Head Injury

28. Stroke
29. Past Medical History
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Overall there was no relationship between the respondent’s recall of topics and their
currency in first-aid certification (X2 (1df) =.922, p=.337).

Sixty-six percent of those

who held current first-aid certification recalled topics from their first-aid training, in
comparison with 57% of those who were non-certified.

These results may reflect the

smaller proportion of respondents in the non-certified group N=30, in comparison with
the certified group N=158.
There was no relationship between the respondent’s recall of first-aid topics and their
term as a first-aider (Kruskal-Wallis U= (X2(1df) =1.561, p=.211)). Similarly, there was
no relationship between the duration of the last first-aid course respondents had
attended, and their recall of first-aid topics (Kruskal-Wallis U= (X2(1df) =1.919,
p=.166)).

Workplace First-aid Kits
Ninety-seven percent of the respondents said they had access to a first-aid kit (98%
within the HR, 97% within the LR group).

Eighty-two percent of the respondents who

had applied first-aid said they had used an item from their first-aid kit within the
previous twelve-month period (X2 (1df) =12.00, p=.001).

Of these, 62% were from

workplaces within the LR, and 34% from within the HR group (X2 (1df) =.331, p=.565).
Details of the items the respondent’s said they had used from the first-kit in the previous
twelve-month period are shown in Table 5.10.
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Table 5.10 Items First-aiders Had Used from the First-aid Kit Within the Previous Twelve Month
Period
Risk groups
Item used

Total

High Risk
N=34

Low Risk
N=55

N=89

1. Band aids

82%

70%

82%

2. Bandages, dressings and gauze

44%

54%

49%

3. Pain relief

28%

22%

24%

4. Antiseptic cream

19%

19%

19%

5. Icepack

6%

27%

18%

6. Saline

8%

22%

16%

14%

16%

13%

3%

23%

14%

7. Tweezers

11%

15%

13%

8. Scissors

11%

10%

10%

9. Splinter probe

3%

15%

10%

10. Gloves

6%

10%

8%

11%

4%

7%

10%

5%

8%

4%

3%

4%

3%

-

6%

3%

16. Antihistamine

3%

4%

3%

17. Stretcher

8%

3%

18. Safety pins

3%

1%

19. Leg splint

3%

1%

20. Oxygen

3%

1%

5. Eyewash
6. Triangular bandages

11. Tape
12. Butt strips, butterfly and steri-strips
13. Anti inflammatory cream (Arnica)
14. Burn cream
15. Needles

21. Accident register
22. Sting spray

-

2%

3%

1%
1%

23. Heat pack

2%

1%

24. First-aid book

2%

1%

25. CPR Mouthpiece

3%

1%

Band aids were the most common item used from the kit (84%). Pain relief had been
provided by 24% (Panadol/Paracetamol: fifteen, unidentified pain relief: six, and
Panadene: one). Only 16% of respondents had applied bandages. The majority of the
triangular bandages (75%) were applied in educational workplaces within the LR group.
The leg splint and the oxygen were both applied in a mining workplace.

Only one

respondent (from a government department) noted the use of the accident register as
part of the first-aid kit, and one educational workplace had used the First-aid book. Both
of these workplaces were within the LR group.

76

Co-ordination of Workplace First-aid Activity
Sixty-two percent said that their first-aid activity was co-ordinated in the workplace
(62% LR, and 38% HR group). The proportion of workplaces in the HR group who coordinated their workplace first-aid activity was slightly higher than the proportion within
the LR group (64%, and 60% respectively).

There was no relationship between the

potential level of risk in the workplace, and the co-ordination of workplace first-aid (X2
(1df) =.263, p=.608).

In the majority of these workplaces (91%), first-aid was co-

ordinated by the H&S Officer and the H&S Committee. The remainder was co-ordinated
by a fire warden, the person responsible for disaster management, or the rescue fire
service.
Twenty-six percent of the respondents did not answer this question, and 12% stated that
there was no co-ordination of their first-aid activity with other H&S activities (also see
p. 27 regarding this).
In the workplaces where first-aid kits were available, those responsible for purchasing
the first-aid equipment and supplies were managers (32%), H&S officers (21%), other
unspecified people (16%) and first-aiders (10%). Ten percent stated that a combination
of people was tasked with this responsibility (managers, H&S officers, and first-aiders).
A further 11% were unsure who was responsible.

Impact of First-aid Training on the Workplace
Overall 36% of the respondents perceived that first-aid training had reduced the
incidence and/or severity of injury or illness in their workplace.

Of these, 92% held

current first-aid certification. Within this group 58% had administered first-aid (X2 (2df)
=4.010, p=.135). The proportion of males and females who perceived that the training
had made an impact was similar (47%, and 53% respectively (X2 (2df) =.007, p=.997)).
There was no relationship between those who held current first-aid certification, in terms
of their perception of a reduction of workplace illness/injury (X2 (1df) =2.892, p=.121).
There was no relationship between the respondents perception of a reduction in the
incidence or severity of workplace injury/illness within either of the risk groups.
However, the proportion of respondents who perceived that the training had made an
impact was higher in workplaces in the HR group, than in the LR group (42%, and 33%
respectively (X2 (2df) =1.547, p=.461)).
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Respondent’s Use of Their First-aid Skills Outside of the
Workplace
Fifty-nine percent of the respondents (61% of the males, and 56% of the females) said
their knowledge had been useful to them outside of the workplace (X2 (1df) =.353,
p=.553). Within this category 86% held current first-aid certification (X2 (1df) =1.359,
p=.224), and 51% percent had also administered first-aid in the workplace (X2 (2df)
=8.763, p=.013).
Although the respondents said their skills had been useful, very few had actually
provided first-aid outside the workplace (see Table 5.11).
Table 5.11 Usefulness of First-aiders Skills Outside of the Workplace
Industry Groups
Nature of First-aid

Total
N=126

Low Risk
N=84

High Risk
N=42

Attended motor vehicle accident

6%

9%

Useful – no detail provided

2%

1%

Heart attack

2%

1%

Volunteer Ambulance Officer

2%

1%

Cuts

2%

1%

Falls–no detail provided

2%

1%

Soft tissue injury

2%

7%

.7%

Training others

1%

.7%

Registered Nurse

1%

.7%

Seizure

1%

.7%

CPR

1%

.7%

Identified stroke symptoms

1%

.7%

Choking

1%

.7%

Poisons

1%

.7%

Heat stroke

1%

.7%

Fainting

1%

.7%

Angina

1%

.7%

The majority of the respondents (92%) perceived that their first-aid training had been
useful as they felt that they were more generally aware, and 1% said the training had
been useful in terms of hazard awareness.

There was no relationship between the

respondents’ term as a first-aider and their use of their skills outside of the workplace (X2
(4df) =.291, p=.990).

However, 78% who perceived that the investment in first-aid

training had reduced the incidence and/or severity of injury or illness in the workplace,
also perceived that their first-aid knowledge had been useful outside of the workplace (X2
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(2df) =11.34, p=.003).

The results suggest that first-aid skills are highly valued by

these individuals.

Discussion
The training of first-aid personnel is reported to be the single most important factor
determining the effectiveness of organised first-aid, and part of the total workplace H&S
system[3, 102].

Employers are required to provide training and supervision, and take

“all practicable steps” to provide “qualified first-aid personnel[21].

The findings are

congruent with those from the managers’ national survey, which show that:
a) emergency first-aid care is not available in all workplaces, and
b) the potential exposure to the risk of sustaining workplace injury and/or illness was
not a factor in the appointment, or the training of workplace first-aiders, and
c) first-aid activity is not coordinated in all workplaces, regardless of the potential
exposure to risk.
The majority of workplace first-aiders (83%) surveyed were employed full-time.

Fifty-

eight percent had volunteered for the role. Although the motivation for volunteering for
the role was not explored, it is possible that financial incentives are a contributing factor,
in addition to a level of interest in first-aid.

Thirty percent of NZ employment

agreements make provision for weekly first-aid allowances to be paid to designated
workplace first-aiders[120, 121]13.

In 2005 the average weekly allowance for those

tasked with the responsibility for providing workplace first-aid treatment was $9.36[121].
Sixty-two percent of the respondents were aged between thirty-six and fifty-five years,
and 55% had been workplace first-aiders for more than three years.
suggest that age is a factor in identifying as a workplace first-aider.

The findings

This information

could help inform the marketing of first-aid training for the workplace.
The majority (70%), but not all of the respondents held current first-aid certification,
regardless of the variance in the duration of their first-aid training.

The results of the

managers’ national survey indicated that the cost of first-aid training was an issue.
Therefore shorter first-aid courses, if offered at a reduced cost, would appeal to many
workplaces.

However, inadequate training can result in inadequate, or even harmful

interventions[1, 96].

For a third of the respondents first-aid certification had either

expired, or they had never been trained. Skill, if acquired, erodes over time – the longer
13

All Industry Groups except for the Accommodation, Café and Restaurants Group make provision for first-aid
allowances for designated workplace first-aiders. However, not all workplaces within each Industry Group
provide this allowance. The agreements containing first-aid allowances cover 27% of employees.
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the time since the training, the greater the skill deterioration[89-93, 122].

Should a

serious incident occur causing severe breathing problems, or severe bleeding, first-aid
will be required immediately[97]. Designated workplace first-aiders, trained or untrained
will be expected, and have a responsibility to respond. In the absence of regular first-aid
training the response time for treatment may be prolonged, and/or inadequate treatment
may be provided.
The results of the national managers’ survey indicated that some workplaces had
inadequate systems in place to manage and monitor currency in first-aid training
provision.

On the other hand workplace first-aiders themselves may be unaware that

their first-aid certification had lapsed. They may not realise that first-aid skills decay in
the absence of re-training, or perceive that ongoing training is unnecessary[89-93]. The
first-aid training community could provide assistance to both the workplaces, and
workplace first-aiders by proactively monitoring their existing client base.

Reminder

notices could be issued to those whose first-aid certification is due to expire, along with
schedules of first-aid training courses.
NZQA require performance-based practical assessment as part of the training syllabus,
and provide “best practice principles” in relation to this process[95].

Respondents

reported inconsistencies in competency assessment, and few had completed NZQA firstaid unit standards.

These findings were consistent with the results of the surveys

discussed in the three previous chapters.

NZQA are responsible for managing the

training and assessment moderation process, but they have limited resources. Although
NZQA records show that 171,726 first-aid unit standards were issued in 2005, the
findings suggest that they may not be required in the workplace[123].
Although care may be taken to prevent workplace accidents and illness, unsafe acts and
unsafe conditions result in a high number of workplace injuries every year[103, 124].
Nearly half of the respondents (48%) applied first-aid in their workplace, and most
supplied details of the treatment they provided. The majority of the injuries/illness firstaiders identified were minor (66% were cuts and grazes), although more serious
incidents did occur.

Band aids (84%) and pain relief (24%) were the most common

items used from the first-aid kit (84%).
There may have been some confusion with regard to the question on the first-aid topics
the respondents had found practically useful to them in the workplace. The workplace
injuries/illness the respondents reported did not correspond with the identified topics.
The top five first-aid topics identified included cardiopulmonary resuscitation (40%),
bleeding (33%) the treatment of burns (28%), fractures (27%), and cuts and grazes
(25%). It could be that a heavier emphasis was placed on these topics in their first-aid
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training, or perhaps these are the skills that first-aiders value the most. First-aiders may
regard the application of basic first-aid as being common sense.

Information on the

nature of workplace injuries/illness presenting in the workplace is critically important in
determining the content of the first-aid syllabus and the frequency of the training. There
would be value in exploring this area in more detail.
The NZQA are responsible for managing the accreditation and moderation training
providers, including first-aid training providers. However, first-aid training provision does
not appear to be standardised in NZ. Perhaps the content of first-aid training could be
reduced to focus on the conditions workplace first-aiders are most likely to be presented
with. This in turn would reduce the duration and cost of the training to the workplace.
The nature of the content and duration of first-aid training, and its relevance in the
workplace requires further investigation.
Workplace first-aiders were more likely to apply their skills the longer they identified as a
first-aider, and retained current first-aid certification. The findings suggest that regular,
ongoing first-aid training and assessment over time builds an individuals knowledge, skill
and self assurance to the extent that they will confidently provide assistance in an
emergency situation.

A third of the respondents perceived that first-aid training had

reduced the incidence and/or severity of injury or illness in their workplace.

Research

suggests that first-aid training raises safety awareness, and motivates individuals to
avoid occupational injuries/illness[10].

More than half of the respondents (59%) said

their first-aid skills had been useful to them outside of the workplace.

Although few

provided examples of the first-aid they had actually applied in this situation.
Nevertheless, 93% perceived they had raised awareness.
Recent research suggests that cardiac arrests occurring in the workplace are managed
more effectively than when they occur in other places[125]. More widespread knowledge
of the potential benefits of workplace first-aid to workmates and customers has
advantages. Provision of more widespread incentives to become and remain workplace
first-aiders would also be helpful.

This could be achieved with increased workplace

education; a more focused and integrated approach to the co-ordination of workplace
first-aid; good first-aid training; improved incident and first-aid treatment record
management and analysis of the reports; and ongoing relationships with accredited firstaid training providers.

Accidents and illnesses are never planned, but do happen,

therefore first-aid must be considered part of an integrated H&S system.
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Limitations
Although an attempt was made to make the survey as representative as possible across
the spectrum of workplaces, some limitations were identified. Workplaces that were not
registered with ACC were excluded from the survey and may be different in some way
from those that were included.

Apart from the accuracy of the ACC database several

factors may also have influenced the response rate. As stated in Chapter Four, individual
occupations and workplaces within the Industry risk categories may be less risky than
others, and in addition the LR and MR categories were combined. The lower response
rate from first-aiders was expected, as this was reliant on four major factors; the
appointment of workplace first-aiders; managers passing the survey on to them to
complete; the first-aiders voluntary action to complete the survey; and quality and
accuracy of the survey responses relied on survey recipients. Despite these limitations
the response reflected the full range of Industry Groups within the NZ workplace.

Conclusion
This chapter explored first-aid provision from the workplace first-aiders perspective.
Based on a stratified random survey of workplaces, first-aiders were surveyed. The aim
was to ascertain the factors that determine their selection as workplace first-aiders’, the
first-aid training and responsibilities, and the nature and frequency of the first-aid
treatment they provide. Although limitations were identified the findings were similar to
those reported in the Palmerston North surveys, and the mangers’ national survey.
Emergency first-aid was not available in all workplaces. Furthermore, the potential risk
of workplace injury and illness was not a factor in the appointment or training of
workplace first-aiders.
The findings show that male and female interest in first-aid was influenced by age-range.
Although all respondents’ identified as workplace first-aiders, not all held current first-aid
certification, and some had never been trained.

Trained workplace first-aiders were

more likely to retain first-aid certification if they perceived their first-aid knowledge was
useful to them outside of the workplace, they had the opportunity to regularly update
their knowledge and skills, and were comprehensively assessed on their first-aid training
course. Workplace first-aiders, if called upon to do so, were more likely to apply their
skills the longer they identified as first-aiders, and had retained currency in their first-aid
certification.
The managers identified the cost of first-aid training as an issue in the workplace.
Moreover first-aid training provision does not appear to be standardised, and may not
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focus on the conditions first-aiders are likely to be presented with.

Similarly

competency assessment was variable; few workplace first-aiders had completed NZQA
first-aid unit standards.
previous chapters.

These findings were also consistent with those reported in

For this reason the nature of the content and duration of ‘generic’

first-aid training and competency assessment, and its relevance in the workplace is
further investigated in Chapter Fourteen.
To conclude, the results of the surveys reported in Chapters Two to Five show that some
NZ workplaces either did not understand their legal requirements, find the law difficult to
apply, or perceived that it does not apply to them. Others perceived there were benefits
in providing workplace first-aid, regardless of the anomalies in the legislation. Has this
always been the case? What are the real issues? Why and when was workplace first-aid
provision regulated in NZ, and what are the perceived benefits?

Furthermore, who

influenced this provision, who determined what workplace first-aid should be provided,
and how is this administered? To answer these questions the next chapter shifts focus
onto the historical component of this thesis. Chapter Six outlines the methodology used
to trace the context and circumstances, events and activities that led to the introduction,
development, and expansion of workplace first-aid in NZ between 1884 and 2005.
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Chapter Six
The History of Workplace First-aid in New Zealand
This chapter shifts the focus of the investigation onto the historical component of this
thesis.

It outlines the methodology, and the approach used to trace the context,

circumstances, events and activities that led to the introduction, development and
expansion of workplace first-aid in NZ between 1884 and 2005. The chapters that follow
describe the evolving social, industrial, and economic environment.
environment regarding workplace first-aid is examined.

The regulatory

The incidence of work-related

injury and compensation, the nature of first-aid provision, and the research in relation to
this is explored.

Importantly, the people and organisations that influenced workplace

first-aid provision are introduced.
Historical accounts about individuals, organisations and events in NZ have previously
been documented. For example, “The Penguin History of New Zealand” by Michael King,
and Keith Sinclair’s “History of New Zealand”, describe the country’s colonisation and
development through the twentieth century[126, 127]. John Martin provides a detailed
account of the history of the DoL, and the development and administration of labour
legislation in his book “Holding the Balance”[28]. Similarly Derek Dow tells the story of
the history of the DoH in his book “Safeguarding the Public Health”[29]. Both Martin’s
and Dow’s historical accounts describe the political context, the events, circumstances,
and the people involved in the delivery of these organisations’ respective programmes of
work. A critical analysis of workplace safety legislation was completed in Ian Campbell’s
treatise “Legislating for Workplace Hazards in New Zealand”[26]. More recently “Health
and Safety in New Zealand Workplaces” edited by Carol Slappendel provides a series of
essays on the subject[27]. These books provide a rich source of information about NZ,
and its workplace.

However, none of them specifically investigate the regulatory

environment and administration of workplace first-aid provision between 1884 and 2005.
Much has been written on the history of St John in NZ. Rex Wright-St Clair edited the
history of St John in NZ from 1885 to 1985[24]. Geoffrey Rice documented the history
of St John Ambulance Association in Christchurch (1885-1987)[23].

To celebrate 125

years of St John in NZ, Graeme Hunt wrote “The First to Care”, a popular history of St
John and its work in this country from 1885 to 2010[22]. Less has been written about
the NZ Red Cross, in terms of their first-aid training provision.

Nonetheless, in 1981

Meryl Lowrie traced the NZ Red Cross Society’s progress from a family member’s
perspective in her book “The Geneva Connection”[30].

These books provide valuable

insight into the organisations’ history, structure, functions and culture, and their
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provision of first-aid training and treatment within NZ’s context. However, they do not
provide the complete history on the provision of workplace first-aid training in this
country.
Until now nothing has been documented that draws all of the strands together to
reconstruct the history of workplace first-aid provision in NZ. That is to say the:
•

Socio-historical context, the developing environment and workplace;

•

people and organisations overseas that influenced first-aid provision in NZ;

•

evolving regulatory environment and its administration;

•

comparable and divergent aims, objectives and philosophies of the people and
organisations involved in the provision of first-aid in NZ; and

•

research both in NZ and overseas that has influenced workplace first-aid policy
and practice.

There are several reasons why this story should be told.

Firstly, it will show how the

events and circumstances of the past have shaped workplace first-aid provision in NZ
today. Secondly, it will provide a new understanding of the complexity of the workplace,
regulatory control, and the interrelationships between the various agencies, and the firstaid training community. Thirdly, it will highlight the limitations and contradictions that
have been imposed by dominant social customs or norms in relation to workplace firstaid.

Finally, an understanding of the past should inform future workplace first-aid policy

and practice.

Methodology
As described in Chapter One, historical research is described as the systematic and
objective location, evaluation and synthesis of evidence in order to establish facts and
draw conclusions about past events[50].

Historical research describes all possible

aspects of the situation under study and provides a broad view of the conditions.

In

order to document the history of workplace first-aid provision, and determine how the
past has shaped this provision in NZ today, the topic was considered in connection with
contemporary events in NZ, and influence from overseas.

The investigation aimed to

trace, interpret and synthesise multiple sources of primary, secondary and tertiary
information in order to tell this story.

Therefore, the research drew on literature and

historical documentation from multiple disciplines and tertiary, secondary, and primary
sources. In depth research was undertaken in the National, Alexander Turnbull, Hocken,
University of Otago, Dunedin Medical, and Wellington City Libraries.

Furthermore, the

DoL, the NZQA, and the National Heart Foundation of New Zealand (NHFNZ) kindly
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provided access to their files in relation to workplace first-aid provision to inform this
investigation.

Tertiary Sources
Tertiary sources included textbooks, handbooks and encyclopaedias. These sources were
identified by searching the library databases using key words such as “history of NZ”,
“colony of NZ”, “factory accidents in NZ”, “health at work”, “influenza epidemic”, “Napier
earthquake”, and “first-aid”, “industrial first-aid”, “workplace first-aid”.

These sources

provided general historical information on NZ’s political and environmental context,
contemporary events, and the health and welfare of the population in terms of living and
working conditions. Historical accounts and textbooks written for St John and the Red
Cross were included in this selection.

Secondary Sources
Secondary sources comprised books and journals from a range of disciplines relating to
the workplace, first-aid provision, and first-aid training. These included a clinical, legal,
psychological, public health, occupational H&S, industrial, educational and historical
perspective. Once again these sources were identified by searching the library databases
using key words such as “first-aid training”, “workplace accidents”, “occupational injuries
and first-aid”, “industrial first-aid”, “first-aid and health and safety”.

The Labour and

Employment Gazette (LEG), the DoL’s journal provided a wealth of data and information
on the philosophy of the day in relation to workplace injury, H&S, and workplace first-aid
provision.

The LEG was published quarterly from February 1951 to March 1987, and

featured contributions from government departments, the medical profession, first-aid
providers, insurance companies, employers, and the workforce.

In 1971 the DoL

reported that the LEG was “one of the widest circulating Government journals of its kind
in the world – proportionate to population”[128]14.

Subscribers comprised managers

from most industries, employers and workers associations, research and educational
institutes, and therefore it was used to inform the workplace.
Other journals include, but were not limited to the British Medical Journal (BMJ), the New
Zealand Medical Journal (NZMJ), and the New Zealand Nursing Journal (NZNJ). Articles
in these journals inform the reader on local and international research, the debate on,
and the impact of workplace first-aid provision on the workplace and on the community.
To further illustrate historical aspects of the study, relevant photographs were sourced to
accompany the narrative.

14

In 1972 the LEG was in its 22nd year of publication distributing 7,000 copies per year (Department of Labour
annual report, 1972).

86

Primary Sources
Primary sources included NZ census reports and statutes.

The annual reports for

government agencies were reviewed in editions of the Appendices of the House of
Representatives. These included, but were not limited to annual reports for the DoH, and
DoL, the Waterfront Industry Commission (WIC), NZ Railways, the Advisory Council for
Occupational Safety and Health (ACOSH), and the ACC. The original minute books of the
Order of St John, and the Joint Council of St John and the Red Cross, and the annual
reports for these organisations were sourced and reviewed.

Booklets, pamphlets, and

posters issued by organisations in relation to workplace first-aid training, supplies and
facilities were considered. Additionally investigative reports such as the 1919 “Report of
the Influenza Epidemic Commission”[59], Davidson’s 1944 study on ‘Industrial Hygiene
in New Zealand’[70], the 1967 inquiry into “Compensation for Personal Injury in New
Zealand”[129], and Robens’ report on “Safety and Health at Work in Britain 1970 to
1972”, were examined[130].
To gain a perspective of how specific events and circumstances were portrayed in the
community, NZ newspapers and periodicals were sourced from the digitised collection
assembled in PapersPast[131].

These historical items were initially accessed on-line,

using key words and specific dates, usually after reading about a particular event from
another source. This information often validated events and circumstances, and provided
details on those involved.
The approach taken to collate and analyse the content of the data was based on the
critical questions ‘what’, ‘why’, ‘who’, ‘when’, ‘where’ and ‘how’ questions, such as:
•

How was ‘first-aid’ defined for civilians, and where did the term come from?

•

Who was involved in setting up first-aid for civilians, and when and why did this
happen?

•

When, where, why, and how was first-aid introduced to NZ, and the workplace,
and who was involved?

•

Which workplaces were the early adopters, and what did first-aid comprise?

•

What first-aid services were available to the workforce?

•

How has workplace first-aid provision been influenced from overseas?

•

Why and when was the provision of first-aid regulated for the workplace, and how
has this evolved over time?

•

What research has been conducted on workplace first-aid, and how has this
influenced the provision?

This was not an exhaustive list, as new questions emerged as the process unfolded.
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Interviews
Interviews with individuals, who could recall circumstances and events, helped shed light
on areas of ambiguity, and guide further investigation.

Unstructured interviews were

conducted with Rex Moir, from the DoL, Lyall Mortimer and Roger Eames (both retired
from the DoL), Emmett McElhatton from NZQA, and Pip Mason, formerly from the NHFNZ
and the New Zealand Resuscitation Council (NZRC).

Appraisal Management
Multiple sources of evidence were used. Information gathered was subjected to external
criticism to validate the data for authenticity, and ensure documents were official and
authoritative[52].

For example, the primary sources of data included official reports,

census records, minute books, and original government files that are not easily
accessible, are regarded as authentic, and are kept in a secure environment. The data
was subjected to internal criticism to evaluate its worth, by considering the source, the
author’s expertise and their relationship with the events[52].

The documentation was

appraised in an attempt to reflect the facts – what actually occurred within the context of
the environment.

Strands of the investigation were initially researched, assessed, and

managed independently (including the tracking and tabulation of data). Then elements
of evidence were analysed, chronologically organised, and synthesised into categories to
contextualise the events at specific points in time.

Triangulating the data helped

minimise bias and distortion.
The information was re-organised into multiple themes based on the critical questions
listed on page 87, and a social critical approach adopted to provide insight into the
comparable and divergent aims, objectives and philosophies of the people and the
organisations involved. As discussed in Chapter One social critical research forms part of
the phenomenological convention interested in the way people construct their social
reality[54].

Social critical research considers how unconsciously subjective reality

interacts with the objective reality of the social world. As a result it reveals the motives
and goals that accentuate the rules that people follow, and highlights the limitations and
contradictions imposed by dominant social customs or norms.

Accordingly, it provides

alternative ways of resolving problems.
As is customary for historical research, the various threads were drawn together to
reconstruct the past[53]. To provide context the early ambulance and medical services
are described, but the history of these services, although related, are beyond the scope
of this study. Similarly the provision of workplace first-aid is considered across a range
of industries, rather than one specific industry. However, it was critical to maintain the
project’s manageability, and therefore it was not possible to research every industry that
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operated during this period. Equally, a range of international studies were reviewed on
the subject.

Samples of these are referenced to demonstrate the philosophy, learning

and practice overseas, in comparison with those in NZ.
The history of workplace first-aid in NZ is presented in Chapters Seven to Twelve of this
thesis.

Chapter Thirteen analyses and discusses the factors that appear to have most

influenced the evolution of occupational first-aid. It is anticipated that this study will lead
to a new understanding of the past, its relevance to the present and the future and an
appreciation of the first-aid community and related roles.

Ethics
Participating workplaces were informed of the purpose of the research, the reason for
their selection, and advised how the data would be used. Verbal consent was sought to
provide access to historical files.

Similarly, individuals that were interviewed were

informed as to the purpose of the research, the reason for their selection, and advised
how the data would be used. Verbal consent was sought prior to the interview. Extracts
from the interviews used in the narrative were confirmed with interviewees prior to
publication, and draft copies of the historical chapters were reviewed by the DoL.

Methodological Limitations
Several methodological limitations were identified in undertaking this study.

A major

limitation was the size and scope of the project, and the sheer bulk of the material to be
read, assessed, organised, and referenced given the historical timeframe exceeded 125
years. The volume of information was compounded by the multi-disciplinary interest in
the topic, and the number of organisations concerned. These aspects were considered
when selecting the literature to be included in the document given that the historical
account comprised a single component of a thesis.
Secondly there were gaps in the information available. A major fire occurred in the Hope
Gibbons building in Wellington in 1952[28]. The fire destroyed most of the closed files
belonging to the DoL along with other government documents. As a result some primary
data was lost, and therefore aspects of this research were dependent on secondary
sources of information.

St John and Red Cross records were also incomplete, and

inconsistently recorded.

Given that members of these organisations were volunteers,

and originally operated in a semi-autonomous capacity, physical records of all of their
activities may not have been systematically recorded and archived. Fortunately, aspects
of the history of these organisations have been recorded.

Accordingly these sources
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have been referred to, but not duplicated, in addition to the primary sources in the
following chapters.
Throughout the period of review the organisations involved expanded, contracted and
some ceased to exist altogether in concert with economic, industrial and social change
and the evolving environment.

Accordingly some information may not have been

recorded, and some documents have either been discarded, or were unable to be
retrieved. Furthermore, rapid technological change occurred within this timeframe. The
emergence of electronic document storage and retrieval systems within government
departments initially removed the need for a centralised filing system.

This situation

may have inadvertently resulted in disparate rather than centralised record keeping, as
individually created and managed files may be ‘lost’ to the centralised organisation filing
system. These documents may not be generally known about, and therefore were not
retrieved.
During

the

course

refurbishment.

of

this

investigation

the

National

Library

underwent

major

Under these circumstances parts of the library, including the National

Library and the Alexander Turnbull collection of books, were closed to the public for a
two-year period.

Many, but not all of the historical items relevant to this study were

sighted prior to the closure. Despite these limitations every step was taken to sight and
cite pertinent documentation to tell the story of the history of workplace first-aid
provision in NZ.
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Chapter Seven
The Introduction of First-aid in New Zealand
This chapter commences the historical account of first-aid provision in NZ, and spans the
latter part of the nineteenth century to 1900. In the first instance the origin of the term
‘first-aid’ and its provision by non-health professionals is explained. This is followed by a
brief synopsis of the introduction of civilian first-aid training in England, as these
circumstances and events shaped the introduction of first-aid in NZ. To provide context,
the narrative describes NZ’s living and working environment, the population’s general
health and wellbeing, and the development of government administration in these areas
during this period.

Importantly, the people and organisations that influenced the

provision of workplace first-aid in this country between 1884 and 1900 are introduced.

The Origin of First-Aid
The expression ‘first-aid’ was coined in the late 19th century[132]. It evolved from the
teachings of the Royal Humane Society15, and military surgeons who saw benefit in
training soldiers “splinting and bandaging for battlefield wounds”[132].

Johannes

Friedrich August von Esmarch (1823-1908) was one of the first physicians to encourage
non-health professionals to provide “Erste Hifler” or ‘first treatment’ to comrades on the
battlefield[133]. Esmarch introduced a system to make the most efficient and effective
use of medical resources in emergency conditions, known today as triage[133].

From

1873, soldiers were equipped with first-aid packets containing elastic suspenders, for use
as tourniquets, and a multi-purpose triangular bandage invented by Dr Mayor in
1831[134, 135]. The soldiers were trained bandaging and splinting skills so they could
provide prompt ‘first treatment’ to themselves, or to a colleague at the injury site.

The Introduction of Civilian First-aid Training in England
First-aid training for civilians was introduced in England by the Priory of the Order of St
John.

The Order of St John, originally a religious body was established in Britain in

1831[22-24].

It later became a charitable organisation that focused on “alleviating

human suffering through humanitarian work” in the community[136].
workplace accidents were common.

In those days

To transport accident victims to their homes or to a

15

The Royal Humane Society was formed in 1774, and one its aims was to promote resuscitation to victims of
drowning.
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hospital, people used wheelbarrows, spring-less coal carts, shutters, hurdles and dog
carts[137]16.

In 1873 the Order purchased two purpose built ambulance stretchers

called litters, to transport the injured in the mining and pottery areas17 where accidents
frequently occurred[137].

In June 1873, the first ambulance station18 opened in

Burslem, and this became the first “ambulance department”[22].
The St John Ambulance Association (hereafter referred to as St John), was formed by the
Order in July 1877 as part of the Voluntary Aid Movement. The Movement was a civilian
reserve for the Army Medical Department which was established to “train men and
women for the benefit of the sick and wounded”[138]. Military Officers Colonel Francis
Duncan (1836-88), and Surgeon-Major Peter Shepherd19 (1841-79) were both members
of St John[132]. Shepherd was familiar with Esmarch’s first-aid teaching practices in the
Prussian army, and had developed skills for stretcher bearers in the British Army Medical
Department[132].

It was Duncan and Shepherd who developed the idea of teaching

civilians the skills that were taught to military stretcher bearers, under the auspices of St
John[132].
The first civilian classes were held in January 1878 at the Presbyterian Schools, New
Road, Woolwich[132].

The training syllabus for the initial civilian first-aid course was

developed by military Surgeon-Major Falwasser[133]20.

Shepherd, and a Dr Coleman

provided the practical instruction to members of the Woolwich community. The aim was
to train civilians to render immediate assistance to those injured at accidents until
professional medical help could be obtained[133].

Due to the principles of the

Presbyterian Church at that time males and females had to attend separate classes[132].
On completion of the course those trained could complete an examination of
competence, examined by someone other than the class instructor.
It was Shepherd who first coined the phrase and developed a set of lectures for “first aid
for the injured”[133]. The unpublished lectures comprised first-aid skills for an extensive
range of medical emergencies, and were designed to be taught and examined by
“medical men”[133]. Unfortunately Shepherd died before the manuscript was published,

16

Hutton reports that primitive forms of stretchers were kept at police stations for carrying inebriated people
rather than victims of accident and disease (BMJ, Sept. 8th, 1900, p623.)
17
The litters were located at Burslem and Wolverhampton. Later the Metropolitan Police were also provided
with litters.
18
Ambulance stations in those days comprised purpose built stretchers and bandages which were the tools for
the job.
19
Shepherd was based at the Royal Herbert Military Hospital at Woolwich at the time.
20
Falwasser was based at London’s Chelsea Barracks. Her later instructed first-aid classes in Chelsea for the St
John Ambulance Association (see Military and Naval Medical Services, BMJ, 30 March, 1978, Vol 1
(900):p.467)
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and the notes were given to his colleague Dr Mitchell Bruce21. Shepherd’s lecture notes
were later published as “Aids for Cases of Injuries or Sudden Illness” in Shepherd’s name
by the Order of St John in 1878[139].

This publication, designed for non-professional

readers, introduced “a few plain rules” to enable “anyone to act in cases of injury or
sudden illness, pending the arrival of professional help”[140]. The text became St John’s
original first-aid training manual[141].

First-aid in the Workplace
In England, the lectures were very popular22, particularly in the workplace which was
considered to be as dangerous as life on the battlefield[142]. Workplace first-aid training
began in the midlands (Derbyshire and Nottingham) in the mines and the potteries where
accidents were common[136, 137, 142, 143] First-aid instruction was also organised in
the railway centres[22]. The first police “ambulance class”23 was held at Scotland Yard in
1878[142].

Subsequently the Government authorised the cost of police ambulance

instruction to be charged to the rates, and by 1885 all members of the Metropolitan
Police were required to pass a St John examination[23].
Communities and workplaces were encouraged to form divisions of the St John
Ambulance Brigade.

The Brigades brought together the ambulance corps (organised

groups of people trained in first-aid), and the nursing corps which was developed at the
same time[22].

This system enabled first-aid work to be provided to the public on a

large scale, and helped members to retain their first-aid knowledge through constant
ongoing training.

Uniforms were introduced to ensure ‘brigadesmen’ were identified in

large crowds[22]. To encourage a “high standard of perfection in rendering help to the
injured” competitions were established amongst the police24[142].

In 1898, the BMJ

reported that there were nearly 4,000 men qualified to “render first aid”, and “168
properly-equipped ambulance stations” in Britain[144]. Among these were ninety-eight
men employed with the North-Eastern Railway from the West Hartlepool and Newcastle
centres[143]. By the turn of the century shipmasters and officers, had their own first-aid
manual, and ambulance classes were held in some ports[144].
The benefit of early first-aid treatment was quickly acknowledged.

In 1884 Mayo

Robson, Surgeon to the Leeds Infirmary, described the septic wounds he was presented
with in the BMJ[145].

He stated that the lack of early treatment often led to loss of

21

Shepherd was posted to the Natal in South Africa in August 1878 and was killed in the Zulu massacre at
Isandhlwana in January 1879.
22
Within six months of the first course being held, St John was teaching first-aid in twelve registered centres in
England (Pearn, BMJ, 1994)
23
First-aid training courses were also referred to as ambulance classes.
24
In 1897 the competition finals were held at Crystal Palace and Dublin City Police were awarded the prize.
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digits, limbs and “even life”, hence he actively encouraged first-aid training in
manufacturing towns, and promoted the provision of first-aid dressings[145]. In 1888,
another BMJ article concluded that timely first-aid “intelligently given” prevented simple
injuries from becoming very serious[143]. In 1898, the BMJ reported that 2,451 “cases
of first-aid” had been administered by railwaymen in 1897, and a further 2,605 cases in
the first six months of 1898[143].

New Zealand’s Environment
NZ was a British colony. Unlike England, which was established, NZ’s infrastructure such
as the road, rail, drainage and communications network were all under development in
the late 1880’s. The population comprised a mixture of wealthy investors, government
administrators and labourers who were transient, seeking opportunity[28]. Life in a new
colony appealed to early settlers[28]. Under the system of free immigration, only “the
strongest and healthiest … with the toughest constitutions and the most venturesome
dispositions” were chosen to “leave the comfort of their homes” and “endure hardship
when developing the colony”[28].

All of the emigrants were under forty-five years of

age, had undergone a “medical inspection”, and therefore were considered to be a
“healthy lot of people”[146].
The wealthy purchased land, built large houses, and established businesses, everyone
else took work and lodgings where they could[28]. According to the 1886 Census, the
majority of the population, apart from the indigenous Maori population, lived in houses
made of good materials[147]. Others lived in tents with canvas roofs or camped out in
the open, and some people lived on ships. As many of the buildings were made of wood
there were frequent fires[147].

Health and Welfare
The first NZ Public Health Act was introduced in 1872, with the intention of establishing
Local Boards of Health[29]. Under the Act, medical practitioners and householders had
to report infectious diseases, houses in towns were required to have earth or water
closets, sewers and drains were to be managed, and all kinds of premises could be
inspected. However, it was years before these initiatives took effect. Similarly formal
training for nurses did not exist, the public hospitals were for the poor and needy, and
there was no ambulance service to carry the sick and injured[24].
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Dr Alfred Newman’s25 address to the Wellington Philosophical Society in 1883 provided,
further insight into the health and living conditions in the colony[146].

Newman

considered NZ to be the healthiest country in the world. He reassured people that they
would not catch new diseases from the Maori.

Nonetheless he acknowledged that

“scarlet fever, typhoid, measles, diphtheria, croup, whooping-cough and influenza” were
prevalent[146].

Evidently typhoid had spread so much because “colonists have scant

objection to drinking diluted sewage or having reeking cesspits either directly under or
close to their houses”[146]. In Newman’s opinion the deaths and illnesses were due to
the “folly of the people”[146].
Conditions did not improve much over the next decade. In 1892 an article in the Evening
Post described “the pest-stricken condition of Wellington”[148].

The author, a Dr

Chapple commented that “nobody need be surprised at the large number of cases of
typhoid now existing in Wellington”[148]. Furthermore, he suggested that Lord Onslow
had resigned his NZ post because Lady Onslow “dared no longer reside at Government
House”[148]. It transpired that the sewage system was inadequate for the population.
In 1892, when typhoid was at its height in Wellington the death-rate was 1.13 per 1000
– equivalent to 13.56 per annum[148].
Given these circumstances the NZ Department of Public Health (DoPH) was established in
1900, and the Public Health Act was enacted the same year.

A Dr James Mason was

appointed the Chief Health Officer26, the first District Health Officer was a Dr Thomas
Valentine27, and District Health Officers were appointed in Auckland, Christchurch,
Dunedin, Nelson, Napier and Wellington[29].

The DoPH’s primary objective was to

reduce high mortality and morbidity, resulting from communicable diseases such as
scarlet fever, and tuberculosis. Given the state of the general living and environmental
conditions, much work was required to improve the population’s general health and
wellbeing.

Working Conditions
Developing a colony was dangerous work. The early industries in NZ comprised whaling,
timber-felling,

mining,

agriculture,

road

and

railway

building,

shipping

and

manufacturing[126, 149]. Between 1881 and 1890, there was an economic downturn,
industries were unpredictable, work was intermittent, seasonal or casual, consequently
unemployment was high[28].

Workers moved around searching for work, and the

25

Dr Newman was practicing in Wellington at the time, and later became actively involved with St John in the
provision of first-aid training.
26
The first Minister of Health was Joseph Ward who was appointed in November 1900 (Dow, 1995).
27
Dr Valentine was a Taranaki doctor (Dow, 1995).
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working conditions were very poor[28]. People often worked outdoors regardless of the
weather, for up to eighteen hours a day[150].
accidents, and injuries were common.

Fatigue led to frequent industrial

Underground mining was the most hazardous

industry in the colony. Miners in those days were paid by how much coal they produced,
and

this

led

to

unsafe

working

practices[22].

Consequently

accidents

were

28

commonplace, and explosions occurred resulting in huge loss of life[28] .
In colonial days there was little legislative control regarding working conditions. The first
was the Employment of Females Act of 1873, which applied to factory employment[151].
This Act dealt with hours of work, holidays, sanitation and ventilation.

The general

health and welfare of workers was not regulated, and there was no enforcement on the
management and operation of machinery where accidents tended to happen[28]29.

In

the mid 1880’s there were numerous serious injuries and deaths from workplace
accidents were reportedly nearly as high as they were in Britain, although no
comparative data was provided [149].

Figure 7.1 Unguarded Belts and Machinery in a Dunedin Woollen Mill, reproduced from “The
Illustrated History of New Zealand” (p.122)[152]

The 1886 Census reported that the proportion of people fifteen years of age and over,
who were unable to work because of sickness or accident was 126.1 for every 10,000
people (see Table 7.1)[147]. Limbs were crushed by falling trees, miners suffered burns

28

Mining inspectors were appointed from 1874 to monitor conditions, and by 1886 safer mining practices were
adopted from mining experience in Britain and Australia. However, in 1879, 34 miners died in an explosion at
Kaitangata, and in 1896, 65 men died in the Brunner mining disaster.
29
The introduction of the Employment of Females and Others Act 1881, made provision for paid overtime at
penal rates, and placed additional restrictions on hours of work.
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and lost limbs from explosions, were smothered underground, or died from drowning,
sickness, or poisoning from handling dangerous chemicals.

It was up to individuals to

take the initiative on H&S. Times were tough. There was virtually no charitable aid or
government assistance.

If a worker was injured or died, families were left to fend for

themselves.
Table 7.1 Population excluding Maori, including the number reported sick, with specified
complaints, and those injured in accidents, for aged 15 years and upwards, reproduced from the
Census, March 1886 (p.44).
Sick and Accident 15 Years and upwards
Total
Population
N.

Age in
years

Total
N.

Sick
N.

Specified
Complaints30
N.

Suffering
from
Accident
N.

15-20

58,889

328

243

18

67

20-25

49,164

391

292

32

67

25-30

44,408

381

288

23

70

30-35

38,719

349

265

22

62

35-40

33,893

358

260

20

78

40-45

32,441

421

300

39

82

45-50

28,327

420

313

30

77

50-55

20,953

427

306

50

71

55-60

12.284

304

201

44

59

60-65

8,152

282

209

34

39

65-70

5,177

240

181

25

34

70-75

2,812

171

142

19

10

75-80

1,529

106

79

16

11

915

85

71

8

6

2,291

24

16

2

6

339,954

4,287

3,166

382

739

80 and
upwards
Unspecified
Total 15
years and
upwards N.

In summary, colonial life was challenging, and the living and working conditions were
very poor.
system.

Little workplace legislation existed and there was virtually no public health

Accidents were commonplace and injury and illness resulted in the loss of a

livelihood. In these situations settlers had no option but to be self reliant, or seek the
co-operative assistance from friends and neighbours.

30

Specified complaints relates to conditions, but excludes specified infirmities such as the “deaf, dumb, blind,
lunatic, idiots, epileptic, crippled and deformed, debility and infirmity’ (NZ Census, 1886).
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The Introduction of First-aid in New Zealand
The majority of NZ’s population identified as British subjects, and news from the
homeland was printed regularly in the local papers[28]. In 1884, an article entitled “An
Order of Mercy” appeared in the Lyttleton Times in Christchurch, and the Evening Post in
Wellington[23, 153].

The article described a course of instruction comprising five

lectures that was developed in England by “a committee of medical men of eminence”
[23, 153]. The aim was to “to educate members in the best means of giving relief to
sufferers in case of accident”[23]31.

The article appealed to lay-people – civilians who

could provide “the best means of giving relief to sufferers in cases of accident, previous
to the arrival of a medical man”[23].
NZ was an early adopter of British social development[23, 24]. As there were shortages
of medical funds and adequate health facilities, wealthy citizens volunteered to help
those who were less fortunate within the community. The instruction under the auspices
of St John appealed to the middle class as a valuable contribution to society[22, 24].
Much has been written about the history St John in NZ; the organisation was
instrumental in establishing first-aid in this country[22-24].
Wellington residents

32

In 1885 Christchurch and

initiated the work of St John, and to provide context, this work is

briefly described in the following pages[23].

The Christchurch Centre
On 30th April in Christchurch the Rev. Thomas Flavell, the vicar of Merivale chaired a
public meeting to establish the first St John Ambulance Association (St John) in NZ[23,
24]. At the meeting a Dr Walter Hacon33, explained how the instruction enabled people
to provide prompt practical assistance to those involved in accidents until medical help
could be obtained[23].

The annual membership subscription was set at five shillings,

although it was anticipated that the cost of bandages and textbooks would cost another
five shillings per year[23].

Life membership was set at five pounds.

The idea was

readily accepted by those present at the meeting, and a committee was duly appointed.
The Governor, Lieutenant-General Sir William Jervois and Lady Jervois respectively
became the presidents of the men’s and ladies’ branches. Dr Hacon delivered the first
course of lectures to a group of ladies in Christchurch on 22nd May 1885 using the

31

Details relating to the course of instruction are provided in Chapter Fourteen.
At that time Christchurch had a population of 32,000 and Wellington 21,000.
33
Dr Hacon was the first medical superintendent of Sunnyside Asylum. He was an honorary life member of the
St John Ambulance Association in England in 1883, and had purchased “ambulance material” for use in NZ
(Rice, 1994).
32
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textbook written by Dr Peter Shepherd34. In Christchurch the long-term plan was to offer
free classes to working people, starting with factories where large numbers of girls were
employed[23]. However, the lecturers and examiners required payment for their work,
even if the classes were free to the public, so funds were needed. It is unclear whether
the free classes actually took place.

Nevertheless, the formation of St John in

Christchurch became the model for the formation of centres’ in other parts of the
colony[22].

The Wellington Centre
In Wellington Lady Jervois chaired the first Ladies Committee meeting of St John on 8th
June 1885[154]. Subsequently a ladies class was advertised, and two ladies afternoon
classes were arranged[155-158]. The first class was held on 20th July 1885, and the fee
was ten shillings and sixpence.

At the classes the ladies were invited to become

Honorary Members of St John for a one guinea fee, which entitled them to attend an
unlimited number of classes. The profit from the lectures was to be used to provide a
free class for “the poor women of the city”[159].

The following September, the

Committee agreed to invite “the wives of labourers”, and “all young women” to attend
the free classes[160].

In 1886, the membership fee was reduced to five shillings per

annum, “to broaden the membership to all members of society”[161].
Prominent members of Christchurch and Wellington society took active roles on St John
committees. In Christchurch the chairman of St John was the city’s mayor for the first
twelve years[23].

In Wellington Lady Jervois chaired the Ladies Committee.

In both

locations women played a vital role in establishing St John. The annual general meetings
were attended predominantly by women[23, 162].
interested in attending the lectures[23].

Conversely the men were less

Dr Hacon taught the first men’s class in

Christchurch in June 1885, but several sent their apologies, and others failed to appear
for the course[23]. Not to be deterred a letter, published in the Lyttelton Times in June
1885 proposed that the police, fire brigade, government employees, railway-men,
foundry, and manufacturing employees should have a “thorough practical knowledge of
ambulance work”[23]35. The inference was that trained first-aiders should be available
wherever injuries were likely to occur[23]. Nevertheless, the men had little time for St
John in the early years. In May 1887, the Evening Post reported that only “a sprinkling
of men” attended the Wellington public meeting on the work of St John[162].

34
35

Information on the first-aid syllabus is provided in Chapter Fourteen.
Rice reports the letter was from ‘Humanity’ (Rice, 1994)
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Other Branches and Centres
Over time additional branches of St John were formed wherever lectures were held. In
1885 classes were held in Kaiapoi, Lyttelton, Lincoln, Merivale, Rangiora and Pleasant
Point in Canterbury, in Ross on the West Coast in 1887, in Dunedin and Invercargill in
1888, and Blenheim, Timaru, Greymouth, Waimate and Oamaru in 1892[22, 23]. In the
North Island classes were held in Palmerston North and Woodville in 1898, in Carterton,
Wanganui and Otaki in 1899 ,and Feilding in 1900[22, 23].

By 1891 branches were

formed in Whangarei and Kamo, Gisborne and Auckland in 1892, and a group of Taranaki
doctors organised classes in New Plymouth, Inglewood, Stratford and Elthan in 1897[22,
23].
In February 1887, the BMJ published news of the progress made by St John in NZ[55].
It was suggested that NZ form its own Association, instead of continuing to be a branch
of the English Association. Meanwhile, St John in London required an annual royalty of
ten pounds for each branch of the ‘Home’ Association.

As Canterbury had established

the first branch of the St John in NZ, the responsibility for the royalty lay with them[23].
Consequently the Canterbury Centre became the ‘NZ Head Centre of the Association’ in
1899, and the Secretary became the sole intermediary between the St John branches in
NZ, and the parent Association in London[23]36.

However, each centre around the

country worked independently of one another[22].

Although they provided much the

same service there was no national standard or pricing structure for the first-aid training
or the “ambulance service”[22].

First-aid in the Workplace
The Addington railway workshops in Christchurch were the first to provide first-aid in the
workplace[22-24]37. Dr Hacon personally explained how useful the practical skills would
be to the men, and suggested they acquire an ambulance stretcher, a basket of splints,
bandages, and a tourniquet[23]. Subsequently the first course for tramway workers was
held on 27th August 1885. A second course was held on 2nd September for the police,
tramway workers, and members of the fire brigade. Workers at the Anderson’s foundry
were also reported as being interested in attending the lectures with tramway
employees[23].
In Wellington, it took longer to engage workers in the training. In September 1886 the
General Committee agreed to arrange classes for policemen, and their wives, and
36

In 1900 this was changed and Wellington became the Head Centre for St John NZ.
The Reverend Flavell and Dr Hacon personally visited the Addington workshops to promote the training, and
also promoted the lectures to the police and the fire brigade.
37
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suggested that Captains of the various Volunteer Corps, and the Volunteer Fire Brigade
could form classes[163]. Unfortunately the Fire Brigade classes were put on hold, and
the Volunteers were “too busy to attend[164]. By March 1890, 165 women had received
instruction since St John had been formed in Wellington, in comparison with only sixteen
men[165]. At the annual general meeting held in 1890, to encourage participation, Dr
Kemp announced that the charge for the lectures would either be “done away with”, or at
least reduced for policemen and firemen[165].

In October 1890, Constable John

O’Donovan was reported to be first policeman to have completed the lectures[166]38.
Nevertheless, progress was slow. Then in July 1892 the Evening Post reported that the
Harbour Board had “made its employee’s learn ambulance work”, and announced that
there was a “project on foot to admit the employee’s of the Tramway Company at
reduced rates”[167].
In the latter years of the nineteenth century pleas were made to make first-aid training
compulsory for the police in NZ, as was the case in England, as the police were
“generally hunted up when an accident occurred”[168]. In May 1898, as part of the new
Police Commissioner’s proposals, Commissioner Tunbridge announced that first-aid
training would be provided for police constables[56].

By April 1900, first-aid was a

component of the training syllabus for police probationers, which was provided by the
police surgeon, a Dr Teare, under the auspices of St John[169]39. When Teare resigned
from the police, St John provided the first-aid training for them[170]. The police were
charged seven shillings and sixpence per officer for the training, with a “minimum of 20
in each class”, or “10 shillings per head for lesser numbers”.

Early Ambulance Supplies and Service
An ‘ambulance’, purchased during the smallpox scare, was given to St John in
Christchurch 1885[23]. The ‘ambulance’ was an Ashford litter; a stretcher on two wheels
fitted with springs, and a hamper of surgical requisites40. Christchurch ordered additional
ambulance supplies from the Order of St John in London, which arrived in October
1885[23].

The supplies comprised an Ashford litter, an ambulance hamper containing

splints, bandages, triangular bandages (later known as a first-aid chest or first-aid kit),
and books.

The litter was designed for use in confined spaces such as a mine, small

alleyways, or small houses so had an adjustable width, and telescopic handles. This litter
was located at the Christchurch Tramway Company Office[23].

Additional litters were

38

Constable O’Donovan attended Dr Martin’s class and was examined by Dr Ewart, Medical Superintendent of
Wellington Hospital.
39
The first police probationers first-aid examinations were conducted by a Dr Fyffe.
40
The Ashford Litter was made by John Furley who specialised in making ambulance wagons and equipment in
England. Rice (1994) reports that the litter had been available since 1874 but it is not clear where it was located.
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later located at the police station, the Chester Street fire brigade station, the railway
station and the Merivale schoolroom[23]. A stretcher and first-aid kit was also kept at
the St Mary’s vicarage in Papanui where it was accessible from the road[23].
Subsequently the Kaiapoi branch provided two stretchers for their community, one was
located at the woollen mill, and the other at the fire station[23].
Rules for using the litters were issued in Christchurch 188841 as the fire brigade
complained that the doctors were ordering the litters for sick patients, instead of accident
cases[23]. Although the fire brigade was always ‘ready to give services’, the provision of
additional services was seen as more than should be expected of them, and involved
travelling out of town. According to the rules, the litter could be used for short distances
in and around Christchurch, and all patients carried had to be free of infectious diseases.
The transport cost was two shillings and sixpence for the first hour, and a further
sixpence for each additional fifteen minutes. Payment was required at the time the litter
was used, and St John paid the attendant for every removal.

Figure 7.2 Ashford Litter (1899 model), reproduced from “First Aid To The Injured” (p.2) [32]

The fire brigade transported seventeen patients to the hospital in 1891, and twentyseven in 1894[23].

Although St John paid the men for their time, very little was

collected in fees (three pounds and two shillings in 1891, and two pounds in 1894).
Overall, the cost of the ambulance service outweighed the contributions made towards it.
In addition to the litters Dr Hacon donated a Lowmoor Jacket to the Lyttleton Wharf in
1895, but it was seldom used so was relocated to the Lyttleton railway station in
1900[23].

The Lowmoor Jacket could be attached to a stretcher and used to lift an

injured person out of a confined space, for example out of the hold of a ship.

41

The rules were amended in 1890.
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Figure 7.3 Lowmoor Jacket reproduced from “First Aid To The Injured” (p.18) [33]

Wellington Ambulance Supplies and Service
A gross of “Shepherd’s First Aid’ books, were among the first supplies purchased by the
Wellington branch of St John in 1885[156]. A further fifty copies were ordered in March
1886 along with fifty books on “Home Nursing” by Dr Cosgrave[153].

The Wellington

branch purchased their first Ashford litter in 1893, which was located at the Brandon
Street Fire Brigade Station “in case of an accident”[171]. A Mr Woolcott, Foreman of the
Brandon Street Fire Station, was reported to have personally conveyed people “at all
times of the day and night” with “no recompense or thanks for his service”[171].
In 1890, the Evening Post advised that an Ashford litter belonging to the Defence
Department had been handed over to the police authorities, but it is unclear where it was
located[172]. The Wellington City Guards had formed an ambulance squad in 1884, so it
is possible that the litter was used by them[24].

However, hand-wagons with a “few

sacks to soften the jolting”, and cart-wagons were also reported to have been used to
transport the sick and injured[173, 174].

In 1895 the Wellington Harbour Board

purchased a litter for the watersiders[22]. Then in 1897 The Gear Meat Company, and
the Wellington Woollen Company contributed towards the cost of a litter for Petone[175].
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Figure 7.4 The litter for the police authorities, Evening Post, 7 June, 1890 (p.2)[172]

The First Ambulance Corps and Competitions
At the Reverend Flavell’s suggestion, ambulance corps of trained people were formed to
provide an ambulance service for race days and other public events[23].

The

Christchurch police formed the first ambulance corp for race days in 1885.

The

Government paid St John four pounds ten shillings, to “defray expenses of the lectures
given gratis to the police”[23]. Regular drills were provided to practice ambulance skills,
and the Chester Street fire brigade won the first ambulance competition held in
Christchurch in 1885[23]. The Addington Tramway workshops and the Kaiapoi woollen
factory also established ambulance corps for their workers. Reciprocal visits were made
between the latter two workplaces to observe the ambulance corps drills[23]. The drills
were conducted once a fortnight during working hours at the Tramway workshops as
accidents were common42.
NZ Railways quickly recognised the benefits of timely workplace first-aid provision, and
published “Accidents and Their Treatment” for their employees in 1892[176]. This book
provided simple directions for workers to follow in accident situations, and described how
to use stretchers, and provide stretcher substitutes, using doors, window shutters,
ladders and hurdles43.

42

The Addington workshops corp participated in the 1888 corps competitions (Rice, 1994).
Emphasis was placed on dealing with shock, collapse, loss of blood, and artificial respiration, although no
illustrations were provided to assist the reader in their application.
43

104

Figure 7.5 Accidents to Railway Employees and Others, 1892, reproduced from “Accidents and Their
Treatment” (p.1)[176]

The improvisation suggests that NZ Railways had no intention of organising workplace
first-aid provision on a national scale within this timeframe.

Despite NZ Railways

promotion of workplace first-aid, the Addington Tramways discontinued the ambulance
drills, and the corps disbanded in 1893[23].
The Dunedin Railway Volunteer Fire and Ambulance Brigade was formed in 1887,
although it was not affiliated with St John until 1890[22]. Will Fisher, a railway brigade
member, Dr Millen Coughtrey, professor of anatomy and physiology at Otago Medical
School, and Dr Daniel Colquhoun, lecturer in medical practice at Otago Medical School,
were instrumental in setting up this service. The first stretchers and ambulance hampers
were located at the railway station, the Mosgiel woollen mills, and the South Dunedin Fire
Station[22]. The first Ashford litters were located at the railway station, and the central
fire brigade station in 1891[22]44.

The Introduction of Horse-drawn Ambulances
From the early 1890’s the Great King Street public hospital in Dunedin had a horsedrawn wagon, and from 1892 patients were charged seven shillings and sixpence to use
this vehicle[22]. In Auckland a wagon was used for ambulance services as early as 1894
and was thought to have been located at Ellerslie racecourse[22].

44

The Auckland Ambulance Corps was formed in October 1893.
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The first horse-drawn ambulance purchased by St John in Christchurch, arrived in
Lyttelton in February 1895[23]45.

It was originally located at the Chester Street fire

station, where horses and first-aiders were located, and was relocated to the Rink
Stables in 1896 where it remained for the next twenty years[22]. A Mr William Hayward
provided this ambulance service on behalf of St John, and in return St John paid the Rink
Stables for each ambulance case, plus the cost and maintenance of the horses.
At St John’s ninth annual meeting, held in Wellington in June 1894, it was suggested that
“the time had arrived for the establishment of a well-equipped horse ambulance for the
conveyance of injured persons to the Hospital”[177].

As the fire stations had “horses

and men”, it seemed logical to use these resources for ambulance work during the day.
St John’s Wellington committee continued this discussion in December 1897, by which
time the cost of a horse ambulance was estimated to be approximately one hundred and
ten pounds[175, 178].

Finally the Wellington centre imported a Furley horse-drawn

ambulance from England in 1900, and located it at the Lyons’ and Co’s premises in Abel
Smith Street[22].

Figure 7.6 Funds Raised for the Wellington Horse Ambulance, Evening Post, 13 September, 1900
(p.4)[179]

This ambulance was reportedly used on twelve occasions within the first ten weeks of
service[179].

Although horse-drawn ambulances were available, there were few of

them, and they were located in the towns, not in the rural areas.

Consequently the

Ashford litters, and improvised stretchers were the main means of transporting the sick
and injured during this period.

45

Rice described the ambulance as having two stretchers under the driver’s seat and seats for the attendants. It
also had steps that automatically lowered or were raised when the doors were opened and closed, and was fitted
with India-rubber tyres to minimise the chance of jarring the patients.
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The Red Cross Society
St John may not have been the only first-aid training provider in the colony at this time.
A letter published in the Evening Post, in May 1885 from Maurice Chilton, the Surgeon
Superintendent at Wellington Hospital, informed readers that a “nucleus of the Red Cross
Society” existed in NZ[180].

Apparently the Matron and thirteen nurses at Wellington

Hospital had all been trained under the Red Cross.

Chilton also advised that “14 men

belonging to the Wellington City Guards who not only know the ‘first aid to the wounded’,
but have thoroughly learnt the whole of the stretcher drill as prescribed by the rules of
the Order of St John”. Chilton offered to enroll ladies “under the flag, and teach them all
that is necessary to learn”[180]. In response the Evening Post published a letter from a
Mr Loveday, who stated the rules that had been followed to establish a branch of St John
in NZ[181]. He commented that there would be “no difficulty in forming a branch of the
society in Wellington” for “rendering first aid to the wounded” and offered his
support[181].
The British Red Cross Society tended the wounded in the British and allied armies. Their
service comprised the provision of hospitals, hospital personnel, assistance to transport
the wounded from the battlefield to the hospitals, and the supply of medical and hospital
stores and extra comforts[30].
business of the Society.

Civilian first-aid training provision was not the core

However, the society’s members may have provided first-aid

training in the colony’s community in the late nineteenth century, although there is a
paucity of information available regarding this.

Nevertheless Red Cross “never fail”

remedies such as the “Mighty Healer” ointment were available in NZ stores during this
period[182, 183]46.

The Benefits of First-aid
In the formative years of first-aid training, those trained provided first-aid treatment if
they were in the vicinity, or the first at an accident scene.

These cases were often

reported in the newspapers. For example in June 1891 the Evening Post reported that Dr
Kemp, when presented with an injury was “convinced that a fracture had been
prevented” as a St John member had “bound up an injured limb in such a scientific
way”[184]. In 1892, the first-aid treatment provided by Mr Gould, stationmaster for the
Manawatu Railway Company at Thorndon, reportedly had “saved the man’s life”[167]. A
further example relates to a 1898 bushfelling incident, where first-aid was on hand to “fix
46

The other remedies were for coughs cold; asthma; worms; deafness; earache; piles; neuralgia; tic doloreax;
faceache; boils; gout; rheumatism; baldness and dandruff supplies which were reportedly available from grocers
and chemists (Taranaki Herald, 14 August and 10 December, 1891).
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up the broken limb sufficiently well”, that the patient could travel nine hours, through a
bush track to get medical attention[185]. When it came to disasters, such as the March
1899 Rakaia rail disaster, first-aid was provided by the individuals who were on-thespot[22]47.
By the end of the nineteenth century first-aid training had become established in many
parts of NZ, and the benefits were recognised. First-aid training was provided in some
workplaces, and corps had been established, on a voluntary basis, in both the workplace
to manage workplace accidents, and in the community for social events, such as the
races. What’s more, this activity had occurred with little government intervention.

The Evolving Regulatory Environment in New Zealand
During this period of economic instability, and high unemployment, there were also
allegations of ‘sweated labour’[28]48. Consequently the industrial unrest gave rise to an
increased interest in trade unionism. In response to public pressure a Royal Commission
investigated the ‘sweating’ allegations in 1890, and determined that a ‘sweating system’
did not exist[149]. Nevertheless, it was recognised that minimum workplace standards
were required, and a monitoring system needed to be instituted.
Subsequently the Bureau of Industries was formed in 1891, and based on the Royal
Commission’s findings, the Factories Act was enacted in September that year[28, 186]
4950

. The Factories Act applied to all manufacturing workplaces using mechanical forms

of power, and made provision for inspection, and enforcement of safety regulations. All
factories had to register with the Bureau, keep employee records, and notify inspectors
of all accidents51.

Furthermore, factories had to be kept clean, well ventilated and

properly lit, and basic fire escape provisions were included.

This legislation was a

significant milestone in terms of the health and welfare of the factory workforce.

47

In this incident four passengers were killed and twenty-two were injured. The Christchurch Fire Brigade
Ambulance Corps transported the injured by foot on stretchers to the horse drawn ambulance to take them to
hospital (Hunt, 2009).
48
‘Sweating’ is the exploitation of workers through low wages and long working hours. Class conflict,
unemployment and ‘sweating’ was professed to belong in the ‘old world’ and perceived as unacceptable in NZ
(Martin, 1996).
49
The Bureau was modelled on similar Bureaus established in the United States in 1869, and Britain in 1886. A
Mr Edward Tregear, the only staff member, was employed as the Chief Clerk (Martin, 1996).
50
The Factories Act came into force on 1 January 1892.
51
Under the Act boys under thirteen and girls under fourteen could not be employed, and young workers were
not allowed to work with “mercury, white lead, the annealing of glass, the dipping of lucifer matches and dry
grinding”.
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Department of Labour
In 1892, the Bureau’s name was changed to the Department of Labour (DoL)[149]52.
The general duties and powers of the DoL were defined in the first Labour Department
Act in 1893.

The DoL’s mandate was to administer laws, obtain and promulgate

knowledge of occupations, improve relations between employers and workers, and
publish information on industries and wage rates.

Factory Inspection
A Mr Edward Tregear became the Chief Inspector of Factories [28]. The first five factory
inspectors were appointed in 1892, and sixty-three policemen were appointed as general
labour agents and inspectors throughout the country[28]53. The DoL’s primary objective
was to serve the workers, so Tregear consciously recruited older men with practical
trade, and union experience as factory inspectors54. He perceived that “common sense”,
and “sympathy for the worker” was more important for the inspectors role than academic
achievement[28].
The inspectors began visiting and registering factories, and thus began the inspection
system (See Table 7.2 for details).

Within the first three months of operation, the

inspectors required improvements in 49% of the factories registered that year[149]55. In
1895, the DoL’s annual report noted that “few trades were entirely healthy”, and
concluded that almost every workplace had “its own particular disease and its own
particular drawback”[187].

52

At the same time the first Minister of Labour, Pember Reeves, and first Secretary of Labour, Tregear were
appointed.
53
Under the Females Act, two police officers carried out inspection duties, and these duties temporarily
continued (Martin, 1996).
54
The Department’s first female factory inspector, Grace Neill, was appointed in 1894. Neill was also the
Labour department’s first female employee. She had been a hospital matron in Manchester and London in the
late 1870’s. Neill had also helped form a trade union for woman workers in Queensland in the mid 1880’s, and
as part of a Royal Commission, she had investigated working conditions in shops and factories in Queensland in
1891.
55
Improvements were required in 913/1857 factories (Martin, 1996). The nature of work recorded by the
Department of Labour in their 1893 report included bushfelling, road-making, railway construction, meatfreezing, tailoring, jam and biscuit-making, flaxmilling, mining, drainage and work in the iron trade.
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Table 7.2 Factory registration, inspection and industrial accidents 1892-1900
Factories
N.

Workers
N.

Accidents
N.

1892

1857

20456

-

1893

2092

25022

-

1894

-

25851

32

1895

4109

29879

52

1896

4647

32387

81

1897

5177

36918

110

1898

5601

39672

144

1899

6286

45305

135

1900

6438

48938

178

Year

Total N.

732

The DoL were also responsible for managing the unemployment problem.

Men were

dispatched all over the country to build roads, railways and clear the bush, but there was
little work available, and people were reported as living hand to mouth[188]. Between
June 1891 and March 1901 conditions improved and the DoL assisted 63% (17,170) into
work[28].

During this period people were employed in sheep farming, gold-dredging,

engineering,

building,

and

new

kinds

of

factories

were

opened

such

as

boot

manufacturing, and biscuit making. The Factories Act was amended in 1894, introducing
a forty-eight hour week for females, payment of holiday pay for girls, and the minimum
employment age for boys was raised to fourteen years of age.

However, these were

difficult times and there was tension between managing unemployment, and enforcing
improved working conditions.
Factory inspectors were also responsible for enforcing the Shops and Shop-assistants Act
1892, and the new Industrial Conciliation & Arbitration (ICA) Act 1894 [189, 190]. The
former Act mainly focused on opening hours, and hours of work.

The latter

fundamentally changed NZ industrial relations, and secured minimum conditions of
employment56.

Trade unions and employer organisations had to register with the DoL

from 1900, and disputes were resolved by a Conciliation Board.

The Board’s

recommendations formed a legally binding contract, or an industrial agreement between
the parties. Further disputes were referred to the Arbitration Court, which could make
‘Awards’ that were binding on both parties, and on all employees.

In later years the

‘Awards’ were a means of securing provision, and paid allowances for workplace first-aid.
Accordingly, the provisions in the Factories Act, the Shops and Shop-assistants Act, and
the ICA Act, and the enforcement provided by the factory inspectors established new and
improved systems for the work environment[28].
56

The provisions of the ICA Act permitted any group of seven or more workers to form a union, and groups of
employees could form associations.
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Accident Compensation
From 1891 the government charged mining employers a levy to compensate injured
workers, but this did not apply to other industries.

Life insurance was available to

workers through their trade unions, but the funds were insufficient to compensate for the
number of serious accidents experienced[28].

Under the Employers Liability Act

introduced in 1882, workers could claim compensation for injury caused through
employer negligence[28].

To receive compensation individuals had to sue their

employers and negligence had to be proved.

This process was expensive, time

consuming, and often unsuccessful[149]. Furthermore the Act provided no protection for
workers against other accidents sustained at work. The ‘no liability without fault’ policy
presupposed workers accepted danger in the workplace. The DoL’s 1897 annual report
notes that regardless of whose fault the accident was, “injury is seen as a sacrifice
offered in the service of industrial progress”, and subsequently they began to advocate
for a workplace accident compensation fund[191]. In 1898, the DoL reported that some
accidents were “difficult to entirely prevent” as there were “hundreds of powerful and
intricate machines tended in the workplace”[192]57.
Finally, in 1900, the Worker’s Compensation Act (WCA) introduced the ‘no-fault’
principle, and subsequently accident compensation became much more accessible[29].
The Act, modelled on British legislation introduced three years earlier, applied to all
forms of work except agriculture[129].

The provisions in the new Act gave injured

workers, earning no more than five pounds a week, compensation amounting to half of
their earnings for a maximum of six years, or a maximum of 300 pounds. Three years
wages, or a maximum of 400 pounds, was paid in compensation to the families if
workers were killed at work. This was a major step forward as negligence no longer had
to be proved.

However, this legislation did not address the provision of first-aid

treatment to minimise the severity of a workplace injury, or potential loss of life, which
may have reduced the amount of compensation paid.

Accident Prevention and First-aid Provision
In 1899, a Mr Carl Freyberg promoted accident prevention initiatives, and workplace
first-aid provision in a report to the Minister for Lands[193]58.

Freyberg described the

hazardous nature of bushfelling and sawmilling work, and stated that the working lives of
these workers “scarcely exceeded ten years”[193]. He suggested the situation was due
to the lack of “appliances to prevent accidents”, and the “lack of first-aid provisions”,
including

a

“means

of

conveying

the

sufferers

into

the

towns”

when

injuries

57

The DoL’s 1898 report also noted that some employers had illegally deducted money from workers’ wages,
under the pretence of an accident insurance scheme.
58
Freyberg was reported to be an ex Government Timber Expert (Evening Post, 5 May, 1899).
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occurred[193]. Freyberg recommended that “elementary surgical skills” could be applied
immediately in accident situations if people were trained[193]. However, the provision of
workplace first-aid was not regulated, and was only provided on a purely voluntary basis.

Summary
In summary this chapter described the circumstances, and events that shaped the
introduction of first-aid in NZ, and introduced the people and organisations that were
involved. It is evident that St John took the lead to establish first-aid, although the Red
Cross also had a presence in the colony during this timeframe.
worked independently of one another.

Each St John centre

Although they provided similar services, there

was no national standard, or pricing structure for the first-aid training, or the ‘ambulance
service’. By the end of the nineteenth century first-aid training was established in many
parts of NZ, and the benefits were recognised. First-aid training was provided in some
workplaces, and corps had been established.

First-aid treatment and the ambulance

service were provided on a voluntary basis, in both the workplace to manage workplace
accidents, and in the community. These developments occurred with little government
intervention, as the colony’s administration was in its infancy.
During this period the need to regulate workplace H&S had been identified and thus the
DoL was established. Legislative control extended to factories, shops and offices, mining,
a workplace inspection system was in place.

Rudimentary factory accident data was

collated, indicating an increasing number of accidents, and an improved accident
compensation system was established for injured workers, and their families. The DoL
had multiple functions, and therefore the factory inspector’s role, some of whom were
police constables, was multi-faceted. While implementing incremental steps to regulate
workplace H&S, fluctuations in employment had to be managed.

These two factors

created tension, and therefore must have been difficult to balance. The union movement
was established, and a process was underway to manage industrial agreements and
‘Awards’. Nevertheless workplace first-aid provision was not mandatory by the turn of
the century, and there was much to be done to improve working conditions, and the
general health of the nation.

This evolutionary process is further explored in Chapter

Eight, which traces the development of workplace first-aid between 1901 and 1925.
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Chapter Eight
The Development of Workplace First-aid
1901-1925
Workplace conditions had marginally improved in the latter part of the nineteenth
century.

Accident compensation became more accessible, but little had been done to

prevent, or manage workplace accidents, or to regulate the provision of first-aid.
Moreover general living and environmental conditions were poor, and infectious diseases
were rampant.

This chapter continues the investigation tracing the development of

workplace first-aid between 1901 and 1925. During this period significant events took
place that had a major effect on NZ’s social, industrial, and economic environment.
Firstly NZ gained its independence from Britain, and became a Dominion59. Secondly, as
NZ was in the process of becoming established, there was a recession. During this time
the world was at war, and then NZ was impacted by the influenza epidemic. These were
challenging years, for individuals and organisations, and therefore the evolution of
workplace first-aid is described in the light of these events.

Advances in Health and Welfare
Although

working

conditions

had

improved,

living

conditions

were

still

poor.

Subsequently the newly established DoPH took steps to improve sanitation, beginning
with an education, and vaccination campaign to diminish infectious disease60. Measles,
scarlatina, diphtheria and influenza were prevalent, and in order to combat these every
school building in the Wellington area was fumigated[194-199].

Additionally the DoPH

worked with the City Council to improve the conditions of some of the city’s lodginghouses, in an attempt to prevent the spread of infection[200]. Despite these efforts, the
1906 Census indicates that 10.62 in every 1,000 of the population were either sick or
injured[201]61.

Table 8.1 shows that as the population aged, individuals were more

susceptible to sickness and injury, and therefore unable to work.

59

When New Zealand became a Dominion the monarch still remained head of state. A Governor-General was
appointed in consultation with the New Zealand Government to represent the monarch in this country.
60
A Dr Maui Pomare and Maori sanitary inspectors were appointed in 1901 in an effort to improve sanitation
amongst the Maori population who were susceptible to typhoid (Dow, 1995).
61
A further 6.1 people in every 1,000 were reported to be blind, deaf and dumb, lunatic, idiot, or epileptic.
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Table 8.1 Proportion per 1,000 of the population, reported sick, with specified complaints, and those
injured reproduced from the Census, April 1906 (p.45).

Sick

Specified
Complaints

Suffering
from Accident

Total
Specified
Infirmities

Total
Sickness,
Accident and
Infirmity

Under 5

.55

.66

25

17

1.63

5-10

.85

1.66

63

1.16

4.30

10-15

1.12

1.53

63

1.45

4.73

15-20

2.10

2.42

1.63

2.10

8.25

20-25

2.64

3.31

2.20

2.71

10.86

25-30

2.82

3.72

2.01

3.85

12.40

30-35

3.17

3.95

2.09

5.41

14.62

35-40

3.38

3.92

2.21

7.20

16.71

40-45

4.57

4.63

2.40

9.14

19.74

45-50

4.53

5.54

2.73

11.74

24.54

50-55

5.36

6.86

3.86

14.33

30.41

55-60

8.86

9.94

3.65

17.16

39.61

60-65

12.83

12.65

6.12

21.10

52.20

65-70

22.22

22.17

6.90

25.94

77.23

70-75

34.80

25.77

8.62

32.83

102.02

75-80

4744

24.87

8.40

40.85

121.56

80 and upwards

77.98

19.06

6.74

57.75

161.53

Total

4.22

4.34

2.06

6.10

16.722

Age in years

In 1909, the DoPH was renamed the “Department of Public Health, Hospitals and
Charitable Institutions” (DoPHHCI), and assumed the additional responsibility for
overseeing NZ’s public hospitals[29]. Valentine, previously employed as a District Health
Officer, subsequently became the Chief Health Officer and Inspector-General of Hospitals.
In May 1910, the DoPHHCI reported that the Wellington district had more than the
“normal number’ of cases of typhoid fever, diphtheria, and scarlet fever, but the public
was reassured that there was “no cause for alarm”[202]62.

Nevertheless the first four

medical officers were appointed in 1912 to detect disease among schoolchildren[29].
With so much to do, the DoPHHCI had limited resources to spare on occupational health,
and the provision of workplace first-aid.

62

Despite the vaccination campaigns Dow reports that only 1,078 were administered in 1911, including those for
adults.
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Figure 8.1 Case of Typhoid, Diphtheria, and Scarlet Fever in Wellington, Evening Post, 2 May, 1910
(p.8)[203]

The Ambulance Service
As previously discussed, first-aid treatment and the emerging ambulance service was
mainly provided on a voluntary basis, in both the workplace and the community.

The

ambulance service comprised improvised stretchers, Ashford litters, and a few horsedrawn ambulances. By 1903, two St John ambulance divisions were organised, one in
Auckland, and the other in Oamaru[22]63.

Two ambulance and nursing divisions were

also operational, one in Dunedin, and the other in Wellington.

St John purchased a

locally built horse-drawn ambulance in Dunedin in 1903; the horse and driver were
supplied by the Queens Livery and Bait Stables, in Great King Street[22].

Another

horse-drawn ambulance was provided by the Dunedin Jockey Club in 1909.

In

Christchurch St John purchased a further two horse-ambulances (one each in 1907, and
1909)64.

A Brougham ambulance65 was imported by the Wellington Centre in 1909,

however horse-drawn ambulances operated in many parts of NZ until the early
1920s[22].
In April 1919, the Evening Post reported that St John had 1,511 members, and seventyseven corps and divisions in the brigade[204]. The article provided an indication of the

63

This occurred within three years of Wellington becoming the ‘Head Centre’ for St John in New Zealand,
which occurred in 1900. By 1907 the number of ambulance divisions had increased to twenty-four (Hunt, 2009).
64
This was in addition to the horse ambulance they had already, that was located at the Rink Stables.
65
The Brougham ambulance was a modified vehicle, it had four wheels and a rear door so that stretchers could
be carried (Hunt, 2009).
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services provided by St John between 1906 and 1911, but noted that several divisions
had not reported all “cases of first-aid”, although they were required to do so[204].
Table 8.2 First-aid, ambulance and nursing services provided by St John 1906-1911[204]
1906
N.

1907
N.

1908
N.

1909
N.

1910
N.

1911
N.

Total
N.

First-aid cases on public
duty

37

50

178

385

588

743

1,981

Removal of patients

41

62

147

150

251

305

956

107

250

576

617

878

1534

3,962

21

45

81

97

203

296

743

206

407

982

1249

1920

2878

7,642

Services

First-aid cases not on
public duty
Cases nursed privately
Total

Motor Ambulances
Prior to the first world war, St John had thirty-eight ambulance divisions, but there were
no common policies on funding, or the acquisition of ambulances[22].

In September

1913, the Wellington Hospital and Charitable Aid Board, in conjunction with St John
planned to acquire a motor ambulance[22]66. St John had intended to raise funds for the
ambulance at an Ambulance Day collection, but this did not eventuate due to a
nationwide wharf strike[22].

The first motor ambulance was funded by the Timaru

Ambulance Division and the South Canterbury Hospital Charitable Board, and came into
service in 1915[22]67. Patients who used the vehicle were charged seven shillings and
sixpence for country work, a shilling for each mile travelled, and a stationary charge of
five shillings when there were “unduly long delays”[22]. It transpires that many of the
patients did not pay the charge but were carried anyway, which is what happened with
both the litter, and the horse-ambulance service.
The Christchurch Centre bought its first motor ambulance, a six-cylinder Hudson in
191768.

The same year Dunedin Centre purchased their first motor ambulance, and a

second one was acquired in 1919, which was located at the central fire brigade station.
Additionally the Hospital Boards had their own ambulances in the 1920’s, which were
used for infectious cases.

The introduction of motor ambulances was the first step

towards establishing a national ambulance transport system in NZ.

66

Motor cars were introduced into New Zealand in the late 1890’s.
The ambulance had electric lights, two stretcher racks on wheels which were stored one above the other and a
five seater couch (Hunt, 2009).
68
The Canterbury Jockey Club, the New Zealand Metropolitan Trotting Club, the Canterbury Park Trotting
Club, and the Automobile Centre, all provided funds towards the purchase of this vehicle (Hunt, 2009)
67
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Workplace First-aid Provision
In the first few years of the twentieth century double rails were constructed for the
electric tram service, and St John anticipated that this would cause an increasing number
of

accidents,

and

therefore

more

first-aid

training

would

be

required

in

the

69

workplace[205] . At St John’s Annual General Meeting in 1904, it was suggested that
the City Council should assist the Association in the “interests of humanity” to train fire
brigades, and the police in first-aid[206]70. By this time large numbers of railwaymen in
England were first-aid trained, and the BMJ reported on a comprehensive plan to train
railwaymen employed with the Pennsylvania railway system in 1904[57].

The plan

included the provision of first-aid boxes in all locomotives, terminals, shops and stations,
and first-aid equipment including stretchers at important stations, in wrecking cars,
terminals, and yards.

Two years were to pass before the NZ Railways Department

formed an ambulance division in Christchurch in 1906.

By 1914 six railway divisions

71

were operating , and railwaymen reportedly organised civil divisions in other parts of
NZ[22].

First-aid on the Tramways
In Wellington twenty-seven Tramway employees formed a brigade in December 1908,
and held lectures, drills and practices on a weekly basis[58]. The St John Corporation
Tramway Brigade’s first annual report was submitted by a Stuart Richardson, the City
Electrical Engineer, at the Wellington City Council meeting held in November 1909[58].
It transpires that the Tramway brigade was formed following a serious accident involving
an ex-tramway conductor called Lever. Thus the Tramways paid the lecture fees for all
employees who obtained a first-aid certificate. The report noted that since the initiative
had been introduced, the Tramway Managers had observed that the men had “a deeper
interest in the work”, and were more proficient in dealing with accidents[58].
Subsequently ambulance equipment was distributed at “different points in the city” that
comprised nine small first-aid hampers, and one large hamper located at the
“carsheds”[58].

Additionally, two stretchers and a “quantity of bandages, splints and

charts” were provided, and “systematic inspection of the apparatus” was undertaken by
the brigade[58]. Five drills were undertaken, and twenty-four people were recorded as
having been treated, although the report stated that “entries in the book do
not…represent the amount of work done by the members”[58].

The injuries treated

69

An increasing number of accidents had occurred when the rail system was expanded in Sydney.
St John established the Palmerston North Fire Brigade Division in 1901, but this was disbanded by 1925
(Hunt, 2009).
71
The railway divisions were located in Frankton Junction near Hamilton, Palmerston North, Wellington,
Christchurch and Westport (Hunt, 2009)
70
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included cuts and abrasions; crushed fingers; temporary loss of sight; deep flesh
wounds; fractured ribs and broken collar bones; wounds to the head and face, and
treatment had been provided for an epileptic fit[58]. The article also noted that first-aid
training was compulsory for the police72, and recommended that the Tramway institute
this regime[58].

Figure 8.2 Police Ambulance Work and Stretcher Drill, The Weekly Graphic and New Zealand Mail,
30 September, 1908 (p.19)[207]

First-aid for Merchant Seamen
First-aid was also provided for seamen in NZ. In 1908 the Secretary of Marine, and the
Board of Trade asked St John to provide first-aid instruction and examination for
“candidates for Master’s and Mate’s certificates”[208]. As insufficient medical instructors
were available to accommodate additional classes, the seamen attended the established
first-aid classes until separate lectures could be organised for them in 1909.

This

suggests that first-aid requirements varied from one workplace to another. The fee was
two shillings per lecture, and a shilling for the certificate. In 1914, “First Aid in the Royal
Navy” was published, which focused on first-aid provision on a ship including “the
removal of men in a stokehold, in a turret, in tops, and in conning towers”[209].

Additional Support for Workplace First-aid
In the early years St John had awarded life membership to individual members who had
paid the required fee. From 1905 every St John member or associate, could place “his
grade’ after his name in any printed documents”[210].

Accordingly the Manawatu

Railway Company, the NZ Shipping Company, the Wellington Meat Export Company,
Shaw, Saville and Allison Company, Tyser Shipping Company, Messrs J. Staples and
Company, and The Terrace Congregational Church were all noted in the minutes as being
72

First-aid training was compulsory for police probationers from 1900 (see Chapter Seven for details).
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life members[210]. This status indicates their support for workplace first-aid provision.
However, there was no mention in the minutes of collaborating with the DoL, or the
DoPHHCI to advance first-aid provision in the workplace.

Workplace Regulation
Meanwhile the DoL continued to regulate working conditions and industrial relations. The
Factories Act 1901 made provision for a fixed forty-eight hour working week, with a
maximum eight and three-quarter hour working day, for adult males, and a forty-five
hour week for females, and boys under sixteen years of age[211]. Additionally minimum
wage rates were specified for those under twenty, and basic provisions were introduced
for safeguarding of machinery, and the management of harmful gases, fumes, and
dust73.

The same year, the DoL took responsibility for enforcing the Awards.

The

introduction of the Labour Department Act in 1903 further defined the duties of the DoL,
which was to:
1. administer the labour laws;
2. acquire and disseminate knowledge on industrial matters to improve the
relationship between employers and workers; and to
3. collect and publish reliable information relating to industries and wage rates [212]
As the DoL grew, additional inspectors were appointed in Gisborne, Napier, New
Plymouth, Ashburton, Timaru, Oamaru, and Invercargill in 1906[28]. Around this time
multi-level buildings were constructed and elevators were introduced. Additional safety
concerns were raised, and therefore the Scaffolding Inspection Act 1906 was introduced
requiring scaffolding erected over sixteen feet in height to be inspected[213].
Accordingly the DoL recruited specialised scaffolding inspectors from the building trade to
conduct this work in the four main centres. In the other centres the factory inspectors
were required to undertake scaffolding inspections as part of their duties, which also
included visits to shearers’ quarters, and timber mills located in rural locations[28]. By
March 1907, the DoL’s district network comprised fifty-nine staff including fourteen
cadets[28].

Although the number of inspectors had increased, their role had become

more and more complex.
In September 1907, NZ became a Dominion, and although virtually independent, NZ’s
legislation continued to be largely based on developments in England.

The same year

the United States (US) experienced an economic recession which had a ripple effect on
NZ’s economy. For example NZ’s export prices dropped, the flax industry collapsed, and

73

Factory regulations were extended to include laundries in 1907.
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thousands

became

jobless

in

1908-09[28]74.

Once

again

the

DoL

managed

unemployment, while at the same time juggling their workplace inspection, and
enforcement functions.

During this period of economic instability the Federation of

Labour (FoL)75 was formed which covered many of the key unions of unskilled workers
including coal and gold miners, tramwaymen, general labourers, shearers, flaxmilling
hands, and most of the country’s watersiders[28]. Many of these unions cancelled their
registration under the Industrial Conciliation & Arbitration Act (IC&A), and disputes and
strikes occurred. Subsequently more than seventy thousand people registered as union
members between 1913-14[28]76.

Factory Employment, Accidents and Compensation
Conversely factory employment continued to increase during this timeframe, as did the
number of factory accidents.
Table 8.3 Factory registration, workers and industrial accidents 1901-1913

Total N.

Year

Factories
N.

Workers
N.

Accidents
N.

1901

6744

53460

174

1902

7203

55395

278

1903

7675

59047

401

1904

8373

63968

535

1905

9023

67713

545

1906

9881

70403

521

1907

10788

75310

679

1908

11586

78625

583

1909

12040

78848

803

1910

12302

77806

735

1911

12768

78790

872

1912

12847

-

1020

1913

13375

86598

961
8,107

74

To save money government administration was cut, and 1,041 public servants lost their jobs. Fifteen jobs
were lost in the Labour department (four were factory inspectors). The Taihape, Ashburton, and Oamaru offices
were closed, so police officers took responsibility for conducting inspections in those areas.
75
The Miners Federation was formed in 1908, and became the Federation of Labour in 1909.
76
Union membership increased by 18% between 1913-14.
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Figure 8.3 Wheelwright’s Workshop, 1903 reproduced from “Living in the 20th Century” (p.46)[214]

Workers Compensation
In 1908 the WCA was revised, the maximum compensation was increased to 500
pounds, and a schedule of injuries for which a specified proportion of compensation was
to be paid was attached[28]. Importantly, the WCA made provision for compensation for
certain industrial diseases77.

However, it was difficult to prove that diseases were

contracted as a result of employment, as strict time frames for claims were imposed, and
it was years before some industrial diseases became apparent[28].

The First World War
By the outbreak of the war there was considerable unemployment, and large numbers of
people were assigned road and railway relief work[28].

When the men enrolled for

military service, unemployment dissipated resulting in a labour shortage.

During this

period manufacturing industries were productive, equipping the Expeditionary Forces. As
there was a shortage of workers women joined the workforce, and Maori moved from the
rural areas into employment in the towns to help the war effort.

In wartime the

workplace functioned under emergency conditions, the work-force was unskilled and
inexperienced, and there were fewer inspectors to carry out workplace inspections.

77

For example anthrax, pneumoconiosis, lead, mercury, phosphorous and arsenic poisoning.
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Consequently in 1914, the first year of the war, the DoL recorded the highest number of
factory accidents since the accident data collection procedures had been instituted.
Table 8.4 Factory registration, inspection and industrial accidents 1914-1918
Year

Factories
N.

Workers
N.

Accidents
N.

1914

13469

87517

1104

1915

13937

88812

967

1916

13214

83011

1065

1917

12455

78188

1171

1918

12485

79653

901

Total N.

5,208

First-Aid Provision in Wartime
In 1909, the Evening Post published details of St John’s Annual General Meeting under
the banner “Red Cross. St John Ambulance Society”[215]. The reason for this is unclear
as St John in NZ operated on an independent basis78. The NZ Branch of the British Red
Cross was established in November 1915, in consultation with the Red Cross and St John
in England[216]. However, members of the British Red Cross were already preparing to
provide “comfort and medical supplies for New Zealand and Allied Servicemen”[217]79.

Red Cross and St John Join Forces
In 1915 the Governor-General of NZ, the Earl of Liverpool, made the decision to bring all
groups

working

for

the

sick

and

wounded

under

the

Red

Cross

banner[22].

Subsequently the NZ Branch of the British Red Cross Society, and St John formed a
combined organisation, and a joint war committee. In Britain, the joint war committee
successfully represented their organisations in all matters concerning the sick and
wounded, and administered all the funds collected for these purposes. Members of both
organisations also worked in hospitals, convalescent homes, and in the community to
support the war effort.
In contrast, the union between the two organisations in NZ did not go well. Although the
aims of the two organisations were similar, they were not identical. The culture of the
organisations was also different. Graeme Hunt, described the Red Cross in those days as
“modern, eurocentric and internationalist”, while St John was “hierarchical, tradition-

78

Governor Ranfurly, in an address to members of the New Plymouth branch of St John in 1900 explained that
one central society had been formed to “put up a united front” in the Transvaal. He announced that for these
purposes St John had become part of the Red Cross (The Ambulance Classes, Taranaki Herald, 25 January
1900).
79
Beth Charpentier, head nurse at the Wellington City Hospital, is credited with taking the initiative to raise
money under the auspices of the Red Cross for the military, and servicemen heading overseas.

122

bound and Anglo-Saxon”[22]. The Red Cross was renowned for its international humane
work, and therefore received tremendous support and publicity in NZ.
John was known locally for first-aid training and ambulance work.

In contrast St

As a result funds

raised for the war effort by both organisations were often attributed to the Red Cross,
who were widely known for their international emergency relief work. For these reasons
there was friction between the two organisations.
It is estimated that half of the St John’s Ambulance brigade (343 men), took part in
active service during the war, including Lieutenant-Colonel George Barclay, the officer in
charge of the NZ district[22].

As a result some units ceased to function.

First-aid

training was provided during the war but there was less demand for the skills as “the war
monopolised the community’s time and effort”[23].

Consequently workplace first-aid

provision was not a priority, despite the increasing number of workplace accidents.

The Influenza Epidemic
Just as the war was coming to an end, the Influenza epidemic struck NZ. In 1918, more
than 8,000 people died within a two-month period, and by November it was declared a
notifiable disease[23, 29].

In his book Geoffrey Rice reported that voluntary

organisations easily adapted to deal with the pandemic, as medical and nursing staff
were also affected by the illness[23].

Volunteers became “temporary ambulance

drivers”, and the sick were taken directly to hospitals in ambulances, private cars, and
commercial vehicles[22].

The contagion was so rapid, and so widespread, that the

hospitals were unable to cope with the volume of sick and dying people. Consequently
halls, hotels, schools and homes were converted into temporary hospitals and morgues.
The Red Cross, and St John played a vital role in the towns and cities, however firstaiders and brigade members were not trained to deal with illness.
As many parts of the country came to a standstill during the epidemic, the public
perceived that the DoPHHCI were ill-prepared, and that quarantine arrangements were
insufficient[23, 29].

The Governor-General criticised the DoPHHCI for neglecting to

involve St John at the start of the epidemic[24].

Commenting on the nationwide

availability of first-aid services, he considered that a more organised approach could
have been adopted to eradicate the epidemic. As a result a Royal Commission of Inquiry
was set up to investigate the cause and management of the epidemic80.

80

The Commission of Inquiry was led by Sir John Denniston.

123

Figure 8.4 Christchurch Medicine Deport During the Influenza Epidemic, reproduced from “The
Illustrated History of New Zealand”(p.272)[152]

The Commission reported that the epidemic had travelled westward through Europe,
Great Britain, America and then across the Pacific to NZ[59].

The primary cause was

unknown; however poor ventilation, sanitation and hygiene were thought to be
contributing factors to the high volume of cases81.

Many of those who had died had

suffered pneumonic complications or cerebrospinal fever. The Commission applauded St
John for its “heroic work” during the crisis, and noted that they had provided personnel,
equipment and materials with limited funds[59].

Furthermore the Commission

suggested that the government should subsidise organisations that taught first-aid and
home nursing, and finance St John to “extend its useful work”[59].

The inquiry

concluded that the DoPHHCI was undermanned and lacked sufficient funds to operate
effectively.
Following the Royal Commission’s inquiry, the Health Act was introduced in 1920, and
the DoPHHCI was renamed the Department of Health (DoH)[29, 218]82. Under the new
Act the DoH’s functions expanded, and seven separate divisions were created[29]83. For
the next few years the DoH focused on immunisation, maternity care, school hygiene
such as “toothbrush drills” and other aspects of health education.

Despite the

Commissions recommendations, first-aid was not a priority for the DoH, consequently the
recommendation to subsidise first-aid training and ambulances services was not adopted.

81

There were 3,170 cases in September, and 4,794 cases in October 1918. Part of the reason attributed to the
epidemic was the bad housing and overcrowding in inner city slum areas which had worsened during the war.
Subsequently the Housing Act 1919 was introduced, a Housing Branch was established in the Labour
department, and eleven housing inspectors were recruited.
82
The Chief Health Officer was renamed the Director-General of Health.
83
The seven divisions included public hygiene, hospitals, nursing, school hygiene, dental hygiene, child welfare
and Maori hygiene.
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Post-war Development
Post war, more focus was placed on “industrial hygiene” - the new term used to describe
workplace health, safety and welfare[28]. Similarly the DoL noted that during the war
“Safety First” groups had been established in Britain, and the US, when more women
were employed in mechanised factory work[219]84.

In the UK a new Act, the “Police,

Factories, &c. (Miscellaneous Provisions) Act, 1916”, improved the welfare of factory and
workshop

workers

which

included

arrangements” (see Figure 8.5)[220].

the

provision

of

“ambulance

and

first

aid

Furthermore these facilities had to be made in

relation to the number of workers and prescribed, “in the manner in which the views of
the workers are to be ascertained”[221]. This was a major step forward, and the first
time that employers were required to consult employees in relation to their health at
work.

Figure 8.5 Excerpt from the British Police, Factories, &c. (Miscellaneous Provisions) Act, 1916[220]

In 1917, an article in the American Journal of Nursing outlined the benefits of workplace
first-aid[222].

The article stated that when first-aid was taught “in industrial works of

any kind, it has reduced accidents and sickness one-half”[222].

The loss of earning

power of those injured in accidents to the US was estimated to be $260,000,000 per
year.

The article promoted the “incalculable value” of workplace first-aid given the

“constant multiplicity of factories, workshops, mines and quarries”, and the need to
“reduce unnecessary accident and disease”[222]. Accordingly the DoL made a concerted
effort to improve the outdated and inadequate workplace legislation in NZ, starting with
first-aid, sanitation, and air temperature control.

Regulation for First-aid Appliances
The first major breakthrough came with the introduction of the Factories Act 1908
Regulations relating to Fire-Escapes and Sanitation in January 1919[62]. Under Section
84

In Britain many women had been employed in engineering and munitions work during the war.

125

16 of these regulations inspectors, at their discretion, could require factory occupiers to
provide first-aid appliances for use “in case of accident”. Unlike the legislation in the UK,
there was no requirement to consult with the workforce, although the number of
employees, and the nature of the industry, had to be considered when making the
decision on first-aid provision.

Furthermore occupiers could be charged a penalty “not

exceeding five pounds” for failing to comply with the regulation[62]. However, there was
no standard, or guideline for first-aid provision, therefore the steps the occupier had to
take to fulfil their obligations was a mystery.

Figure 8.6 Provision for First-aid Appliances, Factories Act 1908, Regulations relating to FireEscapes and Sanitation 1919[62]

The second breakthrough came with the introduction of the Shearers’ Accommodation
Act 1919, following complaints from the shearers’ union regarding the filthy condition of
shearers’ accommodation[63]85. Apart from improved accommodation for the shearers’,
the Act also made provision for first-aid appliances.

This was important given the

limitations of the first-aid and ambulance service at this time, particularly in inaccessible
rural areas where agricultural, and bushfelling work was undertaken86. The DoL recruited
a specialist inspector to inspect shearers’ quarters in remote areas during the 1918-1919
season[223]87.

85

The Labour department had inspected these quarters in 1912, and found them to be “old” in a “dilapidated”
state (Department of Labour Annual Report 1912, pp.396-7).
86
St John established a Bush Nursing Society in 1912, but in September 1913, the Wellington Centre of St John
made a statement in the Evening Post stating that they had no official connection with this service. The Society,
funded from donations, provided first-aid services to settlers in the bush in the Wairarapa, but the service was
short lived.
87
The union suggested the poor state of accommodation had been a contributing factor in the death rate of
shearers during the influenza epidemic, but the newly appointed specialist inspector argued that this was not the
case. During the epidemic the police were responsible for inspecting shearers accommodation.
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Figure 8.7 Access to First-aid and Medical Help in a Rural Area, Ashburton Guardian, 7 May
1912(p.5)[224]

Figure 8.8 Logging a Kauri Forest 1900’s, reproduced from “Living in the 20th Century” (p.38)[214]

Factory numbers increased in the early 1920’s, and due to the “absorption of our men
from the war” the number of factory workers also increased, as did the number of factory
accidents (illustrated in Table 8.6)[61]88. To help rectify the problem the Factories Act
1921-2 required workplaces to make minor improvements, but this did not include firstaid provision[225]. Instead the “Factories 1908, Regulations relating to Fire Escapes and
Sanitation 1919” were carried over, giving inspectors the power “at their discretion”, to
require factory occupiers to provide first-aid appliances “in case of accident”[62]. This
meant that factory occupiers had to refer to more than once piece of legislation to
determine their legal responsibilities.

88

There was plenty of work, and a shortage of workers, as injured war veterans were unable to work, and fewer
women remained in the workplace when their men came back from the war. At this time there was no system to
compensate the injured, and the unemployment benefit was not available until 1938 when the Social Security
Act was introduced.
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The

Unions

Negotiate

Provision

of

Workplace

First-aid

Supplies
By 1922, 14,013 factories employing 96,980 workers, and 418 unions were registered
with the DoL[61].

The number of factories and factory workers suggest that factories

were small, averaging less than seven workers per establishment.

The Awards,

Recommendations, and Agreements made under the IC&A Act, and the Labour Disputes
Investigation Act were negotiated between the unions (on behalf of their members), and
individual workplaces.

In 1922 of the 892 Awards and Agreements negotiated, thirty-

three (3.7%) included the provision of workplace first-aid in some form[64].
Clearly the unions were beginning to push for the provision of workplace first-aid
supplies, although they were not unified in their approach (see Table 8.5).
Miners Awards were among those that omitted the provision of first-aid kits.

The Coal
Instead

their Awards and Agreements made provision for deputies to be selected as “stretcher
bearers”, who were paid for “time lost” to carry the injured out of the mine[64]. When
there were fatalities, mine workers were able to “cease work for the remainder of the
day”, on full pay and were granted a full days pay to attend the funeral[64].
Nevertheless, the unions were specific as to what first-aid supplies were required in the
workplace, unlike the discretionary requirements provided for in the legislation.
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Table 8.5 Provision for workplace first-aid in “New Zealand Awards, Recommendations, Agreements
1922”[64]
Negotiated Workplace First-aid Provision

N.

89

“A St John Ambulance first-aid compressed kit…kept in a convenient and accessible place
where the men shall be employed…also a convenient supply of hot water at short notice, and a
suitable ambulance first-aid outfit shall be available for any worker to take when employed
outside work”

8

All employers shall provide a first-aid outfit in the shearing shed in case of accident or sickness

6

A first-aid medical outfit shall be provided in each store and shall be accessible at all times to
all workers

5

A St John or similar compressed first-aid kit, and a convenient supply of hot water at short
notice

3

A modern first-aid medical outfit fully equipped in a convenient and accessible place

2

“A St John Ambulance first-aid compressed kit…kept in a convenient and accessible place where
the men shall be employed, also a convenient supply of hot water at short notice”

2

“A St John or similar compressed first-aid kit” and a convenient supply of hot water, and
“A suitable ambulance first-aid outfit” available to any worker to take when employed on
outside work

2

“A modern first-aid outfit fully equipped” in a convenient and accessible place in every place
where the Inspector of Awards shall deem necessary

1

A modern first-aid emergency case, fully equipped in a convenient place in every works

1

90

“A modern first-aid emergency case in every foundry” .

1

“Where 3 or more workers are employed the employer shall provide and keep in a convenient
place in his works a fully equipped first-aid emergency case”

1

“A St John Ambulance first-aid compressed kit shall be kept in a convenient and accessible
place”, and “a suitable first-aid ambulance outfit”

1

Total N.

33

Examples of the first-aid kits are illustrated in Figures 8.9 and 8.10.

Figure 8.9 St John Small First-Aid Outfit reproduced from “First Aid To The Injured” (p.12)[33]

89

The “compressed” first-aid kit was a wooden, lockable, portable box with a handle. When opened the lid
could be used as a table. The bandages etc. were compressed and placed in individual compartments. First-aid
outfits were smaller and contained less items.
90
A ‘foundry’ was defined as “a place where metal is carried or poured into mould for the purpose of making
castings”.
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Figure 8.10 St John First-Aid Compressed Kit reproduced from “First Aid To The Injured” (p.18)[32]

Factory Accidents
In 1923, the DoL’s annual report data on the number and severity of factory accidents
that occurred over a ten year period (see Table 8.6)[226].
Table 8.6 Number and severity of factory accidents between 1913/14 and 1922/23[226]
Accidents in Factories
Serious

Factory
Workers
N.

Fatal
N.

Total
Accidents
N.

52

8

1,104

87,517

171

46

3

967

88,812

837

160

65

3

1,065

83,011

1916-17

938

144

84

5

1,171

78,188

1917-18

509

317

65

10

901

79,653

1918-19

795

192

58

8

1,053

82,783

1919-20

652

454

105

7

1,218

85,591

1920-21

1,122

351

91

11

1,575

96,603

1921-22

1,192

425

63

12

1,692

96,980

1922-23

989

364

58

9

1,420

92,608

Total N.

8,660

2,743

687

76

12,166

Year

Slight
N.

Moderate
N.

1913-14

879

165

1914-15

747

1915-16

N.

The report noted that a large number of the minor accidents comprised cuts to workers
in freezing-works, that “necessitated the absence of the worker from work for forty-eight
hours”[226].

Under the Factories Act, the inspectors served 1,403 requisitions on

workplaces employing more than six workers to provide “sanitary conveniences, fire
escapes,

heating-appliances,

ventilation,

lighting,

first-aid

appliances”[226].

Unfortunately, details on the number, or nature of those issued for first-aid appliances
were not provided.
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Figure 8.11 Staff at Scoullers Factory, Wellington, 1921, reproduced from “Living in the 20th
Century” (p.182)[214]

The DoL increased the number of inspectors to thirty-four in 1924, and for the first time
recorded the number of inspections conducted[227].

That year 10,504 of the 16,677

factories registered (70%) were inspected[228]91. By this time the DoL had noticed that
although “slight accidents are unimportant in the first case”, they frequently led to
“incapacity through septic poisoning”[228].

The report also referred to nine fatal

accidents in 1922-23, of which six were noted as being in connection with machinery. In
contrast, the DoL’s 1921 report stated that accidents in freezing works had nothing to do
with machinery, but were due to “inexperienced hands” recently employed in meat
slaughtering[61]. It is evident that the cause and nature of occupational injuries varied.
To reduce “danger to life and limb”, the DoL began to focus its attention on the provision
of efficient safeguards in 1924[228].

First-aid Promotion in the Workplace
During the 1920’s the DoL and DoH began to work together in relation to occupational
H&S.

By this time educational information on first-aid equipment, safety appliances,

warning cards, machine safeguards, and the use of protective clothing was being
distributed to factories overseas[65]. In 1924 the DoL and the DoH jointly produced the
first safety posters[29, 228]. One of the posters included instruction on the treatment of
wounds and first-aid, and these were distributed to factories throughout the country[28].
Employers were advised that “they should arrange and grant facilities for one or two of
the workers in each factory to receive instruction in first-aid treatment”[228]. This was
the first time government departments actively promoted the provision of first-aid
training in the workplace92.

91

By this time there were 403 unions registered with a combined membership of 103,980 workers.
These safety posters remained in use for the next 20 years. The Departments of Health and Labour also
conducted a joint investigation into lead poisoning in the paint industry at this time. Although they found little
92
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By 1925, the provision of first-aid appliances had been introduced in legislation, and in
some Awards and Agreements, and first-aid promotional material had been distributed.
Nevertheless, factory accidents increased to 1,979, and of these 844 (42.6%) occurred in
meat-freezing works[229].

Once again the DoL noted the septic nature of a large

proportion of cuts received by the freezing workers, due to “neglect on the part of the
workers to have the wounds properly cleansed and dressed”[229]. As a result, the DoL
issued cautionary notices to all factories “drawing attention to the results of neglect”,
with an explanation of the best method of first-aid treatment[229].

The First-Aid Training Community
Towards the end of the war the Governor-General, Lord Liverpool was keen for St John
and the Red Cross in NZ to combine forces in peacetime work, as they had in the UK[23,
216]. A 30,000 pound War Fund had been sent to NZ by the Wartime Joint Council of
the Red Cross and St John for peacetime welfare, and first-aid work. The chairman of
the Red Cross executive in NZ, a Dr W.E. Collins, proposed the formation of a combined
St John/Red Cross organisation[22]. He suggested that this organisation could deal with
any future disaster, epidemic, or war, and operate according to guidelines agreed at the
Red Cross conference held in Geneva in 1920[22].

The aim was to coordinate, and

prevent overlap in the work of the two organisations, and form a basis for future work in
NZ[230].
The proposal was rejected by St John who had formed a Dominion Executive in
1920[230].

St John perceived the role of the Red Cross was to provide materials and

comforts for wartime needs, in contrast they considered their own role to be much
larger. St John’s Ambulance Association provided training in first-aid and home nursing
for a fee, and the funds from the classes helped cover the cost of the ambulance services
and supplies, and to maintain and set up additional premises93. The St John’s Ambulance
Brigade provided voluntary aid detachments and trained personnel94 to supplement

evidence of chronic poisoning, Regulations were gazetted in 1925 for the protection of paint manufacturers and
painters (Martin, 1996).
93
St John did not provide a nationwide service. For example in Christchurch St John’s Ambulance operated
within a seven mile to twenty mile radius of Cathedral Square. The fee in 1923 was one shilling and threepence
per mile in the daytime, and one shilling and sixpence per mile between 10pm and 6am. The cost of the
Christchurch ambulance service was approximately 1,000 pounds per year which was raised from the class fees,
subscriptions, payment for ambulance services, and donations. Some ambulance drivers were paid, for example
those employed by the Rink Taxi company in Christchurch, but members of St John were not paid for their
service. To fund the ambulance service St John established a national annual ‘Ambulance Week’ (Rice 1994,
and Wright St Clair 1985).
94
The voluntary aid detachments and trained personnel included auxiliary nurses, first-aiders, and ambulance
officers.
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hospital staff, and military organisations when the need arose[230]. Therefore St John
perceived that first-aid and home nursing instruction should be under their control[231].
On the contrary the Red Cross95, previously known for its wartime relief work, also
provided free first-aid instruction[23]. In 1925, an article in the Evening Post clarified
the situation[232]. Readers were informed that the post-war work of the Red Cross was
different to their pre-war work and a comprehensive list of their activities in NZ was
provided.

This activities included instruction on first-aid, home nursing, hygiene and

sanitation, routine hospital work, the formation of detachments for emergency work, and
cooperation with the DoH with regard to various investigations and epidemics.
Consequently there was tension between the two organisations, and as a result the Joint
Council of the NZ Red Cross and the Order of St John was not formed at this time.

The Promotion of Workplace First-aid Training
Between 1920 and 1925 the Red Cross and St John worked independently of one another
in the provision of first-aid training. Similarly, there is no evidence to suggest that either
organisation collaborated with either the DoH or DoL in the promotion or provision of
workplace first-aid during this time.

Very little information was available on the

approach used by the Red Cross, although they provided the Dunedin Centre with an exarmy ambulance in 1920[22]. The Wellington Centre of the Red Cross set up a separate
Peacetime Division to promote health and relieve distress[30]. The Red Cross Nursing
Service provided classes in Home Nursing in Wellington high schools, and first-aid classes
were reportedly held in Taranaki, Canterbury and Otago96. It is unclear whether any of
the first-aid training was provided for the workplace.

95

In 1919 the New Zealand Branch of the British Red Cross Society joined up with the League of Red Cross
Societies. The organisations objectives were to improve health, prevent disease, and mitigate suffering.
96
In Hokitika, 278 attended first-aid training, but it is unclear how many undertook the examination (Lowrie,
1981)
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Figure 8.12 Red Cross work for peacetime? First Aid required after a “disaster” in Stratford,
reproduced from “The Geneva Connection” (p.2)[30]

St John approached individuals, or organisations to provide first-aid training as
relationships were forged, or when an idea or opportunity arose. The minutes of their
meetings suggest there was no overall strategy, or plan to promote first-aid training. For
example, in 1921 St John promoted first-aid training to the Education Department, the
Railways, the Tramway, and Fire and Pharmacy Boards[233]. The same year compulsory
first-aid training was proposed for both the police, and the fire brigade, and periodical
refresher first-aid training was recommended for the police, but not for others[233, 234].
In 1922 St John approached the Minister of Defence suggesting that first-aid training was
“useful for stretcher bearers” in the Defence Force[234]97. The Ministry of Marine was
contacted in 1923 with the suggestion that lighthouse keepers should hold a first-aid
certificate, as this was “complementary to the Royal Life Saving Certificate”[235]98.
There is no mention of promoting first-aid training to the DoL, or specifically to the
inspectors

who

were

charged

with

determining

workplace

first-aid

provision.

Nevertheless, St John reported that 8,568 people were first-aid trained in 1924, and
9,505 were trained in 1925[236]. Unfortunately, it is unclear how many of these were
trained for the workplace.

97

The offer to Defence from St John was not formally accepted until 1927.
Surf clubs were formed in New Zealand in 1909-1910 in Castlecliff in Dunedin, Lyall Bay in Wellington, and
New Brighton in Christchurch. Gisborne, Napier, New Plymouth and Wanganui formed their clubs shortly after.
The clubs came together to form the Royal Life Saving Society (RLSS) in 1912, later known as Surf Life Saving
New Zealand. Similar to St John’s Ambulance Brigade, the clubs performed regular drills and competitions to
practice their skills.
98
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Summary
To conclude this chapter traced the development of workplace first-aid between 1901
and 1925. During these challenging years, NZ gained its independence from Britain, was
involved in a world war and a recession, and suffered huge losses in an influenza
epidemic. Despite these difficult times considerable progress was made to improve the
population’s health, establish an ambulance service in parts of the country, and embed
workplace first-aid provision in some industries.

As the DoPHHCI was in its formative

years, much of this work was initiated by volunteers under the auspices of St John.
Although unemployment fluctuated, increased industrialisation occurred during this
period, and a depleted and unskilled workforce operated under wartime emergency
conditions. Consequently factory accidents escalated. After the war, following overseas
trends, Regulations were instituted for the provision of workplace first-aid appliances, at
an Inspector’s discretion. However, the unions negotiated and defined the provision of
first-aid supplies in some individual Awards and Agreements.
St John’s position as a first-aid training provider strengthened in these years, and the
Red Cross was established.

During the influenza epidemic, members of these

organisations and other volunteers provided first-aid and ambulance services.

The

Government valued the first-aid provider’s work during the influenza epidemic, and
encouraged the formation of the Joint Council. However, the extension of this work in
the form of a national ambulance service, and funded first-aid training provision was not
supported.

Consequently these services were essentially left to the initiative of

influential individuals and volunteers, and were funded by donations.
The DoL and DoH progressively developed and collaborated to promote workplace firstaid treatment, and prevent susceptibility to sepsis.

In contrast the Red Cross and St

John provided similar services, but chose not to join forces.

The potential synergy

between the government departments, and the first-aid training providers, to address
the incidence of workplace accidents, and provide appropriate first-aid treatment was not
identified.

As a result the provision of workplace first-aid was both accelerated, and

hindered by the comparable and divergent aims, objectives and philosophies of the
individuals, and organisations involved, and the environmental context of the era. Given
these circumstances and relationships, the next chapter investigates how the provision of
workplace first-aid advanced between 1926 and 1945.
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Chapter Nine
Advancing Workplace First-aid Provision
1926-1945
In the Dominion’s formative years progress was made to improve the general health and
wellbeing of the workforce, and the community. An ambulance service, predominantly
managed by volunteers, operated on a local basis, first-aid training was more prevalent,
and the benefits of timely first-aid treatment were recognised. Additionally the provision
of first-aid appliances had been regulated in some workplaces, and several unions
negotiated the provision of first-aid supplies. This chapter explores how the provision of
workplace first-aid advanced between 1926 and 1945.

It chronicles the Health and

Labour Department’s activities in promoting workplace first-aid provision and enforcing
related legislation.

This chapter also describes the development and activities of the

first-aid training community, and the strategies they adopted to increase the provision of
workplace first-aid.

These strands are drawn together in the context of NZ’s social,

industrial, and economic environment within this period.

The Changing Environment
Due to the world-wide recession NZ experienced industrial instability in the 1920’s.
However, the dairy, lamb, beef and wool industries, and the related manufacturing,
commerce and engineering workplaces flourished[152].

Consequently the number of

factories and factory workers continued to increase until 1931, as did the number of
factory accidents (see Table 9.1). In 1929, the DoL conducted more inspections than the
number of factories registered, and served 875 requisitions on employers to comply with
the requirements of the Factories Act[237].

These included requisitions for first-aid

appliances, but specific details regarding were not documented.

Of the 2,958 factory

accidents reported in 1929, nearly half occurred in freezing works, and 646 (22%)
involved machinery[238].
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Table 9.1 Number of Factories, Factory Workers, Factory Accidents, and Inspections 1926-1930
Year

Factories
N.

Workers
N.

Accidents
N.

Inspections
N.

1926

16311

102321

2768

13761

1927

16619

103404

2764

15750

1928

16782

102622

2856

16654

1929

16677

102795

2958

16687

1930

17082

104448

2644

15859

13,990

78,711

Total N.

In 1930, a Royal Commission of Inquiry investigated workers compensation and
recommended that all work-related disease be covered[66]. The WCA was consolidated,
but apart from increased limits, little changed.
Between 1928 and 1931, the recession became more widespread[126]99.

Businesses

went bankrupt, public works were cut, major railway works were terminated, public
services were reduced, and wages were cut in farming and the building industry.
Consequently

there

was

industrial

strife,

and

thousands

of

people

became

unemployed100.

Figure 9.1 Demonstration at Parliament House, reproduced from “New Zealand Yesterdays”
(p.136)[239]

Government administration suffered retrenchment reducing the services that could be
provided. In 1930, the number of factory inspectors was reduced to forty-two and travel
99

Wool and meat export prices fell by 40% (King, 2003).
In 1928 an Unemployment Committee was established involving both employer and worker representatives.
The Unemployment Act 1930 was introduced, and an Unemployment Board was set up to organise labour
exchanges, co-ordinate activities and fund relief works. In February 1931, 23,000 people were registered as
unemployed, this number increased to 51,000 within five months. Consequently union membership also fell
from 101,526 to 71,888. The situation was so bad that riots broke out in Auckland, Wellington and Dunedin in
1932 (Martin, 1996, King, 2003)
100
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to conduct inspections was not permitted, therefore rural workplaces were not
visited[28]. Nevertheless, that year the inspectors issued 814 requisitions to workplaces
for lime-washing, the provision of heating appliances, increased ventilation and
safeguards on machinery, but there was no reference to first-aid supplies[28].

Workplace First-aid Training
The Red Cross and St John continued to operate independently of one another
throughout the 1920’s.

During this time the Red Cross formed the Junior Red Cross,

and provided First-aid, Home Nursing, and Hygiene and Sanitation instruction both in
schools and in the general community[30]101. Unfortunately little is known with regard
to their first-aid training for the workplace during these years.
By this time St John had been promoting first-aid training for the workplace for forty
years.

Individual members worked with the railways in their local communities, but

there was no national system for first-aid provision. This all changed in 1926 when the
NZ Railways Board introduced a first-aid training system under the auspices of St
John[22].

This decision was influenced by the high incidence of railway accidents that

occurred the year before (1,774)[22]. Ninety-three percent of those involved in railway
accidents were railway workers (1,657), and thirty-seven of these were fatal.

A Mr

Edwin Grant102 was directed to organise St John ambulance classes and divisions
nationwide and between February and June 1927, he visited twenty-nine centres, and
enrolled 1,869 railway workers in the scheme[22, 24]. Within twelve months 11% of the
railway workforce (2,071 employees) enrolled in first-aid courses, of those 929 (45%)
undertook the first-aid examination, and 95% passed[22, 24]103.

Twelve railway

ambulance divisions were formed in NZ prior to the outbreak of the Second World War.
This scheme was funded by NZ Railways at a cost of 893 pounds, nine shillings and
sixpence.
Progress was also made with the NZ Military Forces. In 1927, the Commander MajorGeneral Young announced that St John members who held a first-aid certificate, could
count their ambulance training as military training[240]104. Furthermore those who were
members of both organisations were given leave from “drill and half-day parades” if
ambulance training had been carried out satisfactorily[240]. By 1929 St John comprised
nine ambulance and five nursing divisions with a total membership of 1,528[236].

St

101

The Junior Red Cross was formed to instil the “spirit of service” in the younger generation, and encourage
children to be clean and healthy (Lowrie, 1981)
102
Grant was a railway foreman who was already involved with St John.
103
First-aid examinations were reported to have been held in fifteen locations (Hunt, 2009, Wright St-Clair,
1885).
104
This occurred five years after St John had approached the Defence Force offering to provide first-aid training
for stretcher bearers (1922).
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John’s 1928-9 annual report noted that 66,291 people were trained in first-aid between
1926 and 1929 as shown in Table 9.2105[236].
Table 9.2 Numbers first-aid trained by St John 1926-1929[236]

Year

First-aid Trained
N.

1926

16,139

1927

21,629

1928

28.523

Total N.

66,291

The Ambulance Service
As previously noted the ambulance service was up and running, but it was not nationally
coordinated, or funded106. This service was expanded in 1927 with the introduction of a
‘free’ ambulance service, largely due to Sir Charles Norwood107, Mayor of Wellington, who
was also a member of the Wellington Harbour Board (WHB)[241]. Apparently Norwood
came across an accident in Lambton Quay, Wellington, and was told that the hospital had
no ambulance available. Given the situation, Norwood sent for the ambulance that was
located at the WHB to transport the injured man to hospital.
Following the incident Norwood called a council meeting to organise a ‘free’ ambulance
service in Wellington, based on similar service that operated in Brisbane, and Newcastle
in Australia[241].

A “Provisional Committee” met in April 1927, and agreed that local

bodies would provide an initial twenty-five percent of the proposed contributions to
establish the “free ambulance service”[241].

An ambulance was transferred from the

WHB to establish the “free” service, which operated from the Old Naval Hall and the Old
Fish Market in Jervois Quay108. The Hospital Board provided two additional ambulances.
Norwood became the Chairman of the Board for the Wellington Free Ambulance, and
other Board members included the four mayors (Wellington, Petone, Lower Hutt and
Upper Hutt), and members of the Red Cross and St John. A Mr F. Rolfe was appointed as
the first Superintendent of the Service, and Secretary to the Board109.

Six ambulance

bearers were employed, and the senior bearers were paid six pounds per week[241].
Rolfe personally visited Wellington businesses to raise funds to run the “free ambulance”

105

Presumably these figures include those who were trained for the workplace.
The Hospital Boards had their own ambulances, and St John operated their ambulance service with some paid
staff and an organised, trained group of volunteers.
107
Norwood was originally from Maryborough, Australia (Beasley, 1995).
108
The rent for these premises was initially sixteen pounds, seventeen shillings, and sixpence per annum
(Beasley, 1995).
109
Rolfe was recruited from Maryborough, Australia.
106
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service. He also appointed designated collectors in factories and offices to raise funds at
functions for the service.
The Wellington Free Ambulance reportedly attended 1,403 accidents, provided 5,839
“transports”, and travelled 80,427 miles within the first seventeen months of service
[241]. By 1929 the Wellington Free Ambulance comprised seven ambulance cars, and a
vehicle for “organising purposes”[241]. Subsequently free ambulance services were set
up in other towns, and operated in direct competition with the service provided by St
John. Although the history of the ambulance service is beyond the scope of this study, it
was important to convey the introduction, growth, and availability of the service in the
context of the provision of first-aid.

The Napier Earthquake
In February 1931, at the height of the depression, an earthquake devastated the Hawkes
Bay region[126].

Napier and Hastings were virtually destroyed, and the surrounding

landscape was completely altered.

Buildings, including the Nurses’ Home at Napier

Hospital, were in ruins, and fire engines were wedged under the debris, restricting rescue
effort. People were trapped under the rubble, and so every available person helped with
the rescue work[30].

Locally members of the Napier and Hastings Red Cross, and

members of the Napier St John Ambulance Divisions, and the Napier-Port Ahuriri St John
Ambulance Division immediately joined the rescue operation.

Figure 9.2 Ruins of the Napier Nurses Home, reproduced from “The Geneva Connection” (p.33)[30]

Workmen set to work to clear the debris off the roads and repair the cracks to enable
ambulances and additional medical help to come from surrounding areas[30].
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Figure 9.3 Hastings Street, Napier, 3rd February 1931, reproduced from the “Illustrated History of
New Zealand”(p.305)[152]

The Red Cross Headquarters in Wellington coordinated a convoy of 103 cars to transport
doctors, nurses, medical supplies, equipment, crockery and food supplies to the
earthquake zone[30]. Red Cross relief depots and dressing stations were established in
Hastings and Napier, and a refugee centre was set up at the Thorndon Railway Goods
Shed in Wellington[30].
A temporary hospital was established, and patients were driven to Waipukurau,
Dannevirke, Palmerston North, and some patients were transported to Wellington on
stretchers by rail for further treatment[30]. As communication services were destroyed
in the earthquake, Captain Gallloway from Red Cross Headquarters coordinated
communication links between the earthquake victims and their relatives110. Thousands
became homeless. Consequently the Red Cross and the Women’s Institute set up relief
depots to provide food and clothing to the Hawkes Bay communities, until reconstruction
of the city could begin.
Telegrams were sent from St John’s Headquarters in Wellington to all their centres.
Members were directed to follow instructions from the DoH and the local Hospital Board’s
during the emergency[22]111. Members were also asked to provide bandages, dressings,
pyjamas and nightdresses to assist with the relief programme. Within nine hours of the
news of the disaster, the Auckland Division of St John sent a team of twenty men, two
ambulances, and two cars equipped with medical supplies to help the injured[22]. The
team arrived in Napier the following day and immediately began search, rescue and

110

Galloway later reported that within 24 hours of the disaster hundreds of people offered to serve under the Red
Cross in any capacity (Lowrie, 1881)
111
Civil emergency arrangements were instituted following the Influenza epidemic (Hunt, 2009).
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ambulance

activities[22].

The

Hamilton

Ambulance,

Matamata

and

Wellington

Ambulance Divisions also provided a contingent of members, medical men and nurses.
Moreover, members of St John in Dannevirke, Levin, Palmerston North, Wanganui, and
New Plymouth provided medical and transport services and depots for refugees. St John
transported patients to Palmerston North, Dannevirke and Waipukurau by whatever
means were available, and dressing posts were set up at the railway station, and the
Chester Street Ambulance Station in Christchurch[23].
Over 26,000 people were evacuated from the Hawkes Bay area, and 256 people were
killed in the disaster[22, 30]112. St John report that 785 members (402 ambulance, and
383 nursing members), provided first-aid treatment to 1,713 patients in Hawkes Bay
following the disaster[22]113.

The number of first-aid treatments provided by the Red

Cross was not recorded during the crisis. Subsequently the tragedy sparked increased
interest in first-aid, and home nursing training[30].

After The Earthquake
In December 1931, within months of the Napier earthquake, the NZ Branch of the British
Red Cross was incorporated as the NZ Red Cross Society, and Dr Collins was appointed
as the President[30, 242].

Immediately the Red Cross began a campaign to train as

many people as possible in home nursing and first-aid, to ensure resources were
available “whenever a disaster struck”[242].

Similarly, the Order of St John in NZ

officially became a Commandery in 1931[24]114.

Sir Heaton Rhodes was appointed

Knight Commander; the leader of the organisation[24]115.

The Joint Council
Clearly both St John and the Red Cross provided indispensable emergency services
during the disaster, however, the tension between the two organisations continued
despite the fact that Rhodes had a relationship with both organisations. As a result the
Joint Council of the NZ Red Cross and St John was not formed until 1933[24]. A further

112

Total fatalities included 161 in Napier, 93 in Hastings and 2 in Wairoa (Hunt, 2009). At the time it was the
worst human disaster recorded in New Zealand’s history, and the damaged was estimated to be in excess of ten
million pounds (King, 2003).
113
These figures may have been estimated, as under such circumstances it would have been difficult to keep
accurate records. Furthermore it would have taken some time to coordinate rescue activity, and therefore
individuals provided first-aid treatment where they could.
114
The decision to upgrade the Order of St John in New Zealand to a Commandery was based on the
recommendation of the Grand Priory of the Order of St John in England (Wright St-Clair, 1985)
115
Rhodes was a prominent NZ parliamentarian at the time, and had served as a Red Cross Commissioner in
Gallipoli during the First World War (Wright St-Clair, 1985)
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five years passed before the respective duties of the two organisations were defined,
which meant that the War Fund was unable to be disbursed during this timeframe[24].
In 1938, the activities, including the “lecturing and instruction” of each respective
organisation were delineated in the minutes of the Joint Council[243].

Accordingly St

John were to provide first-aid and home nursing training to the general public and their
own members. The Red Cross were to train their members and prospective members in
first-aid, and provide instruction on public health, hygiene and the prevention of disease
to the community. However, in centres where either organisation’s work did not conform
to the definition outlined, “they should not be disturbed, but there would be no extension
into new territories”[243].

Although boundaries regarding the work were recorded, it

was difficult to manage the arrangement in practice.

The competition for the first-aid

market, amongst other issues increased the tension between members of the two
organisations.

Nevertheless the Joint Council worked together for the next fourteen

years to distribute the funds to the war veterans in NZ[24]116.

Figure 9.4 Red Cross training room for First-aid and Home Nursing classes, reproduced from The
Geneva Connection (p.37)[30]

The Workplace
In 1931, as unemployment grew, workplace inspections were only conducted if
complaints were made[28]117. During this difficult period the number of inspections fell
considerably.

116

The Joint Council was eventually formally wound up in 1963 (Wright St-Clair, 1985).
Otherwise inspectors focused on checking of wage books in relation to the administration of the
Unemployment Act (Martin, 1996).
117
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Table 9.3 Number of Factories, Factory Workers, Factory Accidents, and Inspections 1931-1938
Year

Factories
N.

Workers
N.

Accidents
N.

Inspections
N.

1931

17019

104377

2249

11883

1932

16253

89932

2414

-

1933

16176

86222

2747

5406

1934

15598

85968

2170

3815

1935

15900

93592

2636

7390

1936

16434

102275

3327

9263

1937

17126

111041

4258

8000

1938

17559

123601

4165

14013

23,966

59,770118

Total N.

By 1934, less than 25% of the factories were visited, and inspectors adopted more of an
advisory than an enforcement role in order to keep the factories functioning. In the mid
1930’s, export prices began to recover, new industries started to form, and the economy
began to improve[126].
subsidies

to

encourage

Factory employment grew, the building industry received
training,

and

the

number

of

apprentices

increased[28].

Subsequently unemployment gradually reduced.

A New Regime
In 1935 the Labour Party were elected with plans to improve the standard of living,
reduce work hours, introduce a minimum wage, and remove wage cuts[28]119.
Accordingly the Factories Act 1936 regulated hours of work and working conditions.
Amendments were also made to the Shops and Offices (S&O) Act, and the ICA Act[28].
Compulsory arbitration was restored, compulsory unionism came into effect, and union
officials obtained the right of entry into workplaces to gain access to members, and to
police the Awards themselves.

Factories Consolidated Regulations 1937
As the industrial sector expanded, so too did the number of industrial accidents involving
machinery[28]. The 1937 Factories Consolidated Regulations upgraded the fire related
provisions, and first-aid appliances as follows:
The Inspector may require the occupier of any factory to provide such first-aid
appliances for use in case of accident as he considers necessary, having
regard to the number of workers employed and to the nature of the industry
(Section 21)[244].
It is evident that workplace first-aid provision remained entirely at the workplaces’, or an
Inspector’s discretion.
118
119

No guidelines were provided to assist workplaces to determine

The total number of inspections excludes those that may have been conducted in 1932.
There were also plans to introduce national superannuation and other pensions (Martin, 1996).
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their first-aid requirements.

Despite the accelerating accident rate there was no

requirement for workplaces to provide first-aid training, although this provision had been
‘suggested’ by the DoH and the DoL in 1924[228].
Following the introduction of the changes, the Minister of Labour, a Mr H.T. Armstrong,
attended
1937[28]

the
120

International

Labour

Organisation

(ILO)

conference

in

Geneva

in

. At the conference he advised the conference delegates on NZ’s progressive

labour laws, and committed to endorse future ILO conventions121. The same year, the
UK introduced the 1937 Factories Act. In contrast to NZ’s legislation, the British Act had
strengthened factory H&S provisions, and made provision for trained workplace firstaiders, as well as first-aid supplies[70].

Clearly the provisions of the NZ Factories

Consolidated Regulations fell short of that provided to their British counterparts.

Coal-mines Regulations 1939
The introduction of the Coal-mines Regulations 1939 made more adequate provision for
workplace first-aid.

Under these Regulations mine managers were required to hold a

“Mine-managers

Certificate”,

and

one

of

the

criterion

for

this

was

a

first-aid

certificate[245].

Additionally every mine had to make provision for first-aid treatment

for anyone taken ill or injured. Where twenty or more men were employed, “convenient
and expeditious transport” had to be supplied to transport those injured from the mine to
an ambulance[245]. In surface mines where thirty or more men worked, a first-aid room
and first-aid box had to be provided under the supervision of a competent person who
was the holder of a first-aid certificate (see Figures 9.5 and 9.6 for details).
In underground mines, one person had to be trained in first-aid for every thirty miners,
and a list of these first-aiders had to be displayed in the first-aid room so miners knew
who they were. In comparison with the factories legislation, the Coal-mines Regulations
provided detailed specifications regarding first-aid training and provision. The disparity
in provisions between the various pieces of workplace legislation illustrates the piecemeal
approach taken to its development.

A similar approach may also have been taken to

workplace inspection and enforcement.

120

The International Labour Organisation set international standards for labour law, and held annual conferences
for member countries. (Martin, 1996).
121
The New Zealand delegation also reported on plans to enact a National Health Scheme to provide a free
general practitioner service to the community, and a superannuation scheme. (For more details see New Zealand
Delegation to the International Labour Conference Geneva, 1938. Appendices to the Journal of the House of
Representatives. Wellington 1938:p.6-9). At the conference the following year New Zealand representatives
ratified twenty-two ILO conventions, including an eight hour workday (Martin, 1996).
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Figure 9.5 Specifications for the provision of first-aid rooms in surface mines[245]

Figure 9.6 Specifications for the provision of first-aid supplies in surface mines[245]

Workplace First-aid Negotiated in Awards and Agreements
As compulsory unionism had been introduced, an analysis of the 1938 Awards and
Agreements was conducted to determine the effect on first-aid provision (see Table 9.4).
Only thirty-eight of the 576 negotiated (7%), had made provision for workplace first-aid,
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indicating very little progress had been made since 1922122[64, 246]. The nature of the
terminology used in the Awards and Agreements shows that unions also operated
independently of one another to negotiate workplace first-aid provision with individual
businesses.

Nine unions required a person to be ‘in charge’ of first-aid supplies

suggesting that a level of responsibility was assigned to the task. Moreover, for the first
time three unions determined a maximum number of workers (ten) before the provision
of first-aid supplies became a workplace requirement. Why this number was chosen is
unclear, it may have been perceived that few, or no accidents occurred in workplaces
with fewer workers.
By 1939 trade union membership had increased to 254,690 compared with 71,888 in
1933 and the forty hour week was required in all Awards[28]. Although the unions had
gained considerable influence in the workplace, the provision of first-aid was not a
priority for them.

122

See the previous chapter for details of the requirement for first-aid provision in the Awards and Agreements.
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Table 9.4 Provision for workplace first-aid in the New Zealand Awards, Recommendations and
Agreements in 1938[246]
Negotiated workplace first-aid provision

N.

“The employer shall provide first-aid outfits in a convenient position”

2

A “St John Ambulance first-aid kit” or “similar outfit, fully equipped…kept in a convenient and
accessible place”

5

A “modern first-aid emergency case”, “fully equipped…kept…in a convenient and accessible
place”

8

A “suitable first-aid medical outfit” to be provided and maintained at all stores

4

A “suitable first-aid outfit available to any worker when employed on outside work”
A “modern first-aid emergency case, fully equipped to be provided at all workshops” in a
convenient and readily accessible place and hot water promptly provided

1

“On jobs where 10 or more men are employed, the ganger or foreman shall be supplied by
the employer with a suitable first-aid outfit”

3

“Every workman injured by an accident arising out of and in the course of employment shall
forthwith report to the person in charge of the first-aid outfit for attention, and shall report
the said injury as an accident and supply full particulars as soon as practicable after the
happening to the man in charge at the time and in every case before he leaves the works for
the day. Every accident is to be reported no matter how trivial”
“On all large works the employer is to provide an adequate conveyance with suitable
equipment in the event of workmen being seriously injured”
“Well-stocked first aid outfits” are to be kept in convenient places on all works

1

“Employer.. at own cost and expense to insure every worker against accident or injury
sustained in employment to ensure every worker may receive full benefit of the Workers
Compensation Act 1922 for every injury”
“Where required a modern first-aid emergency case, fully equipped to be provided”
Facilities for supplying hot water at short notice to be provided

1

“First aid equipment shall be kept at all plants”

1

An “adequate first-aid outfit to be provided on all jobs”

1

“Every worker is to be entitled to free medical or surgery treatment as an in-patient or an
out-patient at the Christchurch hospital”123

1

A “Johnston’s No.1 or its equivalent emergency case, fully equipped…provided in a
convenient and accessible place in every workshop”.
A “chart of instructions for treating apparent electrocution shall be prominently displayed in
every workshop”

2

“First-aid outfits…to be provided in all factories”. The employer shall be responsible for
keeping “a supply of clean outfits, and in the charge of a responsible person”

2

“First-aid appliances are to be provided in an accessible place to all workers”

1

A “first-aid outfit is to be provided in all factories…in clean containers and in charge of a
responsible person”

2

A “suitable first-aid outfit is to be provided and maintained in all stables, garages and sheds
and on tips”

1

“Facilities are to be provided for rendering first-aid in case of an accident to workers while
working at or about the employers’ place of business"

1

“A bushman shall not be required to work beyond calling distance from another worker,
except in cases where it is not reasonably practicable”
“Standard Red Cross equipment, together with a stretcher, shall be provided and maintained
at each mill”
“The employer shall see that stretchers and standard Red Cross equipment are available at
bush winches, and the employer shall appoint a workman who shall be responsible for their
proper care”
“The employer shall as soon as reasonably possible supply means free of charge to convey to
the nearest hospital or doctor any employee so seriously injured that it is not possible for
such an employee to travel independently of such conveyance”
“Where practicable, a telephone-line should connect the bush workings to the mill”

1

Total N.

123

38

Exert taken from the North Canterbury Hospital Board Carpenters and Joiners Industrial Agreement.
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Preparation for War
In the late 1930’s St John continued to provide first-aid training for the workforce on an
ad-hoc basis. In 1937, first-aid training was provided to Auckland City Council Officers,
Transport Department Officers, and members of the Automobile Association[247].

In

1938, the Minister of Education, the Honourable Peter Fraser invited St John to provide
first-aid lectures to all Standard Five, and Six primary school children[248]124.
Arrangements were subsequently made with Education Boards, Headmasters and Schools
to provide first-aid in all NZ schools[249].

Given the volume of training required,

teachers were encouraged to provide the first-aid instruction, and St John members
provided “the demonstration work”[250]125.

By the late 1930’s it was apparent that

another war was imminent, and St John made the decision to train Brigade members in
air raid precautions[251]126. These classes were provided by Army officials, and included
special lectures on Anti-Gas instruction[249, 252].

Casualty Night
In November 1938 in preparation for the war, St John staged a “Casualty Night” at the
Bryant and May Bell factory in Tory Street, Wellington[253].

The “Casualty Night”

comprised an organised response to an imaginary explosion in the city. The Minister of
Health, the Honourable Peter Fraser was among the spectators who attended the event.
Nearly 3,000 members of the Wellington St John’s Ambulance Brigade, including the
Railway Division, took part in the exercise. Approximately 100 cadets acted as patients
who were reported to have been “realistically strewn in confusion about the grounds and
inside the factory”[253].

Grease paint was used to indicate blood, burns and bruises,

and fractures were simulated with broken rulers, which were laid alongside the “victims”
[253].
Members of the ambulance and nursing divisions managed the proceedings by setting up
a clearing station and a hospital. Patients classified with serious injuries were sent to the
twenty-bed hospital that included an operating room.

Those diagnosed with minor

injuries were sent to the clearing station for treatment. Overall treatment was provided
to sixty stretcher and hospital cases, and forty walking cases127. Following the exercise
124

To conduct this training St John ordered 15,000 copies of the “Preliminary Course of First Aid to the Injured”
from St John’s Gate. This text was specially written for young people. A copy of this text was gifted to the
Headmaster of every school in New Zealand (Minutes of the Commandery Council, 7th February 1939.
Commandery in New Zealand of the Order of St John, June 1937-April 1940).
125
Under these conditions special classes were arranged for teachers to obtain first-aid certificates, and refresher
training was provided for those who needed it (Minutes of the Ambulance Committee held at the Ambulance
Station Auckland, March 1939)
126
These classes were provided to St John members in Britain, and therefore St John in NZ followed suit.
127
Only one fatality was recorded at the ‘Casualty Night’ (Evening Post, 19 November, 1938).
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an article in the Evening Post commended St John on their efficiency and thoroughness,
and reassured readers that they “could deal with any emergency that might arise”[253].
This was a major training and promotional exercise for St John, and the timing, size, and
nature of the event, must have impressed the potential impact of the war on the
Wellington community.

Figure 9.7 St John Ambulance Casualty Night Advertisement, Evening Post, 7 November, 1938
(p.2)[254]

In 1939, a Voluntary Aid Detachment (VAD) scheme was drawn up to train women as
auxiliary nurses for service in NZ[252].

The Minutes of the Commandery Council note

that the DoH was responsible for the wounded on their arrival at pre-determined
Advanced Dressing Stations.

St John’s instructions were to provide assistance at the

base hospitals, and the Advanced Dressing Stations [252].

Red Cross Activities
Between 1931 and 1937 the Red Cross had established approximately fifty subcentres[30].

During this time much of its membership focused on relief work for the

unemployed, the destitute and their families, and Health Camps for “delicate” children
were provided and serviced[30]128. In 1937, the President, a Mrs Lowry considered that
the NZ Red Cross was “far from ready to meet its responsibilities in a crisis”, hence a
Director General was appointed[30]129. Within two years the number of sub-centres had
increased to sixty-six in preparation for the war, but details regarding first-aid training
were not noted[30].

128

The Red Cross also raised funds for hospital equipment and supplies for those injured in the war in China.
The Japanese had bombed China, and a New Zealand medical contingent had gone to provide service in the war
zone (Lowrie, 1981)
129
This appointment was personally funded by Mrs Lowry (Lowrie, 1981).
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The Second World War
When the Second World War was declared in September 1939, NZ and Australia were
involved almost immediately. The DoL quickly produced the Emergency Regulations to
suspend the provision of all Acts, Awards and agreements relating to hours of work.
Thus productivity for the war effort was emphasised, and the workforce operated under
emergency conditions. Additionally a “Placement Service” was established to review the
occupations of those volunteering for military service[28]130. This service screened out
those who worked in vital industries and sought replacements for those who were called
up in order to maintain productivity[28]. In June 1940, the National Service Emergency
Regulations were promulgated, and military conscription was established131.
Between 1942 and 1944 a third of NZ’s 18-45 age group were in service, and over half of
the men in this age group were in the armed forces[28]132.

Accordingly the skilled

workforce was replaced with married women, older men, and the remaining unemployed.
The number of women employed in factory work doubled from 18,545 in 1931-32 to
38,092

in

1942-43[255].

women[28]133.

Effectively

one-third

of

the

factory

workforce

were

Apart from factory work women became drivers, train conductors,

railway porters, government administrators, postal delivery workers and some worked on
the land[256]. The Maori War Effort Organisation134 recruited for the Maori Battalion, the
Home Guard, and redirected Maori into employment in freezing works, dairy factories,
sawmilling, construction, crop growing, shearing and defence works[28].

130

The Placement Service was established in the Social Security Department (Martin, 1996).
Military conscription was managed by the National Service Department (Martin, 1996).
132
A total of 140,000 New Zealanders served overseas (see New Zealand History Online, Ministry for Culture
and Heritage, onlinehttp://www.nzhistory.net.nz/war/second-world-war/counting-the-cost).
133
Women undertook munitions, engineering, and linen-flax work in addition to more traditional areas of factory
work (Martin, 1996).
134
The Maori War Effort Organisation was established in 1942 and comprised 400 tribal committees throughout
the country. Approximately 15000 Maori were employed in essential industries by 1945 (Martin, 1996)
131
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Figure 9.8 Off To War, a Troopship leaves New Zealand, reproduced from “New Zealand Yesterdays”
(p.279)[239]

Similar to other government departments the DoL’s staffing levels were reduced by 40%
during the war[28]135. Tasks were reassigned among the remaining workforce, and the
number of inspections fell.
trades”[29].

As a result the inspectors became known as “jacks of all

The factory workforce, working under emergency conditions continued to

grow, as did the number of factory accidents (see Table 9.5).
Table 9.5 Number of Factories, Factory Workers, Factory Accidents, and Inspections 1939-1945
Year

Factories N.

Workers N.

Accidents N.

Inspections N.

1939

17842

123723

4938

14871

1940

18141

129488

5420

15654

1941

17940

132907

6517

13678

1942

17421

134089

7496

12446

1943

16408

130560

7591

8916

1944

16010

132599

6582

8011

1945

16537

138600

6143

8640

44,687

82,216

Total N.

135

Government administration, although important, was not a vital industry, especially as the Emergency
Regulations had suspended all Acts. Therefore staff in the Labour department either volunteered or were
conscripted as occurred in other workplaces.
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Wartime First-aid Training Provision
First-aid Provision in Britain
Britain’s 1937 factories legislation mandated the provision of trained workplace firstaiders, but the war broke out within two years giving little time to embed the new
provisions.

Nevertheless, in 1939 the British Medical Association Council argued that

incapacity due to work injuries were avoidable, and that sepsis often complicated minor
injuries[257].

The ramifications were computed to be in the region of 50,000,000

pounds per annum (this included lost wages, permanent incapacity, debt acquisition, loss
of morale, and the loss of productivity).

At the Council’s meeting a Dr. Wand from

Birmingham, commented on the poor training of first-aiders, the damage caused by
“over-zealous” first-aid workers, the ignorance of employers with regard to the
competence of their first-aiders, and poor cooperation between factories and local
medical practitioners[257].

Wand presented a document written by “a representative

committee” that addressed the issues he had outlined, and purported to save “industry
both money and misery”[257].

Unfortunately the debate that ensued focused on the

disparity in fees payable to civilian medical practitioners and Defence Force officers, and
subsequently the motion to proceed was withdrawn.
In the meantime the Home Office introduced a shortened first-aid course to meet the
needs of the Air Raid Personnel (ARP) Scheme in 1939[258]136.

The course fee was

twelve shillings and sixpence, regardless of whether a medical practitioner or layman
conducted the course. In the 1940’s, manuals were produced specifically for managing
first-aid in wartime conditions such as the “Pocket Book of First Aid in Accidents & Air
Raids (including Chemical Warfare)”[259].

Accordingly voluntary workers undertook

“Gas lectures” in addition to first-aid training[260].
The Red Cross and St John also published first-aid texts in the 1940’s137, however the
content and standard of the first-aid training was frequently criticised in the BMJ[261].
The texts were regarded as being “satisfactory” in peacetime, but “inadequate” in
wartime when “simple, flexible and improvised” first-aid treatment was required[261]. It
was argued that first-aiders should be taught fundamental principles, such as the
treatment for shock, haemorrhage and asphyxia, and “transport the seriously injured to
hospital as soon as possible”[262-264]138.

Medical practitioners maintained that there

was a big difference in what treatment could be provided in a hospital, to what could be
provided “on the battlefield, in an air raid and on the street”[262].

136

A.R.P. personnel were not considered to be members of the casualty services
The British Red Cross Society “First-Aid Manual No. 1” was available in 1942, and St John’s “First Aid to
the Injured” 39th edition was published in 1940.
138
The medical profession maintained that trainees were taught unnecessary details including elaborate
bandaging and splinting techniques.
137
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In 1941, the ‘Birmingham Joint Committee of the British Red Cross Society’, and the St
John, investigated and reported on the training of first-aid workers. They concluded that
the standard of training was poor, and recommended that the seriously injured should be
“handled by the first-aid worker as little as possible”[263].

The establishment of a

civilian first-aid training school was muted, but the scheme was overturned by
“headquarters in London” [263].

Undeterred, the new Birmingham Accident Hospital

adopted the idea of training first-aid workers for industry instead. The intention was to
recruit five permanent medical practitioners to provide two-week, eighty hour, live-in
specialised first-aid courses139 for industry, nurses, and medical students. Following the
training, certificates were to be awarded, and refresher training and re-examination
would occur bi-annually. These decisions were made in wartime conditions, and although
commendable, the idea may have been impractical. Funding for such a venture would
have been difficult when there were other priorities at this time140. Regardless, first-aid
training and treatment in Britain continued to be criticised in the BMJ throughout the
war.

First-aid Provision in Australia
In Australia, the Commonwealth Department of Labour and National Service Industrial
Welfare Division published “Casualty Treatment in Wartime Industry” in 1943[265]. This
document outlined the minimum requirements for the treatment of workplace injuries,
and illnesses in wartime conditions.

In factories where ten or more people were

employed, a person holding a current St John Ambulance Medallion had to be on the
premises to apply first-aid when required. In establishments with more than 250 people,
or “where a less number is employed in dangerous or unhealthy trades, or where
accidents rates are high” a registered nurse had to be appointed[265].

In the nurse’s

absence a qualified first-aid attendant had to be available. In workplaces with more than
1,000 employees or in “dangerous or unhealthy trades”, a medical officer had to be
appointed[265].

The document listed the first-aid equipment required for workplaces

with up to 250 employees. Additionally workplaces with more than 100 employees had
to provide a fully equipped casualty room in accordance with detailed specifications.
Furthermore all workplace accidents and illnesses treated, had to be recorded.
acknowledged

that

the

minimum

standards

were

“inadequate”

under

It was

peacetime

conditions, but the immediate concern was for workplace health and efficiency, rather
than “comfort for the workers”[265].

139

The intention was that those trained would achieve a higher standard of proficiency than previously attained
at first-aid training.
140
This was particularly so in the industrial midlands (Birmingham and Coventry) when casualties from the blitz
were daily occurrences.
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First-aid Provision in New Zealand
Britain and Australia strengthened factory first-aid provisions, whereas NZ did not. In NZ
the economy had to be maintained, allied forces supported, and therefore productivity
was of the utmost importance[28]. Besides, the effect of the war was different in NZ in
comparison with Britain.

Although the Japanese were a potential threat in the Pacific,

the bombing as experienced in the UK did not occur in NZ[30]. Consequently the nature
and volume of the injuries treated by first-aiders locally was not the same as those
experienced in the war zone.

For these reasons there was not the same impetus to

examine the standard and provision of first-aid training in this country.
The Joint Council
The Joint Council worked together throughout the war to raise funds for the war
effort[266]141. In August 1942, the Dominion Council of the Red Cross proposed that the
fees for both organisations be standardised[267]. However Sir James Elliott142 from St
John dismissed the proposal as he maintained that the standard of the training provided
by each organisation was not identical[268]. He pointed out that St John instructed the
general public, and the Red Cross instructed their prospective members, and therefore in
his opinion the class fees could not be uniform. Consequently there was no agreement
on fees, and St John and the Red Cross independently provided first-aid training to those
willing to help during the crisis[30].
St John’s Activities
In December 1941, St John announced their busiest year ever in the provision of first-aid
training, and had established a scheme to provide group first-aid training to “members of
various business houses”[269]143.

As 320 people attended the first class, they were

divided into small groups for the training.

In 1942, a first-aid training class was

conducted for eighty government department employees[270]144.

St John suggested

that “citizens” should completed first-aid training every twelve months noting the rapid
growth of “war industries”, and the fact that “some factories had been neglected”[271].
In 1943, The Order of St John in NZ adopted the new title “The Venerable Order of St
John”, and published the fourth NZ impression of “First Aid to the Injured”[272].

By

1945, St John had been operating in NZ for sixty years, and had reportedly trained and
certificated 174,686 people in first-aid and home nursing[24].

Community and

workplace ambulance divisions were depleted during the war as many St John members
141

The funds were used to provide supplies, comforts and cigarettes for servicemen overseas. In addition homes
were purchased in New Zealand for sick and injured servicemen, who were met and transported to these homes
by the Red Cross and St John’s on their return to New Zealand. The returned servicemen were tended by the
members of the two organisations while they waited for medical treatment and the fitment of artificial limbs
142
Sir James Elliott was a former editor of the New Zealand Medical Journal.
143
A total of 2,838 undertook the first-aid examination in Wellington alone, of these 2,605 passed.
144
This was the first time that staff first-aid training costs were paid for by the government.
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were in service overseas.

By the end of the war, only five of the twelve railway

ambulance divisions were active[22].

Figure 9.9 St John “First-aid to the Injured” Certificate Awarded September, 1939[273]

Red Cross’ Activities
In 1939, as part of the war effort, the Red Cross established the “Women’s Transport
Service”[274]. The volunteers provided their own cars and uniforms, and the Red Cross
trained the volunteers in first-aid, stretcher drill and mechanics. The Service transported
sick and wounded returned servicemen to and from hospitals, and to other activities such
as sports and picnics[274]145.

The Red Cross reported a surge in first-aid training

enrolments following their appeals directed “especially towards those who have more
leisure than business or married women who do not go to work”[275]. By January 1942,
600 women were trained for the Wellington Red Cross VAD.

Figure 9.10 Red Cross Lectures, Evening Post 13 January, 1942 (p.8)[275]

Both the Red Cross and St John published first-aid texts in NZ during the war, as they
did in Britain. In 1940, Thacker Paterson produced “First Aid in Warfare” for Red Cross
workers as he perceived the “enemy” would have no scruples in using chemical

145

Between January 1940 and July 1943, the distance covered by the work of the Women’s Transport Service
extended to more than 444,000 miles (Evening Post, 3 December, 1943, p.4).
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warfare[276]146.

Subsequently, Red Cross transport officers were reportedly trained in

both first-aid, and chemical warfare [30]

Figure 9.11 Civilian gas masks demonstrated for the first time in New Zealand, reproduced from
“The Geneva Connection” (p.45)[30]

The State of Industrial Hygiene in New Zealand
By 1944 the conditions in factories had come to the attention of the DoH, and a Dr J.M.
(Jack) Davidson was seconded from the British Department of Labour and National
Health Service, to review industrial hygiene in NZ[29]147.

Davidson visited more than

200 factories, and concluded that “insufficient attention” had been paid to accident
prevention and “industrial employment as a cause of ill health”[70]. He considered the
NZ factories legislation was “out of date”, and the Factories Consolidating Regulations
“very weak”[70].

Davidson observed that NZ factories were small in comparison with

other countries, and in his view they required more supervision and “safeguarding of
health” than larger ones[70]. He argued that smaller businesses had less time to spare
on

what

was

aesthetics[70].

often

regarded

as

“unremunerative

frills”

such

as

hygiene

and

Overall Davidson’s comments were unrelenting on the state of factory

hygiene, the health, safety and welfare of the workers.

Factory First-aid Equipment and Treatment
According

to

Davidson,

substandard[70].

first-aid

and

first-aid

equipment

in

factories

was

First-aid equipment, where it existed, comprised “a dirty box”,

clothes-locker, or “utility cupboard containing dirty cotton wool”, “much-handled boracic
lint”, antiseptic and “a stray bandage”[70].

Sterile dressings were “unknown” in the

146

Thacker Paterson was Chairman of the Auckland Red Cross Society, and an Instructor at the Air Raid
Precautions School in Auckland. The book comprised a course of lectures on the types of gases, their
characteristics, symptoms and treatment, and was largely based on publications produced by the Air Raid
Precautions Department of the Ministry of Home Security in Great Britain.
147
Davidson was seconded for twelve months.
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workplace[70]. He observed that some workers refused workplace first-aid treatment for
minor injuries or sepsis.

Alternatively, the workers sought treatment from a general

practitioner or a hospital, resulting in unnecessary lost work-time.

He also noted the

prevalence and poor treatment of eye injuries in the workplace148, and stated that “a
dirty matchstick” and a “sharpened razor handle” were used to treat these injuries[70].
Record keeping on first-aid and other health matters was considered to be poor.
Furthermore he challenged the “woolly language” in the Consolidating Regulations, and
argued that the term “an approved first-aid medical outfit” was inadequately defined[70].

Factory Inspection
In Davidson’s opinion the standard of factory inspection was poor as factory inspectors
had multiple duties, and minimal training or specialist knowledge to carry out their role.
He questioned how an Inspector could be legally bound to assess the first-aid needs of
factories, when they themselves were untrained in first-aid.

Davidson also perceived

that the inspectors were ill-equipped to deal with the sophisticated manufacturing
processes, chemicals and machines used at that time. Consequently he recommended
that they be more highly trained in a wide range of fields, and that specialist inspectors
be recruited. Moreover he proposed that an Industrial Hygiene Division be created within
the DoH, and the DoL’s inspection functions be transferred to the new Division[29].
Davidson’s investigation was conducted under wartime conditions.

In response to the

findings the Manufacturers’ Federation argued that wartime constraints had made it
impossible to alter factory conditions[28].

The Federation observed the emphasis on

productivity had increased fatigue, and therefore less attention was placed on tidiness
and cleanliness, generally labelled as ‘housekeeping’. Part of the problem was that the
responsibility for inspection and enforcement of workplace legislation was spread over
several government departments. For example problems with machinery were referred
to the inspectors of machinery at the Marine Department.

Sanitary or public health

problems were referred to DoH inspectors, or to a local authority. Moreover the factory
inspectors had a wide range of duties, including compliance with Awards and
Agreements[28, 277].

Changes to Legislation
Despite Davidson’s recommendations, little action was taken in the short-term.

As

“prolonged strain caused fatigue”, and may have contributed to the incidence of
accidents, the Annual Holidays Act, introduced in 1944 provided two weeks’ paid leave

148

Davidson noted that approximately forty cases were reported weekly to an Auckland hospital (Davidson,
Department of Health, 1945).
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for all workers[28, 278]149. The Factories Act was amended in 1945 to give the DoH the
same powers as the Labour inspectors to enter and inspect premises. Additionally, the
Act reinforced an eight-hour day, and a forty-hour week. Similarly an amendment to the
S&O Act in 1945 introduced a five-day, forty-hour week.
Meanwhile the Timberworker’s Union, and the Sawmiller’s Federation advocated for
increased regulation in the bush-felling industry[28].

Bushfelling was one of the most

dangerous kinds of work, where accidents frequently occurred in isolated areas.
Consequently the Bush Workers Act 1945 required employers to provide and maintain
first-aid appliances “to the satisfaction of the Inspector”[279].

Moreover, serious

accidents had to be recorded and reported to the bush inspectors who were recruited
from the bush industry[28].

Hence the DoL’s enforcement role further expanded,

although enforcement activities had not been a high priority in the preceding years.

Summary
This chapter explored the advancement of workplace first-aid in NZ between 1926 and
1945.

It was anticipated that workplace first-aid would have been actively promoted,

and enforced in accordance with the legislation. This did not occur as NZ experienced
considerable

industrial

instability,

which

was

compounded

by

the

Hawkes

Bay

earthquake, and the Second World War. Given the economic crisis, it was difficult for the
DoL to balance enforcement duties, and manage fluctuations in employment. During the
Second World War an inexperienced workforce replaced those completing military service
overseas. Emergency Regulations suspended workplace legislation and agreements, and
simultaneously productivity was emphasised.

Consequently workplace conditions

deteriorated, and the incidence of factory accidents increased. Despite these conditions,
and the increased incidence of accidents, the provision of workplace first-aid was not a
priority, and was neither promoted, nor enforced.

Although regulation for workplace

first-aid was extended in this era, for workplaces other than the coal-mining industry, it
was unclear as to what the requirements were.
Members of the Red Cross and St John worked alongside one another following the
earthquake.

Both organisations expanded as a result, but the tension between them

delayed the formation and subsequent work of the Joint Council for years. As a result
first-aid training was provided independently of one another, and neither organisation
appeared to have an overall strategy to promote workplace first-aid.

St John

149

It was estimated that 153,000 workers already had two weeks’ paid leave noted in their Awards, but the
regulation was required as it was estimated that approximately 72,000 workers were not entitled to this provision
at the time.
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successfully implemented a first-aid training system in partnership with the railways, and
established a scheme to train workers from several Wellington-based workplaces.
However, had Red Cross and St John adopted a united approach, and pooled their limited
resources, they may have been more influential, and more effective in the promotion of
workplace first-aid training and treatment.
Although the DoL and DoH had previously worked together on occupational health and
safety projects, Davidson’s assignment initiated by the DoH was not a collaborative
project.

Davidson’s report on the status of industrial hygiene was bold given the

environment, and provocative regarding the DoL’s performance.
accelerated

industrialisation,

and

it

was

accepted

that

working

The war had
conditions

had

deteriorated. The reality was that more pressing issues required attention and resources
during this period.

The next chapter explores the impact of Davidson’s report, and

charts the steps taken by the DoH and DoL to improve industrial hygiene and expand the
provision of workplace first-aid.
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Chapter Ten
Workplace Modernisation and Industrial Hygiene
1946-1965
The war had accelerated industrialisation in NZ, and workplace conditions had
deteriorated. Although Regulations required the provision of first-aid, for most industries
there was a lack of clarity as to what was actually required and little pressure to provide
it. Nonetheless the threat of war on NZ’s shores had triggered increased interest in firstaid training, and some workplaces took advantage of this. This chapter describes NZ’s
post-war realignment of the DoH’s and DoL’s services.

It charts the steps taken to

improve industrial hygiene, expand the provision of workplace first-aid, and reduce the
incidence of accidents between 1946 and 1965.

The chapter explores the post-war

activities of the first-aid providers, and discusses the research on the provision of
workplace first-aid during this period.

The Labour Department’s Post-war Initiatives
After the war those that had been deployed overseas returned home.

To support full

employment the Employment Act 1945 was introduced, and the National Employment
Service (NES) was established in 1946[280]150. There was plenty of work and a shortage
of workers.

Seasonal and heavy industries were given priority for full employment to

improve the local environment and the export market[278, 281].

These industries

included shearing, meat freezing, sawmilling, construction and defence works as well as
urban industries[282].

150

During the war the National Service Department had been responsible for military conscription. After the
war this department was replaced by the National Employment Service. As part of their rehabilitation wounded
ex-servicemen were given trade training to assimilate them back into the workforce. Compulsory National
Service was established to occupy and train the remainder of the workforce.
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Figure 10.1 Ngauranga Freezing Works, 1949, reproduced from “Living in the 20th Century”
(p.33)[214]

A New Factories Act
Following Davidson’s report on the status of industrial hygiene in NZ, the Factories Act
1946 was introduced[283].

The Act redefined a factory as a workplace “where two or

more people” were engaged, or “where one or more was employed in addition to the
occupier”, thus expanding the workplace coverage.

Figure 10.2 Pallo Engineering, Wellington, 1940’s, reproduced from “Living in the 20th Century”
(p.259)[214]

Inspection

activities

were

upgraded,

factory

inspectors

were

required

to

pass

examinations, and health inspectors could inspect workplaces in relation to health
matters. Importantly, the Factories Act stated that,
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The occupier of each factory shall provide and maintain first-aid facilities,
appliances, and requisites to the satisfaction of the Inspector, or, when a
standard is prescribed, shall provide and maintain first-aid facilities,
appliances, and requisites of the prescribed standard. Cf. Factories Act 1937,
s.45 (U.K.)[284].
The last line of the above quote indicates that the Act was modelled on the British Act,
which was referred to in Davidson’s report[70].

Figure 10.3 Cf. Factories Act 1937, s.45 (U.K.)[70]

The NZ Factories Act did not provide the detailed specifications outlined in the British Act.
Conversely the NZ Act made provision for additional Regulations to be developed to
supply these details. The Consolidated Regulations 1937 required workplaces to provide
first-aid appliances, but detailed specifications were not provided151.

However, the

notation in the Factories Act suggests that the British standard was adopted, although
this was unclear.

Regardless employers were given five years to upgrade their

workplaces in compliance with the new provisions[285]152.

An amendment to the

Consolidated Regulations in 1948 required factories to maintain accident registers
including the date, time, place, injured person’s name, and the nature and cause of the
injuries sustained[286].

This simple system may have helped workplaces determine

their first-aid requirements.

Reconfiguration of Services
The DoL and NES were amalgamated in 1947 and renamed the Department of Labour
and Employment (DoL&E) until 1954 when it was once again called the Department of

151

The exception was the 1939 Coal-mines Regulations that made specific first-aid provision for that industry
(see Chapter Nine).
152
Additional extensions beyond the five year period were permitted if required (Martin, 1996)
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Labour (DoL)[28]153. The DOL&E focused on industrial welfare and safety, research into
industrial psychology, “Training Within Industry”, Award enforcement, and factory
inspection[28, 287]. The activities of the NES contact officers were combined with the
factory inspectors work, and these functions became part of the Industrial Welfare
Division (IWD) formed within the new department[28, 285, 287].

As inspection work

had “the most pressing demands”, the contact officers were given formal lectures, by the
factory inspectors, on “industrial legislation and awards”[288]. Once trained the contact
officers undertook inspection duties “either wholly or part-time” in addition to the factory
inspectors[288]. Consequently, the number of factory inspectors increased from seventy
in 1945, to 126 in 1948-49, and their work focused on safety, “especially safety involving
machinery”[285, 287]154.

Improved Standard of Factory Inspection
Following Davidson’s comments on the standard of factory inspection, the Factory
Inspector’s Examination Regulations were introduced in 1949[289]. Accordingly factory
inspectors had to pass an examination to qualify for appointment as an “Inspector of
Factories”[289]. The DoH provided the inspectors with training in elementary principles
of

physics,

chemistry,

industrial

hygiene,

factory

welfare,

safety

and

industrial

psychology[29, 289]. Table 10.1 shows the number of factory inspections increased in
an effort to improve factory conditions and reduce the accident rate[287].
In 1949, the DoL&E reported “improvements” in the provision of workplace first-aid
equipment, although “a number of cases of depleted or dirty cabinets” were found, and
some workers “did not seek first-aid when it was required”[287].
mirrored those identified in Davidson’s report.

These findings

The need to “educate the workers

(especially men) to use first aid facilities for minor cuts and abrasions” was identified, as
untreated injuries often led to septic poisoning, and lost work time[287]. Furthermore,
the requisitions for improvements issued to factories in relation to the provision of firstaid equipment were reported for the first time (see Table 10.1). However, some large
workplaces had employed full-time industrial nurses[287].

153

The Department of Labour and Employment administered 26 districts outside of the four main centres. It
started with 799 staff and grew to 897 a year later, of which 105 were factory inspectors (Martin, 1996, p.237).
154
In addition to the department’s inspectorate, the police continued to conduct some factory inspection work
until the mid 1950’s. The Police Department was paid 750-1,000 pounds annually for this service from the
1930s until the early 1950’s. In 1953-54 the amount was reduced to 100 pounds and then no more payments
were made indicating that the services were discontinued (Martin, 1996).
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17289

18291

19102

20324

20573

20863

21179

20945

21111

21038

20808

20656

20488

20616

20202

20146

20206

20273

20340

20439

1946

1947

1948

1949

1950

1951

1952

1953

1954

1955

1956

1957

1958

1959

1960

1961

1962

1963

1964

1965

282561

272346

261465

254500

245874

232397

232243

226127

220937

218297

213779

203471

189073

189404

186980

182542

176390

162802

152956

141752

Workers
N.

285,680

13071

14444

13751

13371

13262

15293

15556

16938

16206

13708

17092

18522

17783

15960

15995

15422

13037

7955

10976

7338

Inspections
N.

* data not included in the DoL’s annual reports for these years.

Total N.

Factories
N.

Year
ending
March 31

803,889

56418

58998

55332

54365

54249

53650

53313

51945

45490

43630

42038

40581

39523

37201

33489

32929

30075

7525

6750

6388

Total Accidents
N.
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18

10

4

7

8

11

9

8

5

7

4

7

7

10

15

9

*

8

7

12

Factory
Fatalities
N.

322

20

31

15

25

31

22

28

14

23

10

*

8

36

21

12

*

*

*

*

26

Factory
Prosecutions
N.

94,561

11702

9524

8877

7396

5556

4463

4353

3574

2695

5297

5336

4999

5543

4389

4084

*

3683

1538

881

671

Improvement
notices issued
N.

Table 10.1 Factory registration, inspection, accidents, prosecutions and requisitions for improvements issued between 1946 and 1965

6,539 (7%)

1225 (10.5%)

1316 (13.8%)

554 (6.2%)

505 (6.8%)

423 (7.6%)

377 (8.4%)

371 (8.5%)

212 (5.9%)

164 (6%)

159 (3%)

186 (3.5%)

175 (3.5%)

210 (3.8%)

192 (4.4%)

180 (4.4%)

*

290 (7.8%)

Improvement
notices issued
for first-aid
provision
N.

Nevertheless, the low number of requisitions for first-aid provision suggests that either
most factories complied with the legislation, or this provision had not been inspected.
The DoL&E concluded that the provisions in the Factories Act had been embraced in
many of the Awards negotiated between unions and the employers[285].

The Accident Problem
Despite the new legislation, and the increased number of inspections, factory accidents
also increased.

This may have been due to the increased coverage of the Act, and/or

that more accidents were reported and recorded, in accordance with the Consolidated
Regulations[285]. To illustrate the economic impact of industrial accidents, in 1949 the
DoL&E compared the number of lost working days through industrial accidents155,
alongside days lost through industrial disputes[290].
Table 10.2 Lost Working Days through Industrial Accidents and Industrial Disputes in New Zealand
1943-1946[290]

Total

Year

Industrial
Accidents
N.

Working Days Lost
Through Industrial
Accidents
N.

Working Days Lost
Through Industrial
Disputes
N.

1943

12,763

963,262

14,687

1944

10,973

978,798

52,602

1945

10,386

845,986

66,629

1946

11,311

950,908

30,393

45,433

3,738,954

164,311

The direct cost of lost wages through industrial disputes in 1946 was estimated to be
40,112 pounds, in comparison to 258,621 pounds paid in accident compensation [287].
However, the indirect costs156 were estimated to be four times more than the
compensation cost. Specific data was also provided on factory accidents between 1938
and 1948[290]157. Table 10.3 indicates that on average sixty-seven working days were
lost for each factory accident in 1946. Evidently factory accidents were time consuming
and costly to the individual, the organisation, and to the country.

155

Note that these are recorded industrial accidents, not just factory accidents. However the data excluded the
mining and waterside accidents that may have occurred during this period. In their report the department
estimated that 4,000-5,000 mining accidents occurred per annum, but no details were provided on the number of
accidents involving watersiders (Department of Labour annual report, 1949).
156
Indirect costs include the loss of production and other costs.
157
The accidents reported in Table 6.3 exclude non-factory accidents such as railway operating, building and
construction, bush and sawmilling. Accident data from these industries was not provided in the department’s
report.
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Table 10.3 Factory Accidents in New Zealand 1938-1948[290]

Year

Factory Accidents
N.

Factory Workers
N.

Reportable
Accidents per
Thousand Factory
Workers

Days Lost by
Factory
Workers
N.

1938

4,165

123,723

33.7

349,987

1939

4,938

129,488

38.1

365,074

1940

5,420

132,907

40.8

356,874

1941

6,517

134,089

48.6

410,662

1942

7,496

130,560

57.4

431,415

1943

7,591

132,599

57.2

407,964

1944

6,582

138,600

47.5

459,397

1945

6,143

141,752

43.3

385,627

1946

6,388

152,956

41.8

432,976

1947

6,750

162,802

41.5

-

1948

7,525

164,684

45.7

-

Total N.

69,515

By the end of the 1940’s, 95% of factories employed fewer than ten people, and the
accident rate was still climbing. In 1950, the DoL&E’s annual report noted that it was
“desirable” that “one person should be in charge of first-aid equipment to ensure it was
maintained”, and that person “should hold a first-aid certificate”[291].

Additional Workplace Legislation
Between 1950 and 1961 a series of legislation was introduced to improve workplace
health, safety and welfare, although not all made provision for first-aid (see Table 10.4).
Table 10.4 Legislation to improve workplace health, safety and welfare in the 1950’s
Year

Act

Provision

1950

Machinery Act

Sections 15-24 Relate to safety provisions, excluding first-aid

1950

Workers Compensation Act

Section 24 Established the Workers Compensation Board

1953

Waterfront Industry Act

Section 39 Required amenities for waterside workers including
first-aid rooms

1955

Shops and Offices Act

First schedule Section 18 Required first-aid facilities, appliances
and requisites that met the satisfaction of an inspector

1956

Workers Compensation Act

Section 3 Employers liable for compensation for workplace
accidents, injury or death
Section 25 Medical provisions required ‘appropriate’ facilities for
injured workers requiring treatment, including transport to
hospital, and the provision of hospital and transport expenses

1959

Construction Act

Section 17 (e) Provision of first-aid facilities

1960

Coal
Mining
Amendment 10

1961

Construction Regulations

Regulations,

Section 4 (3) (e) Mine Managers Certification included first-aid
certification158
Section 21 Required ‘adequate’ first-aid facilities, appliances and
requisites to the Chief Safety Engineer’s satisfaction

158

The first-aid certificate had to have been awarded within five years of the application for the Mine Managers
Certificate, or endorsed with a statement noting that the person had been re-examined in first-aid within the
previous five years.
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As the number and variety of industrial machines increased, the Machinery Act 1950 was
introduced to raise workplace safety standards and minimise the accidents involving
machinery[292]159.

The DoL&E developed manuals and safety standards to educate

workplaces on their requirements under this Act, and employed three specialist
inspectors to ensure workplaces complied.
involving machinery diminished[287]

160

Subsequently, the number of accidents

.

In 1953, the Waterfront Industry Act required port authorities to provide first-aid rooms
for waterside workers[293]161. Similarly, the Construction Act 1959 made this provision
for construction workers[294]162. The latter Act also extended the duties of inspectors,
and employers had to appoint “safety supervisors” at all sites[295].
Regulations

1961

provided

marginally

more

guidance

on

The Construction

what

first-aid

was

required[296]. Employers were to consider the “type of construction work”, the “number
of workers”, and the “proximity to first-aid and ambulance services”[296]. Conversely,
the 1955 S&O Act replicated the same provisions as the 1946 Factories Act did for
factories, where first-aid provision was “at the discretion of the Inspector”[297]. To date
coal mining was the only workplace required to provide a trained first-aider, and minemanager’s certification included first-aid certification[245].

However, “Amendment 10”

of the Coal Mine Regulations 1960, stated that first-aid certificates could be up to five
years old at the time of their application[298]. This suggests that the mine managers’
first-aid skills may have been inadequate, in what was recognised as a very dangerous
occupation.
The 1950 WCA provided compensation for contractors and apprentices, and the 1956
amendment made further provisions[299, 300].

When workers suffered occupational

injury, or were incapacitated by certain industrial diseases they, or in the case of death
their dependents, were entitled to compensation.
compensation payments [129]163.

The employers were responsible for

Injured workers were assessed for temporary or

permanent incapacity for work, and paid compensation based on 80% of their weekly

159

The responsibility for the safety of machinery (other than boilers, cranes and lifts) was transferred from the
Marine Department to the Department of Labour in 1953.
160
The Machinery Act was amended in 1956 requiring machine manufacturers to provide appropriate guarding
to prevent accidents from occurring. An additional amendment was made to the Machinery Act in 1961 to
articulate the duties of machinery users.
161
Note this was six years after the provision of first-aid was mandated for factories.
162
The 1959 Act was introduced following an inquiry into an accident outside the DIC building in Wellington in
1957. Scaffolding collapsed killing two pedestrians and injuring several workers.
163
From 1943 employers were obliged to insure against this liability. However, employers could be exempted
from this on the grounds that they were able to pay compensation independently of insurance.
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earnings[28]164. The maximum period for a compensation claim was capped at six years,
although long-term work-related diseases were still virtually ignored[28].

Workplace First-aid Provision in Awards and Agreements
The Awards, Agreements and Orders for 1951 were examined to ascertain how many
employers had incorporated workplace first-aid provision within the five year period they
were given to comply with the Factories Act[301]165.

Forty-five percent of the Awards

and Agreements (101/224) made provision for either ‘modern’, ‘appropriate’, ‘suitable’,
and ‘adequate’ first-aid ‘outfits’ (kits)166. Of these, eighteen required a “competent firstaider” to be in charge of the first-aid kit,167 and six required a nominated person to take
on this responsibility.

The Timber Workers Award made provision for the person in

charge of the kit to be paid ten shillings per week for these duties, if “the appointee is
the holder of a first-aid certificate issued by the Order of St John”[302]. This was the
first time employees were reimbursed for these services168.

Figure 10.4 First-aid Provision in the Westland Timber-Workers Award, 1951 (p.459)[301]

The Freezing Workers Awards required “casualty rooms” to be provided for first-aid
treatment[303]. The Electrical Workers Awards required “a chart of instructions” for the
“treatment of cases of apparent electrocution” to be supplied to each gang[303]. Finally,
two Gas Workers Awards required respirators to be provided for their employees.
Evidently some unions and employers implemented the provisions of the Factories Act
within the designated timeframe.
Nevertheless, workplace accidents increased from 40,581 in 1954 to 43,630 in 1956, and
of these nearly 50% occurred in manufacturing industries[304]. This was disconcerting
to the DoL, therefore 78% of the factories registered were inspected in 1957[305]. Of
the 4,938 breaches of the Factories Act that were identified, the majority 4,404 (89%)
164

Limitations applied on the amount of compensation that could be paid in respect of any one accident.
Payments tended to be below 80% of an individual’s normal weekly earnings.
165
As previously noted, employers were given five years to upgrade their workplaces in order to comply with
the Factories Act.
166
These Awards and Agreements were negotiated between the employers and the unions, and were not
restricted solely to factory establishments.
167
Nine of these workplaces were Freezing Works.
168
At the time some Awards and Agreements made provision for additional payments for such things as working
in wet or dirty conditions (drains, sewers, tunnels etc), meal and travel allowances, and tool money.
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concerned health, safety and welfare. Of these 164 failed to provide first-aid equipment
‘to the satisfaction of an inspector’, and were issued with an improvement notice[305].
Approximately 18% of the accidents were reportedly “caused” by machinery, however
few (twenty-three) prosecutions were recorded in the DoL’s 1957 annual report[305].
The DoL concluded that legislation would not reduce workplace accidents, and suggested
that industry should take the prime responsibility for lowering it[305] .

The Health Department’s Post-war Initiatives
Meanwhile, in 1947 the DoH established the Industrial Hygiene Division (IHD), under the
leadership of a Dr T.O. (Tom) Garland [29]169. Industrial hygiene was defined as “any
aspect of health that may be directly related to an occupation”[306].

Although

occupational health related to all workplaces, most of the IHD’s work was perceived to
involve factory workers[306]. In 1948, Garland visited 220 workplaces and reported that
fewer than half complied with the Factories Act 1946[307].

He considered other

interventions were required, and proposed a medical and nursing service be established
to treat workplace injury and illness, identify the causes, and promote accident
prevention measures[307]170.

Garland observed that very few NZ factories were big

enough to provide these facilities for themselves, and recommended that industrial
health clinics be established in industrial areas to treat the workers.

Industrial Health Centres and Clinics
Garland’s recommendations came to fruition, but this was initially led by the WHB, rather
than the manufacturing sector.

In 1966, a Dr W.I. Glass from the DoH recounted the

story of the development and work of the industrial health clinics and health centres in
an article published in the NZMJ[308]171. Glass explained that the WHB established the
first clinic at Glasgow Wharf in 1948[308].

In 1947 a Royal Commission of Inquiry

surveyed first-aid facilities and amenities and subsequently the clinic was established as
an experiment [306, 308-310]172. The experiment was so successful that the WHB also
provided premises for the Wellington Waterfront Industrial Health Clinic, which was
administered by the DoL.

Between 1st June 1948 to 31st May 1949, 2,465 workers

received first-aid treatment at the Wellington waterfront[311].

The majority, (39%),

received treatment for cuts, abrasions and lacerations, and “foreign bodies in the eye”
169

Garland remained the Director of the Industrial Hygiene Division (later renamed Occupational Health) until
1957.
170
At this time 16,000 of the 18,000 factories (95%) registered with the Department of Labour employed 10
workers or less
171
Dr Glass later became the Group Medical Adviser for Wormald International N.Z. Limited
172
The clinic was established with the support of the WIC, the NZ Waterside Employee’s Association, and the
NZ Waterside Workers Union.
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accounted for 11% of cases[311]. Nearly half of the injuries sustained were to the hands
or fingers. The first-aid treatment was perceived to be quick and efficient, and few cases
required hospital attention. The Lyttleton Waterfront Industrial Health Centre opened in
1949, followed by the Dunedin Foreshore Clinic173 and the Auckland Queens Wharf Clinic
in 1952[306]. Small first-aid rooms were later established for waterfront workers, and
those in the vicinity of the waterfront at Timaru, Napier and Port Chalmers [312]174.

Industrial Medical Officers and Nurses
In 1949, the DoH appointed Industrial Medical Officers (IMO’s) within the IHD[309]. The
IMO’s were located in the DoL’s four main centres; Auckland, Wellington, Christchurch
and Dunedin, as they worked closely with its staff [309]175.

In 1954, the duties and

‘ethical rules’ for the IMO’s were formalised by a sub-committee on industrial medicine
and approved by the NZ Branch of the British Medical Association [313].

Figure 10.5 Tom Garland (centre) and the Industrial Medical Officers, reproduced from
“Occupational Medicine”, 2003 (p.508)[314]

Articles promoting the work of Canadian and British Industrial Health Nurses (IHN’s)
appeared in the NZ Nursing Journal (NZNJ) in 1943 and 1946[68, 69, 315]. The IHN’s
pioneering role in NZ workplaces was publicised in the NZNJ in 1946 and 1947[316,

173

In 1953 the Department of Health reported that the Foreshore Health centre serviced 58 workplaces including
the waterfront.
174
For more information on the treatment provided see ‘Nursing on the Waterfront’ The American Journal of
Nursing Vol. 59, No 8. August, 1957, pp.1139-1141.
175
By this time the labour force had grown to 710,600, of these 75% were employed in manufacturing industries
located in the main centres. According to Garland a fifth Medical officer was later appointed in Palmerston
North. These five doctors organised and supervised occupational health services throughout the country. They
met twice a year to share experiences, discuss problems and plan policy. (‘Occupational Health Services in New
Zealand’, Transactions of Association of Industrial Medical officers (U.K.), July-Oct., 1953, pp.255-259).
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317]176. The DoH appointed their first nurse-inspector in 1946, and in conjunction with
the NZ Correspondence School, provided a six-month industrial course for nurses in
1947[309, 316].

The first two nurses to complete this training were appointed to the

IHD, and by 1950, IHN’s were appointed in each of the main centres[309]177. Part of the
IHN’s role was to educate the workers on health related matters. As heart disease had
been identified as the principle cause of death in NZ178, the DoH developed 20,000
“Artificial Respiration” pamphlets in 1949, which were distributed to the factories where
IHN’s were employed to educate the workers at group meetings[71, 311].

Industrial Health Centres
The first industrial health centre for factory workers was located at the Dunlop factory in
Christchurch in May 1951[308]. An IHN serviced the centre providing first-aid treatment
for the twenty-nine local factories that participated in the scheme[310].

In the first

seven months of operation 1,242 workers were treated, of these nineteen were referred
to a doctor, and twenty-five were sent to hospital[310].

Within two years thirty-four

factories were serviced by the centre[312].
The first purpose built industrial health centre was opened in Penrose, Auckland in 1954,
under the leadership of a Dr Gash[308]179.

This centre was funded by the Workers

Compensation Board (WCB) to diagnose and record the workplace injuries and illnesses
that occurred, and provide first-aid treatment and physiotherapy[308, 312].

The

intention was to promote H&S workplace practices, reduce accidents, provide ongoing
rehabilitation treatment if required, and get people back to work as soon as possible.
Nevertheless, factories were still required to supply workplace first-aid kits, and provide
first-aid treatment wherever possible.

The services provided by the Penrose Centre to

the workplace were promoted in the Labour and Employment Gazette (LEG), the DoL’s
official journal[72]180.

Between 1955 and 1964, 30,009 injuries were treated at the

centre, of these 80% were work-related. Thirty-eight percent of the injuries were minor,
such as cuts, lacerations or bruises, a further 26% comprised foreign bodies in the eye or
elsewhere[308].
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In brief, Bryant, May, Bell & Co., appointed the first industrial nurse in Wellington in 1924 to look after the
health and welfare of female employees (NZNJ, 1946). Nurses were also employed in munitions, chocolate,
biscuit and clothing factories during the war. Menzies estimated that around 40 nurses were providing a service
to approximately 12,000-13,000 people in industry (1/10th) by 1946.
177
The Industrial Health Nurses worked under the supervision of the district Industrial Medical Officers.
178
In 1947, 35.8% (5,655) of all deaths were attributed to heart disease (Department of Health annual report,
1947, p.3).
179
Dr Gash was the first part-time Medical Officer (Glass, NZMJ 1966, pp.87-93)
180
The Labour and Employment Gazette was launched in February 1951 to publicise employment related
information and promote industrial safety and compliance with labour legislation.
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Figure 10.6 Penrose Industrial Health Centre, reproduced from the “Labour and Employment
Gazette”, 1954 (p.14)[72]

By 1960, six industrial health centres had been established, and thirty-four factories,
three shops, and five other unclassified workplaces had employed full-time IHN’s[318]181.
In

1965,

ten

workers[308].

industrial

health

centres

serviced

28,000

factory

and

waterside

The DoH’s 1965 annual report states that thirty-four doctors provided

services to forty workplaces (24,000 employees), and sixty-seven IHN’s were employed
covering 50,000 employees[319]182. The industrial health centres provided an essential
service in NZ, and were mainly funded from the public purse.

According to the DoH,

similar services were provided on industrial estates in Britain, but these were partially
funded by the factories at a cost of approximately two pounds per person per year[320].

First-aid Training Provision
The statutory requirements for workplace first-aid at that time were minimal. Apart from
the mining legislation, there was no legal requirement to provide first-aid training,
although some workplaces had made this provision. In 1949 in Britain, it was reported
that 95% of workplace injuries could be dealt with by someone with “less knowledge and
skill than a state registered nurse”, and “free up” hospital staff to deal with the more
serious cases[321]. In NZ the same year, the DoH noted that first-aid in most factories
“needed to be simple”, and could be “carried out by St John or Red Cross
members”[306].

181

Summaries of the treatment provided at the centres were reported in the Health department’s annual reports.
Of the 100 factories that employed between 201-500 workers, thirty-three provided nursing services, and
seventeen provided a medical service. Financial assistance could be obtained from the Social Security Fund,
under the Social Security (General Medical Services) regulations 1950, Amendment No 2 (S.R. 1963/227)
towards the provision of these medical services (Department of Health annual report 1965, p.21).
182
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During this period St John and the DoH began to work collaboratively to provide first-aid
training. In fact, when the industrial clinics were introduced, St John offered to assist the
DoH to avoid any “confusion of duties” between them[322]. When St John introduced
their Industrial Hygiene course, Garland and the IMO’s helped to facilitate it in 1950[22,
323]. Classes were held in the main centres183, but participation was limited to St John
members and those who held a St John first-aid certificate[323]184. In 1952, additional
classes were held using the textbook “Health at Work” prepared by Garland on behalf of
the DoH, and the same text was published by St John in 1953[82, 324]

185

.

Staff in

charge of first-aid equipment in government departments, and those who administered
first-aid were also encouraged to undertake first-aid training[325]186.
Part of the IMO’s role was to supervise workplace first-aid provision, but not necessarily
provide first-aid themselves. Part of the IHN’s role was to promote health education, and
they recommended, and coordinated first-aid training with St John in factories where
there were frequent injuries[308].

Through these interventions workplace first-aid

training became more prevalent.

Air Ambulance Service
During this period aircraft became a more popular form of transport in NZ.

An “Air

Ambulance Service”, initiated in 1957 was discussed in both the DoH’s and St John’s
annual reports[326, 327]. St John’s Hawke’s Bay-East Coast Centre pioneered the “Air
Attendants’ Course” the same year[326]. Prospective air attendants, who held the prerequisite “St John First Aid Certificate and Nursing Certificate”, were taught how to treat
patients, who “may also suffer from altitude effects”[326]. By the 1960’s aircraft
operated by commercial operators and aero clubs were used to transport patients, in
addition to road ambulance services[328]187.

Resuscitation Training for Electrical Workers
Meanwhile in 1951, Garland reported that thirty-two deaths from electric shock had
occurred between 1949 and 1951[329]. Following severe electric shock, ten successful

183

Auckland, Christchurch, Dunedin, Wellington and Lower Hutt
According to St John’s annual report 139 candidates were awarded an Industrial Hygiene certificate in 1950.
185
It is unclear how many certificates were awarded as this was not recorded in the report.
186
This course comprised three lectures. The first a brief description of the ‘make up’ and workings of the
human body, treatment for bleeding and shock and the contents of the first aid kit. The second comprised
treatment for various injuries e.g. burns, cuts, sprains, poisons and factures and had a practical component. The
third lecture was an explanation and demonstration of artificial respiration and practice session.
187
For details of these services see the Department of Health’s annual reports from 1957 onwards.
184
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resuscitation attempts in NZ, and 102 successful cases in Britain were reported in the
NZMJ[329]. Encouraged, the DoH held a resuscitation conference to discuss the “good
and bad points of various techniques” for the first-aid training community in August
1955[330]188.

After the conference the State Hydro-electric Department developed a

poster on the Eve Rocking, Pole-top and Holger Nielsen techniques for distribution
throughout the industry[330]

189

.

The following year, Garland published the booklet

“Artificial Respiration” describing several resuscitation methods[331]. He recommended
that every electrical linesman should know the “pole-top resuscitation method” and
advocated resuscitation be rehearsed “for at least half a day, at least once a
year”[331]190.

Figure 10.7 The Pole-top method, reproduced from “Artificial Respiration”[331]

The DoH made a substantial contribution in terms of the health and wellbeing of the
workforce during this period, especially through the provision of the modern, well
organised industrial health centres.

188

Participants attending the conference included members of the Red Cross, Surf Lifesaving Association, Royal
Lifesaving Society, and representatives from Government Departments.
189
The State Hydro-Electric Department also promoted an instructors manual entitled “Resuscitation From
Electric Shock” (also from Drowning etc.). The “Instructions for Resuscitation of Persons Suffering from
Electric Shock” was published by the State Hydro-Electric Department in 1949.
190
This publication was promoted regularly to the workforce in the LEG, for three shillings and sixpence.
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A Coordinated Approach to Accident Prevention and
Workplace First-aid Provision
From the late 1940’s the DoL and DoH worked together on numerous hazard awareness
and accident prevention initiatives to encourage workplaces to manage the health, safety
and welfare of their employees191.
overseas

had

proven

In 1950, the DoL reported that safety publicity

“conclusively”

that

enforcement

alone

would

not

reduce

accidents[291]. Good housekeeping, safety training and industry ownership in the form
of workplace safety committees were required. In 1951, the DoH and DoL formed a joint
Safety and Health Education Committee to develop publicity campaigns.

Books and

pamphlets were produced, and three safety posters were developed. Two of the posters
related to first-aid192. One, a first-aid placard, listed first-aid requisites and directions on
how to administer a first-aid dressing, and provide treatment for shock and burns (see
Figures 10.8 and 10.9)[291, 332]193. A second poster entitled “Get First Aid” illustrated
an injured thumb, and encouraged workers to seek first-aid treatment[332].

The DoL

reported that the posters were “well read” and had increased the provision of factory
first-aid[333].

Within two years 3,500 posters were distributed monthly, increasing to

6,000 copies per month by 1957 [305, 334].
An Industrial Advisory Council, was formed in 1952 to encourage employer and worker
cooperation,

and

promote

improved

workplace

conditions

and

behaviour[28]194.

Subsequently several workplaces reportedly formed safety committees, and “two or three
had appointed safety officers”[335].

In 1954, the WCB formed the National Safety

Association of NZ (NSANZ), a non-profit accident prevention organisation. The NSANZ
promoted “safety measures, educational campaigns, training courses” and “safety groups
in industry”[29, 336]195.

191

The first of these initiatives was the Mobile Health Exhibition on industrial hygiene which toured the country
from 1949 to 1952 (Martin, 1996).
192
The third poster, released in 1951, depicted hazards relating to chrome and cyanide (Department of Labour
annual report, 1951)
193
The placard was updated in 1960 in alignment with the first aid training syllabus.
194
The Council comprised equal numbers of employers, union and government representatives
195
The Association comprised individual and organisational membership and later formed the National
Industrial Committee where industries and voluntary organisations such as St John were represented. Local
safety groups were organised, pamphlets published, radio talks given, and in 1954 a national “housekeeping”
campaign and safety congress was held. Some activities planned by the joint Safety and Health Education
Committee were handed over to the Association. Details of the Associations’ work was frequently published in
the LEG.
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Figure 10.8 The First-aid Placard196

Figure 10.9 Minimum Equipment Required As Illustrated on the First-aid Placard

196

This is the revised version of the placard produced by the Health and Labour departments in 1959.
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First-aid Training for Bush Workers
The incidence of bush industry accidents came to the DoH’s and DoL’s attention in
1950[291, 337].

At the time 3,000 bush workers197 were employed in NZ’s “most

dangerous industry”, and the DoH illustrated the gravity of the problem in their 1950
annual report[337].
Table 10.5 Bush Industry Accidents Between 1949 and 1950[291]
Year

Accidents
N.

Fatalities
N.

1948

603

7

1949

643

6

1950

606

4

Total N.

1,852

17

Between 1947 and 1949 the bush workers’ death rate was 2,500 per million, in
comparison with the death rate of Londoners during the blitz (1940-1945), which was
550 per million[337]. According to the report, the death rate had gone unnoticed for so
long because bush workers operated in isolation, whereas fatal accidents in small urban
factories were highly visible. In addition to those killed, one in five bush workers were
involved in an accident every year, and first-aid provision was not readily available198.
The DoH argued bush workers required adequate training, safety equipment, safety
publicity, and elementary first-aid training[337]199.

The Mill owners’ supported the

recommendation, so the DoL immediately arranged first-aid training for bush and sawmill
workers with St John, and the inspectors provided their time and transport to the rural
locations[322, 338]200.

However, in 1953, the DoH insisted that a paid first-aid

instructor should be recruited, to teach first-aid in isolated areas[312]. According to St
John the objective was to encourage those trained in first-aid to become more “safety
minded”, and reduce “the high rate of accidents and their consequences” in the bush
industry[339]. St John funded a scheme to teach first-aid to bush and timber workers
for a four-year period, and held the first training courses in 1955[340].

A Mr Arthur

Kennedy, Superintendent of the Taupo Ambulance Division, was employed as the Field
Officer. His role was to provide advice to bush and timber mills on safe working practices

197

Bush work comprised timber-felling, scrub clearing and sawmilling.
As previously noted first-aid supplies were required in compliance with the Bush Workers Act 1940.
199
In addition mill managers were to be encouraged by the Health department to get “telephonic communication
with the outside world” (Department of Health annual report, 1950).
200
As previously noted the employer and unions had included the provision of workplace first aid in the Awards
by 1951. Those who had trained as first aiders were rewarded with an additional weekly allowance of ten
shillings and sixpence.
198
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and first-aid equipment, and deliver first-aid training201.

In the first two years 226

people were awarded a first-aid certificate each year (97% passed the examination in the
first year, and 100% in the second)[326].

Subsequently, accident victims reportedly

received “sensible” first-aid treatment from co-workers, and were in an “excellent state”
when seen later by a doctor[326].

Both Dr. Grimoldby, Surgeon-Superintendent of

Taumarunui Hospital, and the Timber Worker’s Industrial Union of Workers commented
on the scheme’s benefits in St John’s 1957 annual report.

Figure 10.10 Dr. J. R. Grimoldby’s Comments on the Bush First-aid Scheme, reproduced from St
John’s Annual Report, 1957 (p.20)[326]

Bush accidents diminished from 615 in 1956, to 392 in 1957[309].

These results

suggest either the training had made some contribution to reduce the risk taking
behaviour of bush and timber workers, early first-aid treatment had reduced the risk of
sepsis and other complications, or fewer accidents were reported.

Regardless the

scheme appeared to be successful.
By the fourth year, the bush inspectors, the Forestry Service, medical practitioners, the
union, the NSANZ, and the WCB had developed a network of working relationships with
the forestry community. Mill owners also provided financial assistance to enable courses
to be held annually at their location[339]. The WCB funded additional first-aid training
officers at St John centres in Auckland, Wellington and Otago[22]202.

Subsequently

Kennedy reported that 1,760 and 2,050 first-aid certificates were issued under the
scheme in 1962, and 1963 respectively[341, 342]203.
201

The first-aid training course comprised nine lectures. Three evening lectures were held each week for three
weeks, and candidates were examined by the medical profession. Kennedy found that the mill owners, and bush
workers had little knowledge of first-aid and accident prevention, and were keen to learn. Kennedy also
provided Home Nursing courses to rural women although this was outside of his brief. (St John 10th Annual
Report of the Priory in New Zealand, 1955-56. Wellington; 1955-56).
202
The Accident Compensation Commission replaced the Workers Compensation Board in 1974 and continued
to fund first aid training with St John. In 1982 the Accident Compensation Commission provided a $100,000
grant to extend its activities in industrial first aid through the appointment of a Director of Training (Wright-St
Clair, p. 80)
203
Additionally the pass rate of 97% was maintained.
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Figure 10.11 A Casualty is Transported Out of the Bush On An Improvised Stretcher, reproduced
from St John’s Annual Report 1961(back page)[343]

First-aid on the Waterfront
In 1963 the WIC employed and funded a Mr T.F. O’Brien, a St John first-aid training
officer, to provide watersiders with first-aid training[342]. O’Brien visited all the ports to
meet first-aiders, promote first-aid training204, and verify first-aid requirements.
Altogether 150 first-aiders were reported to be operating at the ports, but as most had
not attended a refresher course they were encouraged to do so205. O’Brien persuaded an
additional 150 men to attend first-aid training[342].

From this time on minor injuries

were treated on site, and those requiring “more detailed treatment” were sent to
industrial health clinics[342]206.

That year St John issued first-aid equipment to the

Wellington and Auckland ports, and ordered first-aid satchels for distribution to other
ports[342]207. By December first-aiders used the kits to treat 120 minor injuries. Fully
equipped first-aid rooms were situated in fifteen ports, in addition to the industrial health
clinics208 In 1964 the Waterfront Industry Ambulance Division was formed in Auckland,
and inter-port competitions were held between teams from Auckland and Mount
Maunganui [344]209. The rapid growth of waterfront first-aid services was an indication
of its success.

204

O’Brien also demonstrated the expired method of resuscitation to watersiders.
St John Ambulance station in Bluff was already located at the waterfront (St John’s annual report, 1963).
206
Data on the number of cases treated at each clinic is provided in the Appendices of the Department of
Health’s annual reports.
207
Ninety-six first-aid kits were issues and 246 first-aid satchels were ordered from England.
208
To recap the industrial health clinics were located in Auckland, Wellington, Lyttelton and Dunedin.
209
The inter-port competitions were supported by the Waterfront Industry Commission, shipping companies,
waterfront unions, and the business community.
205
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Additional Initiatives
Additional safety initiatives were promoted during this period including

“Good

Housekeeping Campaigns”[345] and accident prevention campaigns[346, 347]. In 1956
the first “Safety Week” exhibition was held in Christchurch and concluded with a forty-six
float procession portraying various aspects of safety[348]210. The DoL’s float displayed
six bandaged factory inspectors showing a range of industrial injuries[349]. A safety film
library was also established and films were shown to approximately 60,000 people
annually in the 1950’s[305].

The DoH and DoL provided H&S lectures to the

community, post graduate nurses, health inspectors, fifth year medical students, labour
inspectors, and classes organised by St John[309].

Speakers were also arranged for

branches of the British Medical Association, nursing associations, St John, the Red Cross,
the Royal Sanitary Institute, and courses were organised by the NSANZ[346, 350]. In
the 1950’s a safety film library was established, and these were shown to approximately
60,000 people a year[305] 211.

The Wellington Safety Centre
In 1961, the WCB supported the DoL in the development of a purpose built safety centre
in Wakefield Street, Wellington[351]212. This progressive training facility for factory and
safety inspectors, and industry groups included a model of a factory amenity block,
machines with guards, safety devices, lifting gear, protective clothing, and displays of
accident case histories. By this time the “safety officer” role had been created to help
“prevent accidents by being wise before the event”, but the concept of ‘safety officers’
and ‘safety committees’ was relatively new[352].
In summary, a coordinated approach had been adopted between government, industry,
and community groups to reduce the incidence of workplace accidents, and promote
prompt first-aid treatment. Moreover, first-aid training schemes were established for the
bush and timber, and waterfront industries.

210

Safety Week was a collaborative initiative by government departments in conjunction with the National
Safety Association.
211
The first New Zealand made film about workplace safety, “Wherever We May Work”, was jointly produced
by Departments of Labour and Health in 1956, and was funded by the National Safety Association and the
Workers Compensation Board. The film portrayed an assortment of hazards spanning a wide range of industries
and occupations, and was promoted both in New Zealand and overseas.
212
By this time the post-war baby boomers were beginning to enter the workforce and the incidence of accidents
was expected to rise.
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The First-aid Training Providers
In 1946, Sir Bernard Freyberg, the Governor General of NZ, became the Patron of the NZ
Red Cross Society[353]213. The same year, the Commanderies of the Order of St John in
NZ, Australia and Canada were raised to the status of Priories by St John’s Gate in
London. Subsequently Freyberg also became the first Prior of the NZ Priory of St John in
April 1947[24].
When St John became a Priory, their annual reports became more formalised.

Each

report provided a general overview of the work undertaken, and the number of
certificates issued.

First-aid training was not the primary activity of the Red Cross214,

and the centres and sub-centres did not routinely provide annual returns[354].
Accordingly the number and type of first-aid certificates issued by the Red Cross and St
John do not reflect the total number trained. Also those who were re-certified following
refresher first-aid training were excluded in the overall count215. Moreover, housewives
who completed elementary first-aid training and home nursing courses in 1954-55 with
St John, were not awarded certificates[324, 340].

Neither organisation distinguished

those trained for the workplace in their reports. Consequently the data shown in Tables
10.6 and 10.7 give an indication of training provided by these organisations during this
period216.
Table 10.6 Certificates issued by St John 1956-1955217
Year

Certificates N.

1946

7,146

1950

4,680

1951

5,414

1952

5,768

1953

6,344

1954-55

6,686

Total N.

36,038

213

By 1946, sixteen Red Cross centres had been established in NZ (The NZ Red Cross Society’s Annual Report
and Balance Sheet, 1946).
214
The objectives of the NZ Red Cross are set out in its Constitution and Rules. The mission of the Red Cross
was to prevent and alleviate human suffering, protect health and life, and provide protection and assistance
during armed conflicts.
215
St John stated that between 1885 and 1946, 181,833 certificates had been issued in NZ (1946 Annual Report),
however earlier reports note that records were not always maintained at a local level therefore this may be an
estimate. Similarly the Red Cross became established in NZ much later, but individuals were operating
independently in various parts of the country.
216
The focus of this thesis is on workplace first-aid and therefore centres on the adult population trained and
certified in first-aid. For this reason data on first-aid training for cadet, community groups such as the Brownies,
Guides, Scouts and for school children has not been provided.
217
These certificates include those issued for other courses such as Home Nursing.
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In 1946, St John provided first-aid training to members of the Public and Civil Service,
the Air Training Corps, the police, bush workers, and some traffic officers employed by
Municipal Authorities[355].

In 1952, the police, traffic officers, miners, railwaymen,

factory workers and dental nurses were trained[324].

Figure 10.12 Training School for Dental Nurses, reproduced from “New Zealand Yesterdays” (p.222)
[239]

In 1946, the Red Cross awarded 444 first-aid certificates[353]. Between 1947 and 1954
elementary, intermediate and advanced first-aid certificates were awarded.
Table 10.7 First-aid Certificates issued by the Red Cross 1947-1953/54

218

First-aid Certificates
Elementary N.

Intermediate N.

Advanced N.

Total
N.

1947

1556

370

7

1,933

1951

272

58

24

354

1951/2

257

69

39

365

1952/3

191

63

47

301

1953/54

314

78

40

432

2,590

638

157

3,385

Year

Total N.

The Red Cross provided first-aid training to VAD’s whose services supplemented hospital
staff, and serviced sports and community events[356]. Besides first-aid training, on-the-

218

In addition to these courses twenty-nine certificates were issued for a short course on first-aid in 1952/3 and
forty-two were issued for the same course in 1953/4.
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spot assistance was provided by both organisations whenever disaster struck, such as
the tornado at Frankton and the Tangiwai Railway tragedy219.

Figure 10.13 Emergency at Frankton, August 1949, reproduced from the Red Cross Annual Report,
1949 [357]

Figure 10.14 Members of the Red Cross Provide Assistance At the Tangiwai Tragedy, reproduced
from “The Geneva Connection” (p.87)[30]

Between 1955 and 1963 St John provided “Preliminary First Aid” courses, designed for
those under sixteen years of age[326, 339, 341-343, 358-360]220. Table 10.8 provides

219

St John’s 1953 annual report notes that bush workers, who had been trained in first-aid for the workplace,
were on-the-spot when the disaster happened, and were able to help with the rescue work and utilise their firstaid skills. The Red Cross’ annual report 1954 reported that members of the Wanganui and Wellington Men’s
Detachment provided relief aid at Tangiwai. Altogether 134/285 people on the train at the time survived.
220

As teenagers were employed in the workplace these figures have been included, however from 1958 those
fifteen years and older were able to undertake the standard first-aid training course. Additionally certificates
were awarded to those who had completed a “standard” first-aid training course.
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an indication of the first-aid certificates issued between 1955 and 1963 for both training
providers[216, 326, 339, 341-343, 358-368].
Table 10.8 First-aid Certificates issued by St John between 1955/6 and 1963, and the Red Cross
1954/55 to 1962/63221
St John

Red Cross

First Aid N.

Preliminary First
Aid N.

Year

First Aid N.

1955/56

3,105

2,725

1954/55

187

1957

3,262

2,959

1955/56

255

1958

2,798

3,841

1945/57

184

1959

2,812

2,608

1958/59

209

1960

2,695

2,247

1959/60

205

1961

3,092

2,800

1960/61

233

1962

3,565

2,570

1961/62

257

1963

4,066

2,118

1962/63

250

25,395

21,868

Year

Total N.

1,780

St John’s Wellington Centre provided first-aid training for the police at the Police Training
School at Trentham from 1955[358]. The following year all constables were issued with
“an army-type field dressing to be used in an emergency”[358]. By 1958 eleven St John
Railway Ambulance Divisions and three Cadet Railway Ambulance Divisions were
functioning[339].

First-aid was included in St John’s other training courses, such as the

Industrial Hygiene Course.

Resuscitation training was provided to Council and NZ

Electricity Department electricians, and Ministry of Works linesmen at Taupo, Mangakino,
Ariatiatia and Wairakei[360].

Research in Britain
In the 1950’s, with heightened interest in industrial hygiene several pertinent studies
were undertaken in Britain. For example, fifty small factories in a London borough were
surveyed in 1957, of these 80% employed twenty-five workers or less, and 69%
employed fewer than ten[73]222. The results showed the standard of workplace first-aid
was poor, the conditions in the small factories were “deplorable”, and the provisions of
the Factories Act “were not met”[73]..

Opinions varied as to what was “sufficient”,

“convenient”, and “adequate” provision[73]. Forty-four percent had no accident register,
90% had a first-aid box, but of these 28% were deficient in their content. Fewer than
half had a “responsible person” in charge of the first-aid box, and “only three workplaces
221

The numbers of Red Cross certificates do not include those awarded to cadets and the Junior Red Cross.
This survey was conducted by the Department of Public Health of the London School of Hygiene and
Tropical Medicine. These figures were representative of the factory population in Great Britain at the time.
222
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had a trained workplace first-aider”[73]. Most workplace injuries, although “trivial”, were
treated at the hospital[73].

The researchers recommended an improved inspection

system, rather an improved industrial health service.
In 1958, the factory inspectorate conducted a pilot study to assess industrial health and
the provision of first-aid[369-371]. Seven hundred and sixty factories employing 28,699
workers were surveyed in Halifax[369-371]. Of these, 557 (78%) employed fewer than
twenty-six workers.

The results showed the factories had “inadequate and inefficient

first-aid facilities”, and “insufficient numbers of trained workplace first-aiders”[369-371].
A second pilot, undertaken in 1959, achieved similar results[372]223.

Although these

studies were valuable, they did not determine what industrial health services should be
provided for small workplaces.

Further studies were necessary before the Harlow

Industrial Health Service was established[371, 373].

The Harlow Study
Lord Taylor, the Medical Director of the Harlow Industrial Health Service, studied what
first-aiders actually did in factories and other workplaces[370].

The results indicated

there were insufficient numbers of first-aiders, and first-aid boxes were deficient in small
factories”[372].

It was argued that most of the first-aid syllabus was “irrelevant” for

industry[372].

It is claimed that the emphasis for industry was different from

“conventional first-aid” that was provided at road accidents[372]. For example fractures
of “long bones”, serious haemorrhage, and other severe injuries were uncommon in the
workplace[372]. In contrast, industrial first-aiders provided treatment for “a stream of
minor injuries”, and “ailments” such as cuts, burns and headaches[372].

Taylor

estimated that there were 40,000,000 industrial accidents each year in Britain, of these
many were perceived to be minor.

He concluded that workplace first-aiders should

receive “efficient” first-aid training and provide “prompt and skilled treatment”[372].
Subsequently the Harlow Service focused on the provision of “efficient” first-aid training
and certification, and invited individuals and workplaces that had their own medical
officer to affiliate with them[372]224. The Ministry of Labour supported the training which
was designed to meet the needs of those working in factories, building sites, farms,
shops, offices and warehouses[372]. In 1961, both the BMJ and the British Journal of
Industrial Medicine praised Taylor’s book on the subject, which was considered to be
extremely useful to doctors, IHN’s, and first-aiders[374, 375].

223
224

The second pilot was held in Stoke-on-Trent.
The aim was to reduce suffering, disability and lost work time due to inadequate treatment of minor injuries.
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Research in New Zealand
In 1951, DoH surveyed sixty Christchurch factories employing between fifty and 500
workers[332].

Twenty-six of the factories (43%) surveyed employed more than 100

workers, of those sixteen had a first-aid facility, three employed a full-time nurse, and
twelve had a St John trainee on call. The researchers recommended that factories with
more than seventy-five workers should provide a first-aid room with a stretcher and
washing facilities, and suggested a trained first-aider was “advisable”[332].
Although very little research was conducted in NZ, the British factory studies did not go
unnoticed[376, 377].

In 1960, the DoH’s pamphlet entitled “Occupational Health

Developments”, referred to the Halifax study, and suggested that NZ workplaces also
took an ad-hoc approach to first-aid provision[318].

The author, a Mr Kennedy225,

recommended St John and Red Cross issue a joint textbook “to make some marked
impression on this deficiency”226.

Survey of Factory First-aid
Prompted by a 17.1% increase in compensated lost-time septic injuries between 1957
and 1961, the DoH and DoL jointly conducted the “Survey of Factory First Aid 196364”[12]. The aim was to assess whether the provision of workplace first-aid facilities and
training minimised the chance of sepsis occurring in industrial injuries.

Under the

Factories Act 1946 first-aid had to be provided, but this provision was not defined227. As
a result, the criterion used for the survey was the advice provided on the first-aid placard
issued in 1951 (see Figure 10.9).
Factory inspectors surveyed 8,180 factories, 40% of those registered, of these 78%
employed ten or fewer workers (63% employed less than six) [12].

They found that

3.7% of the factories had a certified first-aider. In a further 3.7% of the factories the
first-aiders certificates had expired. Fewer than 2.7% provided both a first-aid kit and
first-aid facilities. Most of the first-aid facilities that were provided were dirty. Although
95% provided first-aid kits, 46.7% of these did not meet the standard. The researchers
also observed that in workplaces where the first-aiders certification had expired, the
225

At the time Kennedy was the Assistant Director of the Division of Public Hygiene within the Department of
Health in New Zealand, he later became the Director General of Health.
226
To achieve common practice in first-aid a joint manual had already been developed by the British Red Cross
Society, the St. John Ambulance Association, and the St. Andrew’s Ambulance Association in the United
Kingdom in 1958.
227
According to the Act the standard was left to the discretion of the factory inspector to determine what was
‘sufficient’ and ‘adequate’.
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standard and cleanliness of the first-aid kits and facilities presented “the picture of
untrained men than of those holding a current certificate”[12]. Only 19% of the factories
recorded first-aid treatment provided. The DoL’s 1964 annual report refers to the study
as “a campaign to promote better first-aid service in industry”[378]. During the survey
the number of improvement notices served on workplaces for first-aid more than doubled
in comparison with previous years (see Table 10.1).
Following the study, the DoH released the “Occupational Health Bulletin on Factory First
Aid” in 1965[12, 75]. The bulletin noted that sepsis cases had increased from 9.4% of
workers compensation claims in 1953, to 18% in 1960, and stated that NZ first-aid
techniques were defective228.

The publication explained how sepsis could be avoided,

and provided factory first-aid instruction “not dealt with in the standard first aid
course”[75]. The first-aid training syllabus from the St John and Red Cross textbook was
included with the suggestion that every factory should have a least one certified firstaider, “particularly those with over 100 employees”[75]. Minimum scales of factory firstaid equipment were recommended (see Figure 10.15). Furthermore factories with more
than 100 employees were advised to provide a first-aid room of approximately 100 foot
square229.

Figure 10.15 Recommended Minimum Scales of Factory First-aid Equipment, reproduced from the
Occupational Health Bulletin, 1965 (p.13) [75]

228

Between 1952 to 1960 septic injuries increased from 3,752, to 9,645 (10% to 18% of all accidents).
This was similar to that instituted in Australia during the war, although in NZ in 1951 it was recommended
that factories with seventy-five, rather than 100 provide a first-aid facility.
229
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Summary
To conclude, this chapter described NZ’s post-war realignment of the DoH’s and DoL’s
services, and the steps they took to improve industrial hygiene between 1946 and 1965.
Attempts were made increase workplace first-aid through a series of legislation, although
the requirements were inconsistent and obscure.

The factory inspector’s role was

upgraded, and enforcement activity increased. Additionally, some unions negotiated paid
allowances for first-aiders in their Awards and Agreements. The industrial health centres
and clinics introduced organised, professional first-aid treatment and training services,
and a targeted first-aid training service was provided for the bush industry. The range of
first-aid training courses broadened, and the numbers trained increased.
Following the trend overseas, industrial health promotion activities were initiated to
encourage industry responsibility for reducing and managing the accident problem. The
industrial accident problem and the prevalence of sepsis were not unique to NZ.

In

Britain, research was undertaken in the manufacturing sector, where the majority of the
accidents occurred.

Influenced by these studies, the survey of factory first-aid

highlighted the abysmal state of this provision in NZ. The status of factory first-aid was
not identified through enforcement activity.

What constituted ‘adequate’ first-aid

provision was neither articulated, nor understood.

Moreover, the development and

enforcement of workplace legislation, the investment industrial hygiene education, and
first-aid training provision although commendable, were implemented independently.
Consequently the interventions may have been less successful than they may have been
had they been integrated.

Given this situation Chapter Eleven investigates the steps

taken to improve factory first-aid provision and tracks the progress of the industrial
health centres and clinics between 1966 and 1985.
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Chapter Eleven
Occupational Injury Management
1966-1985
After the Second World War, segments of the workforce had access to first-aid services
through the industrial health centres and clinics.
established for the bush industry.
workplaces.

A first-aid training scheme was also

However, these services were not available to all

Legislation made provision for some workplaces to provide first-aid, but

specifications as to what was required were ambiguous, for both the workforce and the
factory inspectorate.

The extent of the problem went undetected until the 1963/64

survey exposed the state of factory first-aid provision.

This chapter investigates the

steps taken to improve first-aid regulation and provision between 1966 and 1985.

It

tracks first-aid provision at the industrial health clinics and centres, and in the bush
industry. Importantly, the first-aid training community influenced this provision in other
workplaces. Moreover, research on the provision of workplace first-aid during this period
is summarised.

The Workplace
In recent times NZ had enjoyed a buoyant economy. Factory numbers increased from
17,289 in 1946, to 20,635 in 1966, and the factory workforce had more than doubled
(141,752

and

291,865

respectively)230.

The

numbers

of

larger

engineering,

metalworking, food-processing and pulp and paper making industries increased, and
farming, food, power, water, domestic, and administration services grew[379].

In

comparison textile, building, small engineering, transport and commerce industries
decreased in numbers[380].

There was plenty of work, and a labour shortage.

Consequently women were encouraged into the workforce, and part-time work and
apprenticeships became more popular[128, 381, 382]231.

230

By this time 23% of NZ’s workforce were women (DoL Annual Report, 1967).
Furthermore a subsidised immigration scheme encouraged migration to NZ, broadening the diversity of the
workforce (DoL annual report, 1969 pp.4-32)
231
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Figure 11.1 Watties Canning Factory 1960-1970’s, reproduced from “Living in the 20th Century”
(p.25) [214]

First Aid (Factories) Regulations 1966
Following the survey of factory first-aid provision, the DoH issued the “Occupational
Health Bulletin on Factory First Aid”, advocating that every factory should have at least
one certified first-aider[75].

Minimum scales of factory first-aid equipment were

recommended, but were not compulsory until the First Aid (Factories) Regulations 1966
(FAF) were introduced.
The FAF Regulations aimed to “ensure early attention to minor injuries which have in the
past become serious as a result of the development of sepsis”[383].

Minimum

requirements for first-aid appliances and requisites for factories were mandated
according to their size[384, 385]232. Factories employing more than six workers had to
appoint a person in charge of the first-aid facilities, appliances and requisites. From April
1968, factories with more than 100 workers had to provide a dedicated first-aid
room[386]233. The person in charge of this facility had to be a registered nurse, or hold
a valid St John, or a Red Cross first-aid certificate234. To meet the training requirement,
“Section 11” of the Regulations made provision for “other first-aid training approved by a
Medical Officer of Health”, but no details were supplied[384].

These provisions were

similar to those in place in Britain in 1962[387]235.

232

The scale was identical to the scale recommended in the Health department’s Occupation Bulletin on First
Aid, issued in 1965.
233
Potentially more accidents occurred in larger workplaces.
234
In Britain, workers responsible for the first-aid box had to be a registered nurse, an enrolled assistant nurse, or
hold a first-aid certificate issued within the previous three years by a designated training organisation – known as
a ‘valid’ first-aid certificate.
235
Moreover, until the end of 1962, those with this responsibility were considered properly trained if they had
held a first-aid certificate within the previous ten-year period.
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When the NZ FAF Regulations were introduced, workplace first-aid provision was no
longer optional, nor ambiguous; factory owners and occupiers were legally bound to
provide it. Furthermore, the responsibility for the standard of first-aid provision shifted
from the factory inspector, to the workplace. These Regulations may never have been
introduced had the factory first-aid survey not been conducted. To help workplaces meet
their legal requirements, the DoL issued “First Aid in Industry” in 1967[386].
Information on the cause of sepsis, and instructions on how to treat superficial wounds
and burns were included.

The importance of first-aid, and first-aid training was

emphasised236. Information on Red Cross and St John’s first-aid training was supplied in
the publication, which was freely distributed throughout the manufacturing industry, and
promoted in the LEG[388].

Enforcing Workplace First-aid Provision
The DoL’s annual reports show that the factory inspectors actively enforced the first-aid
Regulations, evidenced by the number of improvement notices issued (see Table
11.1)237.

Most of the requisitions for improvements issued in one year were complied

with in the following year[389-392].

The 100% success rate for much of this period

suggests this was an effective enforcement intervention.

As there were no first-aid

regulations for S&O, the DoL applied the standard for factories to these workplaces as
well[393, 394]238.

236

The Labour department’s booklet suggested that everyone should have at least elementary first-aid
knowledge.
237
Requisitions for improvements were issued under the Factories Act 1946 for first-aid equipment, fire
prevention equipment, ventilation, lighting atmospheric conditions and temperature control, seating, washing
and shower facilities, personal protection, sanitation, meal rooms, clothing accommodation, access and egress,
cleanliness, noise control and other unspecified provisions (DoL’s annual reports during this timeframe).
238
Specific details on first-aid provision in these workplaces was not recorded in the reports.
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3

21091

21000

21087

21046

20969

21090

21128

21466

21590

21885

21749

21823

21958

21953

21764

22546

23114

23221

1968

1969

1970

1971

1972

1973

1974

1975

1976

1977

1978

1979

1980

1981

1982

1983

1984

1985

Not recorded

377902

363228

365326

368034

360793

375008

367793

366734

377101

364958

355284

351231

335357

326251

326501

315961

299731

294642

302202

291865

Workers
N.

229,352

10156

177

11

10

10941240

3

4

7

7

8

11

8

9

10

7

8

8

11

11

16

10

14

4

series ends

67420

65353

67662

67976

63195

60636

*

56498

Accidents
N.

12283

12434

11953

12381

10657

10100

11325

8309

9305239

10449

12227

11428

11717

12322

12984

12661

12848

12872

Inspections
N.

319

5

18

9

14

13

20

12

11

9

32

8

8

20

2

8

17

12

32

33

36

Factory
Prosecutions
N.

314,692

16381

19776

20635

22197

22348

20667

17974

16191

15901

13003

11818

12552

13986

11967

13095

12405

13095

13490

14432

12779

Improvement
notices issued
total N.

47,841
(15.2%)

2325 (14.2%)

2708 (13.7%)

2933 (14.2%)

2831 (12.7%)

3228 (14.4%)

2879 (13.9%)

3021 (16.8%)

2875 (17.8%)

2568 (16.1%)

1999 (15.4%)

1770 (15%)

1940 (15.5%)

2328 (16.6%)

2163 (18%)

2403 (18%)

2399 (19.3%)

2630 (20.8%)

2130 (15.8%)

1692 (11.7%)

1019 (8%)

Improvement
notices issued
for first-aid
provision
N.

In 1975 the economy shifted and unemployment increased. There were departmental reviews, including a review of the Labour department and the factory inspectorate. The
Labour department was subsequently restructured. These changes impacted on the number of inspections conducted in 1975 and 1976.
240
In 1984 and 1985 the inspectors undertook training as a new priority inspection scheme was to be introduced. As a result fewer inspections were undertaken. In addition
inspectors were reassigned to supervise ballots on compulsory unionism (Labour department annual report, March, 1966 pp.22-34). By the early 1980’s the Labour department had
grown considerably, 2,110 staff were employed including 156 factory inspectors, 56 construction inspectors, 25 explosives and dangerous goods inspectors and 15 bush inspectors.
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*

20929

Total N.

20635

1967

Factories
N.

1966

Year ending
March 31

Factory
Fatalities
N.

Table 11.1 Number of Registered Factories, Workers, Inspections, Reported Accidents, Fatalities, Prosecutions and Improvement Notices Issued Between 1966
and 1985.

Factory Surveys
Improved accident compensation reporting procedures introduced in 1967, revealed a
7.3% increase in compensable workplace accidents between 1966 and 1968[382]241. In
1968, the majority (44%), occurred in manufacturing workplaces[395]242.

The most

common injuries were lacerations, punctures and open wounds to “hands, fingers and
thumbs”, sprains and strains, and “foreign bodies in the eye”[395]. The DoL concluded
that the increase was due to the broader coverage of workplace accidents under the
Factories Act, but also conceded that safety performance had diminished.
In 1970, the DoL surveyed factories employing fifty to 100 workers to establish if their
staff

would

undergo

first-aid

training

and

provide

Unfortunately few details of the study were reported.

first-aid

services[381]243.

Only one factory had arranged

first-aid training for staff, although a “qualified person” on the staff was considered to be
“a worth-while objective” by those who participated[381]. In factories where first-aiders
were available, efforts were made to increase the numbers. The following year the DoL
reported that 63% of the factories surveyed had a least one qualified first-aider[128].
Another 20% perceived that their staff would undertake first-aid training. Another 8%
perceived a qualified workplace first-aider was unnecessary, either because they had few
accidents, or were within close proximity to a hospital or an industrial health clinic.

A

further 9% perceived it was difficult to recruit qualified persons, or indicated that workers
were disinterested in first-aid training.

Amendments to the First Aid (Factories) Regulations
The FAF Regulations were amended in 1973, 1975 and 1981[396-398].

The first

amendment required factories employing more than fifty workers (rather than 100) to
have either a registered nurse, or a person holding a “valid” certificate issued by St John
or the Red Cross, in charge of first-aid facilities[396]244.

The second amendment

241

The new reporting procedures were introduced following the Royal Commission of Inquiry into accident
compensation claims (See The ‘Woodhouse Report’ section later in this chapter).
242
Between 1968 and 1969 there were 20 times more working days lost through workplace injuries than
industrial disputes (LEG, Volume 23, No.4, November 1973). Forty-seven percent of the permanent partial
disabilities, and 23% of the fatalities were also recorded as being from this industry group. (DoL annual report,
1973, p.55)
243
As previously noted under the FAF Regulations, factories with fewer than 100 workers were not required to
appoint a qualified person to administer first-aid.
244
The ‘valid’ certificate had to be less than three years old, and if not renewed, the holder was deemed to be
unqualified and could not assume this responsibility. Furthermore the minimum scales for eyewash apparatus
included in the first-aid kit was replaced with filer papers, these were used to remove particles from the eyes.
Additionally the words “First-aid booklet” were changed to “First-aid manual”.
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replaced the imperial measurement system with the metric system[397]245.

The third

amendment made it was an offence to contravene the Regulations[398].

These

amendments were promoted to the workforce in the LEG.

Figure 11.2 Advertisement in the LEG, August 1975[399]

The Occupational Health Programme
Meanwhile, in 1967 the DoH announced that their occupational health programme was
“an integral part of public health in New Zealand”[400].
investigation of occupational disease

246

The programme included the

, surveillance of lead and electroplating workers,

and air pollution surveys[400, 401]. Staff training was provided, and by 1968 two-thirds
of the Health Education Officers were awarded Diplomas in Health Education, and Health
Inspectors completed specialist training and certification with the Royal Society of Health
[402].

Examples are illustrated on the following page.

245

First-aid supplies purchased prior to the amendment were not required to be replaced at that time.
The 8th revision of Occupational Health Series No.3 “Diseases Arising from Occupation” was published by
the DoH in 1978.
246
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Figure 11.3 Certification for Membership of The Institute of New Zealand Health Inspectors,
Awarded to Lyall Mortimer, June 1967

Figure 11.4 Certification for Associate Member of the Royal Society of Health, Awarded to Health
Inspector Lyall Mortimer, January 1968

Figure 11.5 Diploma in Air Pollution Control, Awarded to Lyall Mortimer, September 1969
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Accident Compensation
In the interim workplace accidents escalated.

By 1967 over 100,000 workers were

injured annually, and the estimated annual cost of work-related injuries was $50
million[129].
workers

247

days[403]

Over a third of the compensation costs were paid to manufacturing

, and aggregated lost work time was estimated to exceed a million calendar

248

. Accident compensation and treatment provided under the 1950 WCA was

considered to be inadequate. Consequently a Royal Commission of Inquiry investigated
“the law relating to compensation and claims for damages for incapacity or death arising
out of accidents (including disease) suffered by persons in employment”[129].

The

Honourable Arthur Owen Woodhouse led the investigation that included visits to several
continents249. Public hearings were held in NZ, and submissions were reviewed.

Figure 11.6 Cartoon reproduced from the LEG, February 1967[403]

The ‘Woodhouse Report’
“Compensation

for

Personal

Injury

in

New

Zealand”,

commonly

known

as

the

‘Woodhouse Report’ concluded there were “inconsistent solutions for less than one victim
in every hundred of those suffering from industrial accidents”[129].

Woodhouse

recommended significant changes to the compensation system to protect citizens “from
the burden of sudden individual losses” when their work had been “interrupted by
physical incapacity”[129].

The proposed compensation scheme comprised five key

principles; community responsibility, comprehensive entitlement, complete rehabilitation,
adequate compensation, and efficient administration[129].

The proposed changes

247

The compensation cost to manufacturing workers equated to 1.3 million pounds.
Average compensation payments were estimated to be 56 pounds per injury in the manufacturing industry
(LEG, Volume XV11, No. 1, February 1967, p. 22).
249
Visits were made to Vancouver, Chicago, Toronto, Montreal, Rome, Geneva, Stockholm, London, New
York, Washington, San Francisco and Sydney.
248
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focused on injury prevention, rehabilitation, and adequate compensation to “restore a
man to health and gainful employment”[129].

Regardless of the cause of injuries,

compensation requirements were to be determined through systematic assessment and
“restore a man to health and gainful employment”[129]. Woodhouse proposed that the
maximum weekly payment for incapacity be raised from $23.75 to $120 to “safeguard a
normal level of income”[129]250.
Recommended

injury

reduction

strategies

included

coordinated

safety

education,

adequate inspection and strengthened enforcement. Hazard management responsibility
was placed on the community. Incentives were proposed for compensation claimants to
get well quickly and return to work. The fault-based compensation system251 was to be
replaced by a compulsory social insurance scheme that everyone contributed to. Finally
an independent authority would administer the scheme to ensure claims were
consistently assessed and benefits promptly provided.

The new compensation scheme

was unique as it was designed to meet NZ conditions by providing adequate protection
for the working population twenty-four hours a day.

The scheme focused on injuries;

sickness and disease were specifically excluded except for certain known industrial
diseases252. The overriding aim was to coordinate the existing unrelated systems, and
collect statistical information, improve industrial accident analysis and inform accident
prevention interventions.

A New Accident Compensation Scheme
Although the recommendations were accepted in principle, five years elapsed before the
new compensation Act was developed. New injury compensation reporting procedures,
introduced in 1967, required insurance companies to report detailed information to the
Government Statistician when compensation claims were submitted[382, 404]253.
new system followed international best practice.

The

Several legislative amendments and

Orders relating to the WCA were introduced over the next few years[382]254. Eventually,
the Accident Compensation Act 1972 replaced the WCA, and established the Accident

250

Compensation included income related benefits for income loss and payment through the whole period of
incapacity tailored to the severity of the injury. Additionally whole and part lump sum payments were
recommended.
251
For all personal injury cases (not just workplace injuries)
252
Woodhouse proposed that the scheme once established, could be broadened at a later date to include sickness
and disease.
253
Previously injuries were not reported until compensation claims were finalised and sometimes took years.
Additionally confusion existed between new and ongoing injury claims, consequently accident data was
unreliable. Therefore information on the type of accident and injuries sustained was required.
254
In brief, simplified insurance procedures were introduced in December 1968 The Employer’s Liability
Insurance Regulations 1968, Amendment No. 1, introduced a new flat rate of employer’s liability insurance
premium and the Workers’ Compensation Order 1969 introduced maximum weekly payments for total and
partial incapacity (see Labour department annual report 1969, p. 32). In 1971 the Labour department convened
the “Interdepartmental Committee of Compensation for Personal Injury” to develop the Accident Compensation
Bill (Labour department annual report, 1972 pp.6-37).
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Compensation Commission (ACC) to administer universal cover for injury accidents. The
new scheme finally came into effect on 1 April 1974 when the ACC replaced the Worker’s
Compensation Board.

Figure 11.7 Announcing the Accident Compensation Bill, reproduced from the LEG, February
1972[405]

Industrial Health Centres and Clinics
The Woodhouse Report noted that the industrial health centres and clinics provided “an
extremely valuable function”[402].

In 1967, these facilities provided treatment for

23,933 patients, and 18,550 re-attended for further treatment255.

Nevertheless, the

Onehunga centre closed in 1968, due to an insufficient workload[401]256. The number of
treatments provided by these combined services remained fairly static until the late
1970’s when both first-time attendances and re-attendances began to diminish.

This

was possibly due to increased provision of medical and/or nursing services in private
enterprise, and/or the establishment of workplace first-aiders.
Table 11.2 Attendance at Industrial Health Centres and Waterfront Clinics Between 1978 and 1984
Year ending 31
March

First attendance
N.

Re-attendance
N.

Total
N.

1978

22,504

21,452

43,956

1979

21,162

17,903

39,065

1980

18,890

16,302

35,192

1981

18,791

14,298

33,089

1982

19,084

12,399

31,483

1983

20,456

9,314

29,770

1984

19,451

8,930

28,381

140,338

100,598

240,936

Total N.

255

These figures represent first-time treatments, and exclude the patients that had returned for subsequent visits
as 44,499 were serviced in total. Thirteen Industrial Health Centre and Waterfront Clinic were operational in
1967 in addition to a mobile operating unit (DoH annual report 1968, p. 87).
256
The Onehunga Health Centre was closed in consultation with local businesses.
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Industrial Medical and Nursing Services
By 1967, eighty-two nurses and forty-seven doctors provided services to approximately
34,000 factory workers[400]. Services included treatment for injury and illness, medical
examinations and immunisations. Additionally advice was provided on maintaining safe
and healthy work environments, accident prevention, emergency evaluation procedures,
and H&S legislation[336]. In 1970, the DoH published information on the “Medical and
Nursing Services in Industry” in the LEG[406]. Of the fifty-eight factories that employed
more than 500 workers, thirty-five (60%) employed a doctor, and forty-nine (84%)
employed a nurse257.

Unions and workers reportedly endorsed these services, as they

contributed “to morale, lowered accident rates, and increased productivity”[406].
Conversely nine factories considered medical and nursing services to be a “false
economy” in the workplace[406].

Figure 11.8 Doctors Services in Factories, reproduced from the LEG, November 1970[406]

By 1972, sixty-four doctors and 120 nurses provided services to over 50,000 workers,
approximately “one-sixth of the total factory population”[407]. Two years later seventy
doctors and 145 nurses were employed in the workplace in either a full or part-time
capacity.

Although the provision had grown, only 27/63 factories (43%) employing

between 501-1,000 workers, and 70/300 (23%) employing between 201-500 workers
were reported to provide these services[336]258.

Given the benefits, it is unclear why

many of the larger factories did not invest in these services, although the extent of their
first-aid provision during this period is unknown. Nevertheless, workplace medical and
nursing services became more popular.

By 1984, 160 doctors and 262 nurses were

employed in this capacity, representing a 29% and 31% increase respectively between
1967 and 1984[408].

257
258

The report was written by a Dr J. F. Copplestone, and the data was collated in 1969.
Dr Bill Glass was employed by the Health department, and was also the author of “People at Work”.
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First-aid on the Waterfront
Waterfront accidents were commonplace, so the WIC’s first-aid scheme continued
throughout the 1960’s259.

Forty man-hours were lost through workplace accidents for

every watersider employed in 1967[409]260. Apart from the personal injuries suffered,
the loss of productivity must have been a huge financial burden for the WIC. Accidents
and first-aid training provision was recorded in the WIC’s annual reports.

Table 11.3

shows the numbers of waterfront first-aiders trained between 1968 and 1985261.
Table 11.3 Number of Waterside Workers Trained in First-aid Between 1968 and 1985
Report
Ending 30 September

Waterside Workers
First-aid
Trained N.

1968

318

1969

318

1974

300+

1980

286

1981

306

1982

339

1983

339

1984

317

1985

309

O’Brien262, the First-Aid Training Officer, reported that between 1 July 1966 and 30 June
1967, 320 first-aiders provided treatment to 16,445 waterside workers[410].

First-

aiders managed most cases, only 8% required treatment by a doctor, and 3% required
hospital treatment.

Table 11.4 illustrates the equipment available to waterfront first-

aiders in 1967[344].

259

This initiative was supported by the Waterfront Industry Commission, the NZ Waterside Employee’s
Association, and the NZ Waterside Workers Union as noted in the previous chapter.
260
In 1965 forty-nine man-hours were lost through workplace accidents on the waterfront.
261
This data has been sourced from the Waterfront Commission’s annual reports. It is unclear whether the
numbers trained in first-aid comprise part of those reported in St John’s annual report, or are in addition to this
data.
262
Mr. T. F. O’Brien was the St John’s Ambulance member, who was funded for this role.
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Table 11.4 First-aid Equipment Provided to Ports in 1967263
Equipment

Port

Provided by

Resuscitation models

Port Chalmers
Lyttleton
Nelson
Dunedin

Donated by the Waterside Workers’
Unions

Resuscitator
Oxygen equipment

St John Ambulance Brigade Mobile
Unit

New Plymouth Union

Plastic air-inflated splints

Bluff Waterfront

Bluff Waterfront Division fund raising

Resusci-Ann training model

Auckland Waterfront

Auckland Waterfront

Stretchers
Blankets
Bandages
Instructional charts

All Waterfront Divisions and
Sections

Waterfront Industry Commission

In 1968, the Mount Maunganui waterfront clinic opened[401].

That year wharf clinics

provided

and

treatment

watersiders[411].

for

8146

cases

of

“injury,

medical

re-dressings”

Of these 6,201 (76%) were treated by first-aiders[401].

for

A further

12,365 port workers and members of the public also received treatment[411]. In 1968,
O’Brien, conducted six-monthly “lecture visits” to the twenty-one ports covered by the
first-aid scheme “maintain an efficient standard of first-aid” [411]264.

Accident Compensation at the Waterfront
Lost time through injury increased in 1969[412]265.

The actual number of workers on

compensation reduced, but the number of compensation days paid increased, suggesting
the injuries sustained may have been serious (see Table 11.5). Port safety committees
subsequently explored ways to prevent accidents, and provided additional first-aid
rooms[412]266.
Table 11.5 Number of Registered Employees, Men on Compensation and Compensation Days Paid
Between 1967 and 1973267
Report
ending
30 September

Registered
workers
N.

Men on
compensation
N.

Man-days paid
compensation
N.

1967

6634

1252

38789

1968

6294

1263

41000

1969

6123

1251

46360

1970

5964

1068

37800

1971

6725

1220

48075

1972

6832

1174

48767

1973

6595

1068

42654

263

Some of the resuscitation models used were donated by the Waterside Workers’ Union at Port Chalmers,
Lyttleton, Nelson and Dunedin ports
264
By 1968 Waterfront divisions and sections of St John’s Ambulance were established in 15 ports.
265
Although lost time through injury increased, the number of cases treated by first-aiders reduced to 5,824.
266
The additional first-aid rooms were provided in cooperation with the Harbour Boards.
267
For the purposes of this exercise ‘actual’ numbers were used from from the Waterfront Industry
Commission’s annual reports between 1967 and 1973. The Bureau register strength provides data for both
‘limitations’ and ‘actual’ number of employees.
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In 1974, the WIC’s initial annual accident compensation levy under the new legislation
was $1,338,090[413].

To help cover the ACC costs, all waterside employees paid a

compensation levy comprising 4.3% of wages and bonus payments.

Following the

introduction of the new earnings-related accident compensation scheme, waterfront
accidents increased by 70%[413]268. In 1974 the WIC paid injured workers $58,828 for
their first week of compensation. The number of lost working days through injury was
39,988 in 1974, compared with 26,495 in 1973[413].

There was little incentive for

workers to recover and return to work quickly, although there was certainly an incentive
for the WIC and port authorities to reduce workplace accidents.

Subsequently the

waterfront’s Auckland training centre provided employees with training to manage staff,
operate machinery, and pass Marine Department examinations[413]269.

Waterfront Industry Centre of St John Ambulance Association
In 1979, St John reported they had a “sharing agreement” with the WIC[414]270.

St

John appointed a Chief First-Aid Training Officer to provide coordination between the
Priory, the Centres, Sub-Centres and the Districts271.

The Training Officer assumed

responsibility for teaching first-aid on the waterfront. In 1983, the WIC announced the
formation of the Waterfront Industry Centre of St John Ambulance Association[415]. In
December 1983, port representatives completed the Basic (first-aid) Instructors Course
in Wellington[416]. The qualification enabled those trained to conduct first-aid training
and examinations to the “Standard First-Aid” level[416].

A second Instructors course

was arranged in 1984[417]272. This was fortuitous as in the year ending 30 September
1985, the number of waterfront accidents increased by 4.6%, reversing the downward
trend experienced in the preceding six years (see Table 11.6)[417]. No explanation for
the increase was given in the annual report, neither was the volume and nature of
treatment provided by the waterfront first-aiders[417].
Nevertheless, first-aid provision was valued at the waterfront. Annual inter-port first-aid
competitions sponsored by the WIC in conjunction with St John, allowed members to
practice their first-aid skills under test conditions and maintain and improve their

268

Absence in the first week following an injury increased by 24.4% in the first six months of the scheme, and
subsequent absence increased by 94.7%.
269
The Waterfront Training Organisation was established in April 1967. In addition to a cinema, two lecture
rooms and a first-aid room the training facilities enabled realistic cargo operations to be simulated e,g, shunting,
loading from rail, road, wharf and mobile equipment on/off ships. The facility and its operation is described in
‘The Waterfront Training Organisation’, pp.31-35, LEG, Volume XX, N0.2 May 1970.
270
A conference was held in September 1977, regarding the co-ordination and administration of the waterfront’s
first-aid scheme, however very little was reported on the outcome (Waterfront Industry Commission Report,
1978, pp.19-41.
271
The Chief Training Officer at the waterfronts Auckland training centre was a Mr Harry Reynolds.
272
The second course was arranged as the Instructors were reportedly approached to conduct community firstaid courses.
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practical knowledge [409, 413, 418]273. The WIC’s annual reports indicate that first-aid
instruction provided watersiders with the skills to “deal with all types of accidents”, and
from 1981 focused on “those involving new cargo handling techniques and hazardous
cargoes”[418].

273

The competitions continued to be sponsored by the Waterfront Industry Competition in conjunction with St
John. These were very popular, for example in 1968 twenty-four teams from sixteen ports took part in the 1968
Inter-port First-Aid Competitions held in Wellington (Waterfront Industry Commission annual report, 1968
(pp.7-80).
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-

286

306

339

339

317

309

1979

1980

1981

1982

1983

1984

1985

Total N.

Waterside workers
first-aid trained
N.

Report
ending 31
December

4,371

558

540

546

632

675

709

711

Work
accidents
N.

1,456

197

182

218

217

205

202

235

Non-work
accidents
N.

5,827

755

722

764

849

880

911

946

Compensated
Accidents
N.

7,181

10.41

9.26

9.35

10.57

10.76

10.18

11.28

Accident frequency rate
per 100,000 man hours
worked

144,557

21102

18296

18670

19827

19803

19520

27339

Man-days paid
compensation
N.

Table 11.6 Numbers of Waterfront First-aiders Trained, Work and Non-work Accidents, and Compensation Claims Between 1979 and 1985

5,770

807

721

757

848

819

876

942

Men on
compensation
N.

The Regulatory Environment
In Britain in 1970, a Committee of Inquiry led by Lord Robens, reviewed employment
H&S provisions[130]274. Potential changes to workplace legislation, and the “nature and
extent of voluntary action” to ensure public safety were considered.

The “Robens

Report” concluded that frequency of workplace accidents and occupational diseases in
Britain was unacceptable[130].

Robens argued that “apathy was the greatest single

obstacle to progressive improvement”.

In his opinion, workplace health and safety

legislation had evolved in a “piecemeal” fashion, and the volume of regulatory control
was complicated to understand.

Consequently compliance was onerous for workplaces

and government administrators.

The legislation was outdated, excluded reference to

hazard identification and management and accident prevention, and despite copious
amounts of regulatory control, did not cover all workplaces.

Robens maintained

workplace accidents occurred through “general apathy” and the “attitudes and reactions
of individuals”, and He argued “voluntary elements of the overall system” were
missing[130]275.
Accordingly workplace legislation was radically streamlined, and the Health and Safety at
Work Act 1974 was introduced.

The emphasis for workplace health and safety

management changed from external policing, to self-regulation[419]. Workplace training
and supervision, and the establishment of safety committees and safety officers were
accentuated.

Education supported the new legislation, rather than regulatory control.

Minimum standards were promoted through a series of codes of practice, collaboratively
developed with industry groups.

New Zealand’s Approach to Health and Safety
The LEG published a synopsis of the Robens Report in November 1972, indicating that
the findings in Britain, were relevant to NZ conditions[420].

Nevertheless, workplace

inspections continued to be conducted under ten Acts of Parliament during this
period[391]276.

274

The review comprised interviews with inspectors, administrators, industrialists, managers, government
officials and trade unions. Additionally site visits were made to workplaces in the United Kingdom and
overseas.
275
Robens’ concluded that workplace health and safety was a product of efficient management.
276
Factories Act, 1946, Shops and Offices Act 1955, Shop Trading Hours Act 1977, Industrial relations Act
1973 and the Awards, Agricultural Workers Act 1962, Shearers Act 1962, Weights and Measures Act 1925,
Construction Act 1959, Apprentices Act 1948 and the Bush Workers Act 1945. In addition to these Acts,
Regulations were also issued such as the First-Aid (Factories) Regulations 1966 which provided specific details
that workplaces had to comply with.
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Figure 11.9 Synopsis of the Robens Report, reproduced from the LEG, November 1972[420]

Meanwhile, the number and type of industries increased, as did the range of machinery,
and the variety of chemicals used. As a result factory fires occurred. In 1968, following
an Inquiry into an explosive fire at a plastics factory, the Factories Act 1946 was
amended to control the management of explosives and flammable dust[421]277.

In

1970, the LEG profiled the causes and consequences of inadequate fire prevention
measures[422]278. Three years later an amendment to the Factories Act introduced new
fire safety procedures, and noise control measures[423]. Nevertheless factory fires still
occurred279. In 1976, inspectors began issuing improvement notices to workplaces with
inadequate fire protection[424]. Table 11.7 compares the improvement notices issued in
relation to fire prevention equipment and first-aid provision. Assuming inspections were
consistent, from 1978 workplaces were less likely to provide fire prevention equipment
than first-aid.

277

Codes of practice were subsequently issued to cover flour and stock-feed mills, sulphur fires, and explosions.
Additional booklets included; Atmospheric Conditions on Factories, and guarding principles for small pneumatic
presses, hydraulic presses and granulators released in the late 1960’s. Safety Principles - Metal Cutting
Guillotines, Mincers (1969), Grain Augers, Hand Fed Platens, Guarding Dough Brakes in the Baking Industry
(1971). Guidelines were also developed to establish workplace safety procedures, and conduct self-inspection
programmes, to reduce injuries and minimise lost production costs. Lion Breweries in Auckland was one of the
early adopters of the self-inspection process which was reported in the LEG in March 1980 (Vol.30, No. 1, pp.
26-7).
278
The article was written by the Insurance Council of New Zealand as several serious fires had resulted in
injuries and substantial property losses
279
The fires mainly occurred where spray-coating was conducted.
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Table 11.7 Improvement Notices Issued for Inadequate Fire Prevention Equipment and First-aid
Provision Between 1976 and 1982280
Improvement Notices Issued
Year ended
31 March

Total N.

For Fire Prevention
Equipment
N.

For First-aid Provision
N.

1976

13003

1603 (12.3%)

1999 (15.4%)

1977

15901

2070 (13.1%)

2568 (16.1%)

1978

16191

2930 (18.9%)

2875 (17.8%)

1979

17974

3547 (19.7%)

3021 (16.8%)

1980

20667

3924 (18.9%)

2879 (13.9%)

1981

22348

4116 (18.4%)

3228 (14.4%)

1982

22197

4432 (19.9%)

2831 (12.7%)

Total N.

128,281

22,622 (17.6%)

19,401 (15.1%)

Factories and Commercial Premises Act
In 1974, a review of the Factories Act 1946, the Machinery Act 1950, and the Shops and
Offices Act 1955 began with a view to consolidating them[424].

The Employers’

Federation supported the review, as they wanted the legislation “to state simply and
broadly the duty of the employers to provide good conditions”[28]. Due to departmental
reviews, the election of a new government, and other legislative priorities, the process
was delayed[424]281.

The Factories and Commercial Premises Bill was eventually

presented to the Parliamentary select committee in November 1980, and the Act was
finally passed in 1981[391, 425].
The Factories and Commercial Premises Act 1981 (F&CP Act) amalgamated several other
acts including elements of the shops and offices legislation.

The provisions enabled

voluntary H&S committees and worker safety representatives to be established282.
Occupiers had to provide first-aid facilities, appliances and requisites “to the satisfaction
of an Inspector” or where a standard was prescribed “in compliance with the standard”
[426].

These new provisions were explained in the LEG in December 1981[426].

In

1982, the DoL published, and freely distributed “Planning the Workplace (A Guide to the
Factories and Commercial Premises Act, 1981)”[393]. Although the F&CP Act upgraded
workplace legislation, it was not as radical as the provisions made in the British Health
and Safety at Work Act 1974.

280

The Labour department stopped reporting the number of improvement notices issued for inadequate fire
prevention equipment in their annual reports from 1983.
281
A series of departmental reviews took place during this period. In 1974 the Labour department review
examined the department’s functions to determine its effectiveness and identify areas for improvement.
Subsequently the internal function was remodeled. In 1975 National won the election.
282
Martin, in his book on the history of the DoL reports that no safety committees had been established by the
mid 1980’s (see the New Journal of Industrial Relations, Vol. 11, No.3. 1986).
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Additional Legislation
Meanwhile additional workplace legislation was introduced (see Table 11.8)283.

The

mines and quarries legislation specifically referred to first-aid provision, but the
Construction Regulations did not.

However, the DoH issued two Electricity Division

Operations Procedures within this period[295]. The “OP 16.13.1” procedure detailed the
required first-aid facilities and their management, and the “OP 16.4.6” stated the
requirement for safety courses, including first-aid and resuscitation for their field
staff[295].
Table 11.8 Additional Legislative Changes 1971-1982
Act

Required Provision

Construction Regulations
1961, amended 1971

examination and certification of safety supervisors284

Mining Act 1971285

fire appliances and training for first-aid teams

Industrial Relations Act,
1973

direct bargaining between unions and industries and simplified union
registration286

Agricultural Workers Act
1977

specified the health and safety requirements for farm workers for the first time
including the provision of first-aid appliances and requisites “to the satisfaction
of an Inspector”.

Coal Mines Act 1979

formal training and resourcing of ambulances and first-aiders

Mine Management and
Safety Regulations 1980

first-aid rooms or shelters on the surface, first-aid stations and first-aid boxes
underground, the equipment to be kept in each of these, and specified the
number of men employed underground who should hold first-aid certificates.

Quarries Act 1982

the formation and training of rescue and first-aid teams

In 1975 the economy shifted and unemployment rapidly increased[28]287.

The

Dangerous Goods and Explosives Branch of the Department of Internal Affairs was
transferred to the DoL in 1978, and relevant Acts were amended accordingly[427].
Additional and changing legislation increased the inspector’s workload, subsequently
details of their role, and their training frequently appeared in the LEG[428-433]288.
Although inspection coverage improved in the early 1980’s (see Table 11.1), due to
financial constraints the factory inspectorate was reviewed in 1982 and concluded annual
factory inspections were “not feasible”[434].

In 1985 a new inspection system was

introduced that gave priority to the most hazardous occupations, and determined the
283

Additionally the Annual Holidays Act 1974 made provision for a minimum of three weeks’ paid holiday.
Although safety supervisors had to be certified, this did not include first-aid certification.
285
This was managed by the Mines Division of the Ministry of Energy.
286
This was important in terms of negotiating pay and workplace conditions which included additional
allowances for workplace first-aiders.
287
Within two years the situation had deteriorated to such a degree job creation schemes were introduced, such
as the “Temporary Employment Programme”.
288
In 1980 Massey University developed a Diploma in Safety Management on occupational safety and health for
safety coordinators, instructors and inspectors. This included those involved in safety e.g. safety supervisors,
first-aid personnel and ACC safety consultants. The aim was to enable them to design safety systems for the
workplace, initiate research and run ad-hoc courses for interested specialists. Ian Campbell, a former director of
safety with the Accident Compensation Corporation and Douglas Hay, a senior lecturer in safety management
developed and delivered the six-paper programme. Phillip McIntosh from Palmerston North, was the first
factory inspector to complete the diploma in 1983 (LEG, March 1983, p.5, and June 1983, pp.17-18).
284
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frequency of inspection[435, 436]289.

Meanwhile, a new training and qualification

scheme for inspectors was introduced290.

It was anticipated that a better-trained

inspectorate, and the priority inspection system would result in a better outcome.

Figure 11.10 Inspector Gains Diploma, reproduced from the LEG, March 1983

By 1983, several agencies were responsible for safety inspection functions291.

To

rationalize these activities, identify improvements to the legislation, and establish
occupational H&S priorities, another review was initiated in 1985[435].

It concluded

there were insufficient staff to complete the broad range of duties required by the DoL’s
IWD[436]292. These were turbulent times for those administering workplace legislation.
Nevertheless, despite numerous departmental reviews, new legislation was introduced,
workplace inspections occurred, and momentum was gained in the provision of workplace
first-aid.

The First-Aid Training Community
As a result of the legislative changes, demand for first-aid training increased. Under the
FAF Regulations, the only organisations authorised to provide training were St John, and
the Red Cross. Other organisations, such as the Surf Life Saving Association patrolled

289

The new inspection system focused on workplaces with accident rates (taking into account frequency and
severity), where occupational hazards such as lead processing, or use of asbestos, explosives or flammable
liquids were used, where there were frequent justified complaints, where there was consistent non-compliance
and where new processes or machines were being installed (LEG, September, 1984).
290
The training comprised on-the-job training and formalised training sessions (Martin, 1996). Initially the time
spent on training resulted in fewer inspections (see Table 7.1)
291
These included the Department of Labour, Ministry of Transport, Accident Compensation Corporation and
the Health Department. There were also numerous occupational safety and health advisory committees.
292
The Industrial Welfare Division then comprised the Factory Inspectorate, Construction Safety, Explosives
and Dangerous Goods Divisions. The review results indicated that staff numbers were adequate if the
inspectorate focused solely on health and safety matters and discarded award enforcement and industrial
relations duties (Martin, 1996).
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the beaches and provided first-aid training, resuscitating apparently drowned victims.
Thus the first-aid training market became more competitive.
In 1967, the leading cause of death in NZ was coronary heart disease[401] The number
of

deaths

dramatically
293

(6,920)[401]

increased

by

15%

between

1967

(6,099),

and

1968

. To increase awareness, the DoH promoted heart health between 1966

and 1985.

Figure 11.11 Department of Health Advertisement, reproduced from the LEG, 1967 [437]

The Heart Foundation
In February 1967, members of the Cardiac Society initiated a coordinated approach
toward research and education on heart matters. A management committee, chaired by
a Mr G. Philip Proctor, held the inaugural meeting in Wellington on 1 April 1968[438]. By
26th April the National Heart Foundation of NZ (NHFNZ) was incorporated as a charitable
trust to:

•

coordinate and correlate the efforts of organisations and individuals interested in
the causes, diagnosis, prevention

and treatment of diseases of the heart and

circulation

•

promote rehabilitation of patients suffering from such

diseases, with a view to

reducing morbidity and morality in NZ and associated territories”[438]
293

In 1971 ischaemic heart disease accounted for 28% of all deaths in NZ followed by cancer (18%) and
cerebrovascular disease (14%) (DoH annual report 1972, p.52).
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Membership comprised ordinary and life membership for individuals, and company
membership for corporate bodies294. A fund raising appeal was organised, and by 19th
March 1970, volunteers had raised $967,472295.

In 1971 Regional Committees were

established in Auckland, Waikato, Hawkes Bay, Wellington, Canterbury and the West
Coast, Dunedin, Invercargill and the Manawatu[439]. A Scientific Committee296, awarded
heart research and education grants, and a Coronary Sub-Committee recommended
research into heart disease.

Furthermore Heart Week, an educational campaign, was

organised for the first time297.
Within six years a ‘Heartmobile’ conducted surveys and promoted heart health around
NZ298, and throughout the 1970’s cardiopulmonary resuscitation (CPR) was promoted to
the public.

In 1975, “Heart Attack” pamphlets and a “Cardiac Arrest” poster were

distributed, and lectures were given on the subject[440]. By 1977 resuscitation training
was provided in some regions, and those trained received wallet cards containing
resuscitation information[441]299.

Three educational units within the Foundation

provided CPR instruction in 1979 however, information on the numbers trained was
unavailable[442].

Above all, a NHFNZ working party developed the first standards on

CPR teaching and techniques in 1981[443]. These standards were accepted by all the
teaching agencies, and the National Committee on Emergency Care, and were later
published by the ACC[443].
The NHFNZ was highly organised, energized and focused on its mission. CPR became an
essential component of first-aid training during this period.

Although the NHFNZ’s

training was targeted at the community, rather than the workplace, their approach
impacted on the training provided by the first-aid training community. For these reasons
their work has been introduced in this section.

St John
St John had virtually remained a voluntary organisation, with few paid staff. In 1978,
the Chancellor of St John, a Mr A.T. Gandell stated “St John exists only to teach a skill
294

Twenty-one meetings were held in the first year.
The target for funded raising was $500,000, although the overall goal was to raise $1,000,000. In 1972 the
Foundation instituted a continuous fund raising approach, rather than periodical appeals.
296
The Scientific Committee was led by Sir Edward Sayers, and the grants totaled $82,310 (Heart Foundation
annual report, 1971)
297
Heart Week became an annual event in NZ.
298
The Heartmobile was provided by Merck, Sharp and Dohme (N.Z.) Ltd., on loan until the Foundation
adopted a different approach to health education in 1981. The NZ tour was supported by Merck, The Union
Steamship Company of NZ, Car Haulaways (N.Z.) Ltd., NZ Railways and unnamed cosmopolitan and service
clubs.
299
Resuscitation posters were also distributed.
295
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called ‘first aid’, to apply ‘first aid’ when needed, and to provide a measure of patient
care second to none”[444].

Reports suggest the Centres operated independently as

training activity was inconsistently presented.

Training for industry was not recorded

separately from that offered to the general public. Some, but not all of the Centres and
Sub-Centres provided information on the industrial training they provided. For example,
in 1967 the Christchurch Sub-Centre employed a First-Aid Training Officer, held twelve
first-aid training courses in industry, and 127 were awarded certificates[410]. Forty-two
workplaces (184 employees), had used the training facilities, and short first-aid courses
were provided to local authorities and kindergarten students[410].
In contrast, the Auckland Centre provided lectures and “demonstrations” to local body
employees, industrial workplaces, the police, the Automobile Association, and to
schoolteachers[410].

Altogether 1,250 were reported to have attended Adult First-Aid

courses, of which 1,008 (81%) were awarded certificates. The Otago Centre held four
industrial first-aid courses, and resuscitation lectures were provided, but the number of
workers trained is unknown.

An “Instruction Officer” visited 230 Dunedin factories to

service workplace first-aid kits four times per year300.

Tables 11.9 and 11.10

summarises the first-aid training provided by St John between 1967 and 1983301.

300
301

The Otago Centre serviced 500 St John first-aid kits.
Collated from St John’s annual reports 1967-1983.
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214
4

374

484

339

4879

1972

1973

1974

Total
N.
21640

3157

4143

3250

2692

2973

2795

2630

Certificate
N.

3318

437

680

412

339

346

347

345

412

Course
N.

57051

8664

8026

8168

8516

6539

6129

5570

5439

Certificate
N.

First-Aid

318

20

37

34

24

60

109

34

Course
N.

3736

245

363

448

371

757

1068

484

Certificate
N.

Higher First-Aid

84

3

9

14

16

23

15

4

Course
N.

1295

84

128

138

76

278

533

58

Certificate
N.

Advanced
First-Aid

35

53

1983

Total N.

122

2116

216

120

136

303

529

81

105

60

62

73

10622

1461

1975

1185

1472

1586

3391

250

346

360

475

422

420

38948

2420

3593

3850

5127

5857

5279

4956

4511

3355

Cert.
N.

5586

750

695

714

655

588

593

545

500

546

Course
N.

108423

13274

12945

14921

12707

11606

11767

10301

9912

10990

Cert.
N.

First-Aid

The total number of certificates include those issued to workplace first-aiders

** These courses are noted as “uncertified courses” in St John’s annual reports, although certificates were recorded as being issued.

1236

18

14

18

1982

474

21

1981

762

12

1980

387

928

411

20

47

960

1979

375

45

15

301

1978

Course
N.

11

1055

Cert.
N.

1977

56

Course
N.
347

278

Cert
N.
360

Course
N.

Essentials of
First-Aid

11

Cert
N.

Emergency
First-Aid**

1976

Course
N.

First Steps
in First-Aid**

1975

Year

Basic Life
Support**

Table 11.10 St John’s First-aid Courses and Certificates Awarded from 1975 to 1983

1

1

Course
N.

10

10

Cert.
N.

29

7

1

2

2

5

2

6

4

16

1

2

1

2

1

-

5

2

2

Course
N.

191

15

19

12

41

13

-

35

17

39

Cert.
N

Air
Attendants

282

69

7

7

17

81

19

36

46

Certificate
N

Air
Attendants
Course

Advanced
First-Aid

* Possible error in the annual reports as to the number of certificates issued in 1967 and the number of Essential First-aid courses provided in 1968.

388

1971

2663

349

1970

384

315

Course
N.

1969

2663*

Certificate
N.

2630*

384

Course
N.

Essential
First-Aid

1968

1967

Year

Preliminary
First-Aid

Table 11.9 St John’s First-aid Courses and Certificates Awarded from 1967 to 1974

Workplace First-aid Training
In 1969 St John applauded the NSANZ’s promotion of industrial accident prevention
measures and safety management practices[445].
Annual Assembly that year, Arthur Porritt

302

However, in his address at St John’s

argued that although preventative measures

were taken, workplace accidents would continue to occur. Hence he insisted first-aid was
an integral part of safety management.

Porritt maintained that workplace first-aid

training and treatment “personalised safety”[445].

He argued that trained first-aiders

assumed responsibility for safety, and “built better safety attitudes”[445].

Porritt

concluded that first-aid “improved safety behaviour”, and thus contributed to improved
safety performance. This message was conveyed in advertisements in St John’s annual
reports.

Figure 11.12 First-aid advertising, reproduced from St John’s annual reports

A precis of first-aid training provided is presented to further illustrate the activities
undertaken. In 1972, the Dunedin Sub-Centre’s First-Aid Training Officer, transferred to
the Dunedin Polytechnic as a full-time First-Aid Lecturer, as the topic was included in the
curriculum[446].

The Otago Centre reported that commercial fishermen, launch

masters, technicians, apprentices, nurses, teachers and members of the fire brigade had
attended first-aid training303. Similarly in Canterbury and the West Coast, 700 workers
including coalminers from the Timaru, Greymouth, Reefton and Westport, and other
industrial

workers

from

Ashley

Forest,

Rangiora

reportedly

received

first-aid

training[446]304. In 1974, “Adult First-Aid” was taught to two groups of student nurses

302

The Prior from St John’s Gate in London.
The Otago Centre noted that 596 adults were awarded first-aid certificates.
304
The number qualifying for first-aid certificates was not recorded in the 1972 annual report.
303

215

at Waikato Hospital[447]305.

Professor I. Aarons and a Mr. W. Sealy Wood introduced

first-aid instruction for medical students in Otago and Auckland in 1977[448]306.
First-aid training was provided for the Waterfront307, the NZ Government Railways, and
the Bush Industry. By 1980, ten St John Ambulance Association Railway Divisions were
operational.

Therefore, the Railways Centre of the Association was formed to manage

first-aid provision for the network[449]308309.

The Railway’s industrial safety section

encouraged every employee to become first-aid proficient. This initiative may have been
influenced by St John’s Chancellor, Mr Gandell, who was a former General Manager of the
Railways[449].
The Workers Compensation Commission (later the ACC) funded first-aid training for the
Bush Industry during this period310.

In 1967 Kennedy, the Field Training Officer,

conducted the “Essentials of First-Aid” course, and 323/339 (95%) who were examined,
were awarded a first-aid certificate[410].

By 1972 over 6,000 people within the bush

community had been awarded first-aid certificates[446].

Furthermore resuscitation

instruction was provided to farmers, business groups, teachers, and fire brigades in rural
areas.

Kennedy retired in 1979 after twenty-five years service as the Field Training

Officer[449]311.
The bush scheme was “known to improve safety standards in industry”, therefore St John
were keen to extend the scheme to other areas[450]. The ACC funded the Area Training
Officers’ Scheme in 1979[414, 450]312.

Accordingly, full-time first-aid tutors were

appointed in Auckland, Palmerston North, Wellington and Dunedin to provide industrial
first-aid courses for industry[414].

On Kennedy’s retirement a Mr John Bromell was

appointed to the Field Officer position, who was supported by St John Industrial Officers.

305

St John’s 1974 annual report suggests that this was the first time this training had been completed in any NZ
School of Nursing.
306
The University of Auckland School of Medicine was established in 1968. Professor Aarons and Mr Sealy
Wood were District Surgeons of St John’s Ambulance Brigade at Otago and Auckland.
307
As noted previously, the Waterfront Industry Centre of the St John Ambulance Association was formed in
1983.
308
The ten railway divisions nationwide were – Otahuhu Workshops, Frankton, East Town Workshops, Napier,
Hutt Workshops, Wellington, Christchurch, Greymouth, Hillside Workshops and Invercargill. These were all
disestablished when major cuts were made in passenger services as part of the 1980’s reforms that resulted in
workshop and line closures.
309
In addition to ‘controlling’ operations throughout the country the Railways Centre also recruited Brigade
members for its Divisions.
310
This change occurred when the new funding arrangement was made between the ACC and St John for the
latter organisation to provide first-aid training in industry (See the St John section of this chapter).
311
In 1980 Kennedy was awarded an MBE in recognition of his first-aid training provision for the Bush Industry
312
The ACC provided $28,591 in 1979, and a further $8,291 was funded for the Isolated Workers Scheme. The
ACC subsidy increased to $84,398 in 1982, $100,000 in 1983, of which 62,000 was for industrial first-aid
training provision. A further $130,000 was provided in 1984.
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Throughout

the

subjects”[451]313.

1980’s

St

John

provided

first-aid

and

training

in

“kindred

The “wider teaching of first-aid and health care” in the community

was perceived to promote health and prevent accidents[452].

Sports medicine had

become popular and, in agreement with the NZ Rugby Football Union first-aid treatment
was provided for All Black and International teams.

In 1982, the ACC replaced their

previous financial assistance to St John under the former Area Training Officers’ Scheme,
with a $100,000 grant[453]314. The grant supported the appointment of the Priory’s first
full-time Director of Training, a Mr Ken Treanor, and industrial first-aid training activities
in the Centres[453]315. The accepted theory was that first-aid training changed attitudes
towards safety, reduced accidents, and thus was regarded as an accident prevention
measure.
In 1983, seventeen instructors, employed on either a full or part-time basis316, provided
industrial first-aid training, emphasising workplace safety and accident prevention[451].
By this time 19,000 various first-aid certificates were delivered annually (see Table
11.11).

313

St John also provided ambulance services during this period.
In addition St John received grants from other organisations to administer the business including significant
grants from the Golden Kiwi and the NZ Lotteries Board.
315
Treanor subsequently reviewed course regulations, standardised St John’s course requirements and content,
and trained the full-time instructors using the new material.
316
All seventeen positions were subsidised by the ACC.
314
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Table 11.11 St John First-aid Training Participation from 1984- 1986

First-Aid

1984

1985

1986

Courses

Certificates

Courses

Certificates

Courses

Certificates

N.

N.

N.

N.

N.

N.

Standard FirstAid

982

17104

976

16218

1075

18205

Community
First-Aid318

287

2963

327

2866

263

2554

Lifesaver319

101

1663

168

2386

207

2596

Basic Life
Support

105

1962

152

2085

332

7703

Sports First-Aid

2

42

49

109

29

400

Stage I FirstAid

1

4

Stage II FirstAid

43

299
46

290

38

206

42

206

63

362

26

673

141

1992

7

97

7

105

1

17

2156

34140

Courses317

Second Steps
in First-Aid320
First Steps in
First-Aid

34*

134*

Safety Oriented
First-Aid
Occupational
First-Aid
Small Boat
Operators FirstAid
Total N.

1555

24271

1793

24930

Red Cross
First-aid training was only one of the Red Cross’ functions321. Consequently their first-aid
training activity tended to be overshadowed, and inconsistently recorded in their reports.
Thus the data provided Table 11.12 and information in this section provides only a
snapshot of their work in this area.

In 1967/68 twenty-three of the thirty-eight Red

Cross Centres (61%) provided first-aid and home nursing training[454]322.

This was

provided to schools, the community, and to industry, and a Civil Defence Scheme
included first-aid and home nursing training.
interest

in

first-aid

examinations[454].

training

and

refresher

The 1967/68 report noted increased
training,

but

not

all

took

the

Perhaps the skills were more valuable to the participants than

certification, or possibly those trained did not want to be assessed.
317

This table excludes the courses provided for first-aid Instructors.
Previously known as Essentials of First-Aid
319
Previously known as Emergency First-Aid
320
Previously Stage II First-Aid
321
The Red Cross also provided international aid to neighbouring countries.
322
Other activities included meals on wheels, old folk’s functions, home and hospital visiting, transport, sewing
groups, blood donor, provision of local relief for emergencies and hospital services (NZ Red Cross Annual
Report 1967-68, p.35).
318
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Table 11.12 Indication of Red Cross First-aid Training Provision Between 1967 and 1982
Courses323
Year

Elementary
First-aid
N.

First-aid
N.

1967

1017

1976

2494

1977

2314

1978

3486

1 April-31 August 1978

1638

1979

3390

1981

4752

1982

Resuscitation
N.

11000

3783324

In Christchurch in 1971, a mobile Disaster Relief Team manned by senior Red Cross
Youth members325 was introduced[30].

These teams were trained to provide first-aid

and welfare services for local or national emergencies, such as road accidents, fires,
earthquakes, floods, snow storms, and hillside rescue operations.

In 1976 the Hutt

Valley Centre provided first-aid and health and hygiene courses, and the Wairapapa
provided courses for primary schools[455]326.

Figure 11.13 Ready for Act: Disaster Relief Teams, reproduced from “The Geneva Connection"
(p.125)[30]

323

In addition to the listed courses other courses were held that include a Junior Health and first-aid primary,
First-aid Primary, First-aid Secondary and a course on Instructional techniques (Red Cross Annual Reports).
Unfortunately the numbers attending these courses were inconsistently recorded in the reports.
324
In their 1982 report the Society noted that the number of elementary first-aid certificates issued increased by
50% in the previous 4 years, and stated that a similar trend had been reflected in the number of first-aid and
home nursing courses.
325
The Disaster Relief Team, was manned by youth members aged seventeen years and over.
326
The annual report noted that first-aid kits were provided to a Surf Life Saving Club, and a Horowhenua fire
brigade
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By 1977 the annual report noted that first-aid training was “a major operation” for Red
Cross[456]327.

To manage resources more effectively the Hutt Valley and Wellington

Centres combined to form the Wellington Regional Centre[456]328.

Nineteen Centres

provided first-aid instruction to government departments, lighthouse keepers, breweries,
airlines, manufacturers, builders, electrical workers, tertiary students, hospital nursing
students, electrical workers and bus drivers. Colleges and technical institutes supported
first-aid as an integral part of the curriculum, and a pre-requisite for employment.
Similar to St John, certified and non-certified courses were provided by the Red Cross in
the late 1970’s[457].
Directorate[458].

In 1979 the Red Cross established a Training and Development

Health Co-ordinators were appointed to promote first-aid training in

twenty of the thirty-six Centres (56%) in 1981[459].

The training demand reportedly

increased, resulting in a 50% increase in the number of elementary first-aid certificates
issued in 1982, compared the previous four years[460].
The strategies previously undertaken by St John and Red Cross to provide first-aid
training, were determined by individuals within the districts and sub-centres. However,
under the first-aid Regulations these two organisations were the only national agencies
authorised to provide workplace first-aid training and award first-aid certificates. When
the training demand increased to enable workplaces to comply with the legislation, St
John and the Red Cross adopted a more structured approach to market these services.
Additionally, St John was financially supported by the ACC to fund industrial first-aid
training, and develop additional resources.

Numerous first-aid courses were offered,

and therefore the numbers trained in first-aid rapidly increased, although not all were
trained for the workplace. Additionally other organisations such as the NHFNZ, and the
Surf Life Saving Association provided CPR training, a component of first-aid.

Additional Interventions
During this period, NZ’s workforce exceeded one million.

Given the incidence of

occupational injuries, government departments and other agencies promoted accident
prevention, and encouraged regulatory compliance through articles in the LEG, seminars
and safety campaigns329, publications330, posters and films.

In 1971 the LEG was

327

The NZ Red Cross Society was by this time one of 123 National Red Cross Societies in the world.
Although there were 26,000 adult members, it was reportedly difficult to recruit volunteers.
329
The DoL provided workplace safety lectures to ‘interested’ organisations between 1966 and 1985 to promote
compliance with the legislation, the importance of machine guarding, and the value of effective supervision and
good housekeeping. One such safety seminar was held in Auckland, Wellington and Christchurch in 1970 for
employers and safety supervisors, to explain their responsibilities for ensuring safe work practices (LEG, 1970,
Vol.XX (No.4)pp.5-9). The Safety Division of the ACC also provided accident prevention seminars/courses in
the 1980’s such as the “Fundamentals of Occupational Hygiene” seminar, held for occupational health nurses,
328
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promoted as “one of the widest circulating government journals of its kind in the world –
proportionate to population”[128]331. Features on safety campaigns regularly appeared,
such as the campaign conducted by the Gear Meat Company in 1967[461]332. Improved
medical services were reported to be “largely responsible” for fewer lost-time injuries at
Gear Meat[461]. A doctor visited the company four mornings a week333, and a first-aid
room was manned by a full-time nurse during normal hours, and qualified first-aiders
during over-time hours.

Figure 11.14 Comparison of Accident Frequency Rates for Period 1962-65, reproduced from the LEG,
November, 1967[461]

Occasionally provocative reports were published. For example, in 1968 the community
showed concern when unemployment reached 8,000, but were less concerned that the
equivalent were out of work, through industrial accidents (but paid in compensation)
every year[462]334. A 1969 article compared construction accidents in Britain with those
in NZ[463]. In Britain 1:6000 construction workers were fatally injured, compared with
1:4000 in NZ[382]335.

The DoL commented that the fatalities occurred as “too little

attention is given to safety training”, and insufficient attention given to good
housekeeping, and hazard management[379].

Subsequently safety training was

promoted to managers, supervisors and the construction industry’s workforce. Examples

managers and safety co-ordinators for $50 per person. The “Cost Benefits of Safety Management” was a threeday accident prevention residential course that cost $150 per person, plus accommodation costs (LEG, 9182,
December Vol X pp.26-7).
330
These include “A Guide to Accident Prevention” published in 1972, “Success and Failure in Accident
Prevention” by the Accident Prevention Advisory Unit of the Health and Safety Executive was profiled in the
LEG in 1978
331
NZ subscribers comprised managers from most industries, research and educational institutes. It was
reportedly used by “individual firms, employers’ and workers’ organisations”, and hence used to inform the
workplace (DoL annual report, 1971,pp.7-22). In 1972 the LEG was in its 22nd year of publication distributing
7,000 copies per year (DoL annual report, 1972).
332
The primary hazards in the freezing works at the time were knives and slippery floors.
333
The doctor’s visits were organised in association with the DoH (LEG, November 1967, p. 28).
334
Between 1968 and 1969 there were 20 times more working days lost through workplace injuries than
industrial disputes (LEG, Volume 23, No.4, November 1973).
335
Of the New Zealand fatalities, 25% were due to electricity, in comparison with 6% in Britain. Between 1967
and 1970, 19% of the fatalities in the construction industry were due to electrocution
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of some of the posters distributed during this period illustrate the benefits of safe
workplace practices and the consequences of inattention and poor habits336.

Figure 11.15 Safety Posters advertised in the
Gazette, 1970 [464]

Figure 11.16 Safety Posters advertised in the
Gazette 1972 -1979 [465] [395] [466] 337

Table 11.13 lists the some of the films that were available from the library, including
those on first-aid338.
Table 11.13 First-aid Films Available to the Workplace 1968-1977
Year
Advertised
1968
[467, 468]

1972
[467-469]

Film Title

Content

Seconds Count

The benefits of speedy resuscitation in drowning and asphyxia
incidents

The Handtrap Test

Workplace finger and hand injuries, and tips on how to avoid them

First Aid for Aircrew

Training film recommended for first-aiders, and those interested in
first-aid339

Delay is Dangerous

Portrayed first-aid provision in “a waterfront setting”

Bleeding, What To Do?

Promoted as “an excellent first-aid film”. Stresses importance of
immediate, effective, first-aid treatment to control bleeding.
Viewers “told and shown exactly what to do” to save lives340 .

Eyes Down

Events leading to eye and foot injuries in the construction industry.
Highlights the risk of “slap-dash working”, and “poor housekeeping”.
Encourages safe work practices

1977
[470]

336

A broad range of posters were issued, including ones on machine guarding and working in confined spaces.
Those illustrated are examples.
337
The Asbestos Regulations, 1978 came into effect on 1 May 1979.
338
By 1982 there were 260 films in the DoL’s library and it was reported that 1,529 organisations had loaned
them to an audience of 94,434 people (DoL annual report, 1983).
339
Originally produced for Canadian Air Force personnel.
340
Reported to use realistic situations to illustrate effective first-aid techniques using “animation, models and reenactments”.
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Figure 11.17 “Seconds Count” First-aid Film Review, Advertised in the LEG[471]

Tips on applying first-aid treatment, and when to seek medical help were provided in the
LEG. For example, a 1980 article advised readers what to do when a hand or some other
body part had been severed, and first-aid training was promoted[472].

Figure 11.18 Surgeon’s Advice, reproduced from the LEG, 1980[472]

Figure 11.19 First-aid Training promoted in the LEG by the Health Department [473, 474]341

The following table describes some of the first-aid publications that were distributed.

341

Promoted in the Gazette from 1966 onwards
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Table 11.14 First-aid publications 1977-1984
Publication

Author

Content

ACC

To inform those “other than those specifically trained in
first-aid”, how to apply common sense in accident situations.
Focused on “First aid, not second aid by the ambulance
officer or third aid at the hospital”.

1979
Factory First
Aid[476]

Health department

Focused on treatment of minor workplace injuries,
specifically those to the hands, and the avoidance of sepsis.
Recommended every factory to have at least one trained
first-aider, as “folklore and bits of knowledge” was no
substitute for “adequate first-aid training”342.

1981
First Aid 1981
Safety in
Construction No.
6[477].

Labour department

Stated minimum first-aid requirements on construction sites

1981
Safety Resource
Set (Kit)[478]

Department of
Education and ACC343

Information on CPR. Recommended the content of school
first-aid kits

Health department

Provided workplaces with basic knowledge to provide prompt
first-aid at an accident. Recommended every factory to
have at least one first-aider. Trained with Red Cross or St
John Stressed that “external cardiac compression” could
only be learnt in class, and therefore this was omitted from
the booklet.

1977
Common-sense
First Aid[475].

1984
First Aid For The
Workplace[295].

First aid Research
Several overseas studies were conducted during this period on workplace first-aid
provision, first-aid training, the retention of knowledge and skills, and the benefits of
first-aid. A sample of those relating to workplace first-aid provision are summarised in
Table 11.15 to give an indication of the nature of the investigations and the industries
concerned344.

The results suggest first-aid training may have been an effective

workplace accident prevention measure, and improved workplace injury accident
reporting.

Research in New Zealand
As previously mentioned, the NHFNZ researched and standardised CPR instruction
amongst the first-aid training community345. A 1968 study investigated safety practices

342

To encourage first-aid training, details of the six-lecture course syllabus, published in the Authorised First
Aid Manual of the St John Ambulance and British Red Cross Society was reproduced in the appendix.
343
The ACC also provided a substantial incentive to reduce workplace accidents by awarding bonuses to
employers who significantly improved accident record (claims costs and accident frequencies) over a three-year
period in comparison with others in their industrial class. The bonuses comprised 12.5% of the work levy. In
1983 at total of 187 bonuses were awarded, at a cost of $1,222,591 (LEG, 1984, March, Vol X. pp.26-7).
344
Studies relating to the first-aid training syllabus and the retention of skills and knowledge are discussed in
Chapter 14.
345
The Heart Foundation funded a heart research programme which included clinical trials. This is discussed in
more details in Chapter 14.
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and conditions in NZ mines[479]346.

Seventeen coalmines were inspected to determine

the “adequacy and practice of safety rules and attitudes to safety of miners and mines
staff”[479]. Mine inspectors, officials, managers, and union officials were consulted. The
study found that although mine managers and other officials were required to be
qualified in first-aid, this was not required of employees. The report concluded that “a
first aid trained employee is less likely to be injured than one who is not trained”[479].
Subsequently mines legislation made provision for first-aid training for first-aid teams347.

Figure 11.20 Exert from the Report on the Mines Study (p.17)[479]

346
347

This study was conducted at the request of the Honourable T.P. Shand, the Minister of Mines at the time.
Details are provided in Table 11.8.
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6

Paper summarizing the Canadian Workman’s Compensation
Board’s study on the relationship between first-aid training and
the accident rate in Orilla, Ontario. St John trained 25% of the
population in basic first-aid (5,500 people). Analysis of injury
accident records also conducted.

Research conducted with several companies. Interviews
conducted with Orilla residents, some of which had been
trained in first-aid. Analysis of Bell Canada accident and firstaid training records conducted 1969-1970. Analysis of Ontario
Northland Railways accident and first-aid training records
conducted 1970.

Series of studies investigating injury accidents and attitudes
following the provision of four-hour first-aid training courses.

First-aid preparedness in accordance with Ministry of Social
Affairs and Health recommendations (training for first-aiders,
first-aid kits, equipment and information), checked by
occupational health nurses in 163 workplaces.

St John sponsored two factories studies in the United Kingdom
to determine whether four-hour first-aid training reduced
likelihood trainees have accidents. Analysis of company data,
interviews, and provision of first-aid training

Two factories studied, both employing approximately 600
workers, measured before and after four-hour first-aid training
provision with matched populations of trained and untrained
workers. Interviews conducted pre and six months posttraining. Analysis of injury accident data collected pre/posttraining.

Community study comprised provision of 120 four-hour firstaid courses taught by St John instructors (using the same
course used for factory studies), 1204 people trained over a 27
month period in Leek, England. Compared hospital casualty
registers and police injury accident data analysed pre/post
training.

1973
Miller G., Agnew N.,
First aid training and
Accidents[110]

1978
McKenna S.P.
The Effects of First Aid Training
on Safety (Thesis)[481]

1979
Vaaranen, et al.
First-aid preparedness in small
workplaces with special reference
to occupational health
services[482]

1981
McKenna S.P., Hale A.R.
The Effect of Emergency First Aid
Training On The Incidence Of
Accidents In Factories[108]

1982
McKenna S.P., Hale A.R.
Changing Behaviour Towards
Danger: The Effect Of First Aid
Training[109]

1985
Glendon A.I. and McKenna
S.P.
Using Accident Injury Data to
Assess the Impact of Community
First Aid Training [483]

Methods

1973
Atherley G.R.C., Hale A. R.,
McKenna S. P.
Prevention of Accidents at
Work[480]

Reference

Results and Conclusions

First-aid training significantly reduced community injury accident rate.

First-aid knowledge and confidence in ability also resulted in more
reported first-aid treatment. First-aid training had no effect on danger
awareness or risk avoidance, but increased awareness that accidents were
more likely to be caused by human error and were preventable.
Concluded knowledge of danger avoidance is required in addition to firstaid training to improve workplace safety.

Post-training injury accidents reduced and subjects were more willing to
report accidents relative to those of control subjects.

14/163 (9%) of workplaces were prepared, however deficiencies found in
the remainder. 11% had been trained in first-aid, but 71% had no
nominated first-aiders. Small workplaces were insufficiently aware of their
first-aid responsibilities. Occupational health nurses should inspect
workplace first-aid provision and make appropriate referrals.

First-aid training influenced trainees perception and motivation to avoid
injury. Did not clarify causal relationship between first-aid training and
injury rate. The four-hour first-aid course was poorly conceived and
variable in delivery execution

Those first-aid trained remembered important elements of first-aid, felt
competent to render first-aid, and reported increased safety awareness,
but did not display safety oriented behaviour.
Those first-aid trained had significantly fewer accidents.
A strong relation between first-aid training and safety attitudes and
reduced work accident rates identified.

Interim results show 20% reduction in Orilla’s accident rate suggesting a
connection between first-aid training and safety attitudes. Evidence
mainly related to industrial accidents. Sample mainly self-selected
indicating bias. Apart from minimizing suffering, first-aid training may
have hidden benefits. Similar study to be conducted in Britain

Table 11.15 Summary of International Research on Workplace First-aid provision and training 1973-1985

In NZ in 1983, under the guidance of Dr Jules Older, workplace first-aid kits were
examined[13, 484]348. The kits were rated “for completeness and quantity of supplies” in
accordance with the FAF Regulations.

Scores were expressed as a percentage.

average was 61% (the range was between 0-97%).

The

None of the kits were compliant.

The report indicated 80% of the kits were clean, 76% were “conspicuous”, 89% had
tightly closing lids, and 56% were tidy.

Figure 11.21 Research Methodology to Determine the Content of First-aid kits[13]

The DoL confirmed that 25% of factories visited in the four years prior to the study,
failed to meet the legal requirements for first-aid[484]. However, this was not reflected
in the number of improvement notices issued (see Table 11.1). Furthermore, the DoH
argued the first-aid appliances and requisites listed in the Regulations was outdated, and
proposed a new list[485]349.

When Dr Older’s study was published in the LEG in

September 1984, the DoH published “First Aid for the Workplace”, but the legislation
remained unchanged [484].

Figure 11.22 Advertisement for the New First-aid guide, reproduced from the LEG[484]

348

The students were from the Psychological Medicine Department at Otago Medical School where Dr Older
was a senior lecturer.
349
The new list was developed in consultation with St John
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Meanwhile Dr Bill Glass350 became increasingly concerned with occupational health in
small factories [486]351.

In an article in the LEG in 1984, Glass argued the workplace

first-aider, nurse and doctor roles should be redefined and coordinated, and suggested
models to improve occupational health services.

Furthermore, he suggested first-aid

training be revised to equip first-aiders with the skills to deal with injuries that occurred
in the workplace.

New First-aid Regulations
Although the Factories Act was replaced by the F&CP Act 1981, the FAF Regulations 1966
remained in force.

Following Older’s study these Regulations were revoked, and the

F&CP (First Aid) Regulations 1985 introduced new minimum standards[18].

These

included the minimum contents of first-aid kits proposed by the Health Department[485].
Workplaces with six or more workers had to appoint a person in charge of first-aid, and
where fifty or more were employed, this person had to be a trained first-aider or a
nurse[18]352.

Figure 11.23 Advertisement Showing the Minimum First-aid Supplies Required Under the (F&CP(FA)
Regulations)[487]

350

In 1984 Glass was a senior lecturer at the University of Otago Medical School. As previously mentioned
Glass published “People at Work” in 1974.
351
In 1984, 88% of the factories employed less than 20 people, and nearly 50% of the factory workforce in NZ
was employed in factories employing less than 100 workers.
352
The minimum requirements for the provision of first-aiders under the NZ Factories and Commercial Premises
(First Aid) Regulations 1985, were similar to the minimum requirements in the United Kingdom under the
Health and Safety (First Aid) Regulations 1981. However in the United Kingdom, workplaces with areas of
greater risk, and or more serious hazards better services (additional first-aiders) were required (Safety at Work,
Ridley and Channing 1983, p.431).
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Thus the provision of trained workplace first-aiders was extended to commercial
workplaces, in the same way was for factories.

Summary
This chapter described the steps taken to improve workplace first-aid provision between
1966 and 1985.

It tracked the introduction, implementation, enforcement, and

amendments to the FAF Regulations 1966.

The Regulations were enforced, but few

improvement notices were issued for first-aid provision. The 1983 survey revealed that
none of the first-aid kits were compliant. Research prompted revision of the Regulations,
and introduced new standards for first-aid provision for factories and commercial
premises.

Following the 1968 mining study, the legislation was upgraded improving

first-aid provision for this industry.

Moreover research overseas suggested first-aid

training increased safety awareness, and potentially reduced accidents.

Following an

investigation, Britain radically streamlined workplace legislation to a single Act, placing
emphasis on community responsibility.

In contrast, NZ consolidated and upgraded

selected workplace legislation and introduced the F&CP Act.
The

new

accident

compensation

scheme

provided

rehabilitation and occupational injury reporting.
accident prevention interventions.

improved

compensation

and

Hence it began to inform proactive

Administrators used multiple approaches to engage

and educate the workforce in H&S issues. Numerous first-aid resources were developed,
and the occupational health programme expanded with support from St John and the
ACC.

The provision of medical and nursing services gradually penetrated the larger

factories. Subsequently the demand for first-aid training increased.
St John and Red Cross were the only organisations authorised to provide first-aid training
under the legislation, and St John was funded by the ACC to provide this to industry. To
manage the demand paid staff were recruited, and the range of courses broadened.
Other organisations such as the NHFNZ and the Surf Life Saving Association provided
CPR training primarily for the community.

As a result of the various initiatives the

numbers trained in first-aid rapidly increased, but workplaces were slow to make
provision for first-aid. Given these events, Chapter Twelve investigates the impact of the
F&CP(FA) Regulations on the workplace, and the first-aid training community.
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Chapter Twelve
The Impact of the Reforms on Workplace First-aid
1986-2006
By 1987, a modern accident compensation scheme, new occupational injury reporting
procedures

had

been

established,

the

occupational

health

programme

gained

momentum, and first-aid training provision flourished. Despite this, research indicated
that workplace first-aid provision was lacking.

Consequently the F&CP (First Aid)

Regulations introduced new minimum standards for first-aid, and extended the coverage
beyond the factory environment.
This chapter investigates the impact of these Regulations on the workplace on the
provision of first-aid training between 1986 and 2006.

During this period extensive

political, economic and social reforms took place to free up the economy, and enable NZ
to compete in the global economy[488].

Attention centred on efficiency and

effectiveness, embracing technological change, and delivering high value-added goods
and services[489].

Subsequently deregulation occurred, many industry subsidies were

removed, and Government spending was cut to reduce dependence on welfare. Agencies
were

restructured,

monitored[490]

353

.

decentralized,

and

their

performance

and

productivity

Market principles were generally applied whereby competition and

contestability were actively encouraged.
Moreover, employment fluctuated[489]. By December 1986 unemployment had risen to
78,170 from 47,410 in May 1985, and numerous employment schemes existed. These
were challenging years, and therefore the expansion of workplace first-aid, and the firstaid community is considered within the context of these events, and the research relating
to this is discussed.

The Health Sector
The accident compensation scheme was reviewed in 1986, and again in 1987 extending
the scheme to cover those incapacitated by workplace sickness or disease[491]354.

In

353

Modern management systems were introduced to provide strategic planning, policy development, personnel
and administrative support and financial and data processing services
354
Multiple changes were made to the accident compensation legislation in this era. Changes to funding
entitlements were made with the introduction of the Accident Rehabilitation and Compensation Insurance Act
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1992, different accounts covering work and non-work injuries355, and ‘experience rating’
premium discounts and loadings for employers were introduced.

In 2001 the Injury

Prevention Rehabilitation and Compensation Act strengthened these areas, and ACC took
responsibility for managing cross agency injury-related information [492].
The speed and magnitude of the reforms significantly impacted on each agency’s
operation, and the services they provided. The DoH’s annual reports note it ‘struggled’
to provide “adequate services” in the 1980’s, due to major changes in health services,
departmental changes, staffing cuts and industrial troubles[493].

The organisation

constantly reassessed its role, structure and functions to provide “cost effective, humane
and consultative health services”[494]. Some functions were discontinued. The Penrose
Health Centre was closed in the 1985/86 financial year. Whangarei’s occupational health
centre was transferred to Northland Area Health Board.
was pronounced the way forward[494].

By 1987 primary health care

Prevention and cure were regarded as “equal

partners”, placing attention on health protection, health promotion and “community self
reliance in heath matters”[494]356.
information

services

on

work-related

Nevertheless, occupational health seminars,
health

problems357,

and

health

related

investigations were still provided.

Figure 12.1 Extract from the Health Department’s Annual Report, 1986 (p.3)[493]

1992. This Act was repealed in 1998 when the Accident Insurance Act was introduced to allow private insurers
to provide work-related accident insurance, however ACC was restored as the sole provider of workplace
accident insurance in April 2000. The ACC Partnership Programme was also introduced that provided financial
incentives to employers to manage work-related accidents and provided flexible premium rates. The Injury
Prevention Rehabilitation and Compensation Act 2001, maintained entitlements & made provision for an
increased focus on injury prevention & rehabilitation. This 2001 Act was amended in 2005 introducing further
provisions.
355
Employees paid the Earner’s Account premium through Inland Revenue for non-work injuries instead of
employers as had previously been the case.
355
Further legislative changes in 1998 enabled private insurers to provide work-related accident insurance, but
this was short lived, and ACC was restored as the sole provider in April 2000.
356
A Royal Commission on Social Policy, led by Sir Ivor Richardson in August 1986, indicated decentralisation
and the formation of Area Health Boards (DoH annual report, 1987, p.3).
357
For example pesticide exposure in horticultural workers and the use of solvents in the workplace (DoH annual
report, 1987, p.18). Building sickness, health hazards in the timber industry, repetitive strain injury, respiratory
disease, heat stress and ergonomics were included in the department’s programme of work in 1988.
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First-aid on the Waterfront and on the Railways
The waterfront and railways were also impacted by the reforms.

Consequently the

Railways Centre, formed under the auspices of St John in 1981, and the WIC Centre,
formed in 1983 were both short lived[24].
struggling[495, 496]

358

By 1986 NZ Railways Corporation was

. Deregulated, it had to make a profit in a competitive transport

market and a tight economy[490]. Several workshops were closed, and the workforce
was reduced by 3,000 workers[490]359. Subsequently the railways St John Ambulance
divisions were disbanded.
On the waterfront the labour demand had decreased over the previous decade360.
However, first-aid training was provided at the waterfront between 1986 and 1989 (see
Table 12.1).

In addition the accident frequency rate increased during this period,

although the number of accidents and compensation claims decreased. In 1986 O’Brien,
the First-Aid Training Officer, was awarded a Queens Service Medal (QSM) for his service
to waterfront first-aid[497].

Eight first-aiders qualified as first-aid instructors in 1983,

most of whom were re-validated in 1987, and another eight qualified in 1985[498].

358

There was a reported loss of $45,774 million for the year ended 31 March 1986, and a further $110.7 million
the following year. The 1987 loss included severance costs of $40.8 million. (Railways annual report, 1987).
359
New Zealand Rail was finally privatised in 1993 (Halligan, 1997, pp.17-16).
360
This was partly due to improvements in stevedoring, and efficiencies were made when container terminals
were introduced to manage increased tonnages at the wharves. Historically there had been industrial angst at the
waterfront and this persisted in the 1980’s (Waterfront Industry Commission, annual report, 1998, pp.1-20)
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633

113

131

165

224

Non-work
accidents
N.

2,797

625

660

731

781

N.

Compensated
Accidents

11.99

11.72

11.16

10.71

Accident
frequency rate per
100,000 man
hours worked

595

637

744

757

Workers
on
compensation
N.

Figure 12.2 Loading and Unloading Containers on Aotea Quay, reproduced from Wellington Harbour Board’s Annual Report, 1986, (p.13)[499]

2,164

529

Total N.

294

1988

566

512

324

1987

557

Work accidents
N.

1989 Final

320

Waterside
workers
first-aid
trained N.

1986

Report Year
Ending
30 September

Table 12.1 Number of Waterfront First-aiders, Accidents, Employees Compensated and Lost Work-time Between 1986 and 1989

90,276

18756

20071

25105

26344

Man-days paid
compensation
N.

By 1988, a decision was made to phase out the WIC, and it ceased to exist in 1989[500,
501]. Consequently redundancies occurred361. This enabled individual port companies to
govern waterfront employment[500]. Although St John wanted to maintain an industry
first-aid centre at the waterfront, this was not possible[22, 501] 362.

The Department of Labour
Similarly, the DoL experienced numerous reviews and restructures during this period. In
1986, due to staff shortages fewer inspections were conducted[502].

A review of the

factory inspectorate concluded it was understaffed, but given the economic situation it
had to manage with existing resources.

Consequently the inspectorate focused their

resources on H&S, and placed less emphasis on wage-related matters[489, 503,
504]363364.

To “keep pace with modern developments and new technology”, improved

systems were required to monitor industry performance and compliance with the
legislation[504]. Accordingly workplaces with significant hazards and high accident rates
were given priority, and a refined inspection system was implemented in the 1986/1987
financial year. Workplaces were assigned a grade (priority one, two or three) depending
on the types and degree of hazards experienced.

The aim was to inspect priority one

premises annually, priority two premises every three years, and priority three premises
every five years. Inspectors had a “stronger advisory and counselling role”, and when
that failed prosecutions were used as a sanction[503].

However, poor data on the

frequency and severity of workplace injury and illness, made monitoring industry
performance difficult[489].

Impact of the F&CP (First Aid) Regulations
Following the introduction of the F&CP (First Aid) Regulations, improvement notices
issued to workplaces for inadequate provision were not recorded in the DoL’s reports. It
is therefore impossible to comment on compliance with the Regulations. Nonetheless the
new Regulations attracted correspondence and criticism from the NZ Occupational Health
Nurses’ Association, and private first-aid training providers[505].

The former group

361

The redundancies occurred in 1988, and 1989.
St John also experienced major operational changes during this timeframe, and at the same time new
relationships had to be forged with each port company.
363
There were two reviews. The first concluded there were insufficient staff numbers to complete all of the
tasks. The second was a review of the Industrial Welfare Division conducted by the State Services Commission
in conjunction with the DoL. The latter review included the Divisions’ head office and the factory and bush
inspectorates.
364
OSH staff numbers fell in 1988 from 305 to 250. By 1992 there were 275 staff including 80 factory
inspectors, 13 explosives and dangerous goods inspectors 10 bush inspectors, 28 construction inspectors, 15
occupational health nurses, 30 information officers and 15 accident prevention consultants. This number
increased to 293 by 1995 (Martin, 1996).
362
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criticised the “wide variation of standards” with first-aiders, and requested the
Regulations be amended eliminating first-aid certification as an alternative to a
Registered Nurse[506]. In response the DoL argued that the standard should not vary
as St John and Red Cross were the only recognised first-aid training providers[507]. In
reality it was impractical and financially unviable for small workplaces to employ a fulltime registered nurse. A workplace first-aider was an employee, and therefore incurred
nominal additional cost.

However, the complaints from the first-aid training providers

presented a dilemma for the DoL, as St John and Red Cross were the only first-aid
training providers recognised in the Regulations.

Although the Regulations stated

“equivalent” first-aid training and certification could be provided, there was no process to
manage this demand[18].

The First-aid Training Business
Over the years thousands of people had been trained in first-aid.

Some had become

first-aid instructors as Red Cross or St John members, or through their workplace (for
example with the waterfront, police, railways or the military). Changes in the economy,
the labour market, and deregulation actively encouraged entrepreneurial activity and
contestability. Thus enterprising individuals with first-aid training experience established
private companies to provide ‘equivalent’ first-aid training and certification, on a
commercial basis[507]365.
To compete for business on a level footing with St John and Red Cross, these providers
requested legitimate formal recognition from the DoL for this provision366.

Moreover,

many collective employment contracts made provision for payment of first-aid allowances
for workplace first-aiders367. However, as per the Regulations, only those with St John or
Red Cross first-aid certificates qualified. Consequently other first-aid providers and firstaiders were disadvantaged.

The DoL initially advised that under the Regulations, one

person had to be a registered nurse or hold a Red Cross or St John first-aid certificate in
workplaces with up to fifty people[505]368.

Whereas additional people in these

365

The Polytechnics and Civil Defence were also providing first-aid training. The New Zealand Underwater
Association (formed in 1953) joined the debate in 1987 when they wanted recogniton under the Regulations for
their PADI first aid qualification. (DoL files).
366
One provider in particular was an ex military senior medical assistant. This provider was servicing the North
Canterbury Hospital Board and training emergency care nurses at the time. Civil Defence also wanted to
provide this training using St John or Red Cross instructors but there were branding issues– whose name would
appear on the certificates, and rostering issues with St John and Red Cross taking turnabout to provide the
training. Various certificates were developed noting all parties, but the certificates themselves did not comply
with Regulations.
367
The Employment Contracts Act 1991 decentralised wage bargaining to individual business and replaced the
old multi Award system. However many of the allowances, including the first-aid allowances were carried over
into the new employment contracts.
368
This response did not help those who were seeking additional allowances for being the nominated workplace
first-aider as the “equivalent” certification status was still not recognised.
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workplaces could legitimately be trained by any first-aid training provider, as could
workplaces in other industry groups not covered by the F&CP legislation369.
The unions were also agitated, as a valid first-aid certificate was recognised in one
workplace but not in another[508]. They argued that their members were disadvantaged
when they changed jobs, and were covered by different workplace legislation.

Soon

other government agencies and workplaces joined the debate, as they required a
recognised certificate in order to pay the allowance[509, 510].
The DoL sought advice from the DoH; their main concerns were precedence and
manageability.

The DoH stated they neither recognised nor endorsed programmes or

products; their concern was that basic standards should be maintained[505].

In July

1986 the matter was referred to the National Committee on Emergency Care, but the
Committee went into abeyance so the matter was not resolved[511]370.
Red Cross and St John were also consulted on the matter. Red Cross admitted they had
little knowledge of other first-aid providers, except that the training offered did not
represent the Red Cross standard first-aid course. St John asked who would police the
training provision, and how standards and quality would be maintained by individual
providers. They were concerned about precedence and the credibility of small first-aid
training providers “in this field”[507].
were

established,

reputable

It was also argued that Red Cross and St John

not-for-profit

organisations.

Consequently

neither

organisation supported changes to the Regulations to allow competitors to provide firstaid training on a commercial basis.
The issue escalated. By 1987 both the Ministers of Labour and Consumer Affairs were
involved[512]. The essence of the argument was political; in a contestable society where
there was meant to be competitive neutrality, a monopoly “entrenched by the first-aid
Regulations” existed[512]. Nevertheless, in the absence of a first-aid standard the DoL
were reluctant to amend the Regulations.

Eventually the matter was referred to the

Advisory Council on Occupational Safety and Health (ACOSH) for resolution.

ACOSH
ACOSH was established in August 1986 to provide advice to the Government on
workplace safety, health and welfare in order to reduce workplace accidents and improve

369

For example construction sites and quarries, however they were still covered by the Award system.
The National Committee of Emergency Care set up a sub-committee to set the criteria and the qualifications
for first-aid trainers and methods of examination and certification. However the funding for the National
Committee of Emergency Care was withdrawn (DoL file Factories Act: General First Aid Regulations 1966 –
File 1/4/976, 1987).
370
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the working environment[513]371.

Among ACOSH’s priorities in the first year, was a

request for a report from the DoL, comparing NZ workplace first-aid services with those
in the UK[513]372.

The subsequent report showed that although workplace first-aid

provision was referenced in “11 different Acts and Regulations”, and in “at least 376
Awards and Collective Agreements”, many workers did not have access to these
services[514].

In comparison “the United Kingdom had a single set of regulations,

supplemented by a code of practice that applied to all workplaces[514].
concluded

the

legislative

system

and

administration

of

occupational

ACOSH

H&S

was

“unsatisfactory”, and recommended workplace first-aid services be included in a national
occupational H&S policy[514].
In December 1987 ACOSH acknowledged the DoH’s and DoL’s concerns regarding the
monitoring of first-aid training standards, and “had no objection” to changing the
legislation to accommodate additional first-aid training providers[515]. They also noted
Regulations limitations as they only applied to workplaces with more than fifty
employees. The DoL consulted the unions and interested providers, and recommended
the Chief Inspector of Factories373 approve private first-aid training providers[516, 517].
The March 1991 amendment, recognised the qualifications of private sector first-aid
trainers, and made minor modifications to the minimum scale of first-aid appliances and
requisites[79].
In addition to the F&CP Regulations, ACOSH reviewed occupational H&S legislation,
studied overseas models, and considered submissions from member organisations[518].
In July 1988, ACOSH recommended a single Act be developed on occupational H&S[519].
This proposal was similar to the recommendations in the Robens Report, the principles of
which had been already incorporated in workplace legislation in Britain, Australia, and
Canada[130, 419]374.

St John, who were actively involved in this process, noted the

review included workplace first-aid services[520].

They anticipated increased first-aid

provision, and increased demand for first-aid training.

371

Mr Isbey, the Parliamentary Under-Secretary to the Ministers of Labour, Employment and Immigration was
the Council’s Chairman, and members comprised senior government officials, and representatives from the New
Zealand Employers Federation, Manufacturers Federation, Federation of Labour and the Combined State
Unions. The Council met between 3 and 6 times a year to consider occupational safety and health matters.
ACOSH’s terms of reference included advice on amendments to legislation, the adequacy and development of
educational programmes, and the adequacy and quality of services.
372
This request was originally submitted by St John.
373
The authority for this approval was later changed from the Chief Inspector of Factories to the Secretary of
Labour (Internal Memo, 7th November 1990, Draft changes in the factories and Commercial Premises (First Aid)
Regulations, 1985, Amendment 1). The amendment was supported by the Advisory Council on Occupational
Safety and Health before it was disbanded.
374
More than 100 submissions were received from government and health agencies, various groups and
individuals, as the scope of the new legislation covered all workplaces (Report of the Advisory Council for
Occupational Safety and Health, March 1989, pp.1-4)
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Occupational Safety and Health
Meanwhile the DoL was reorganised again in 1988[521]. Under a corporate model semi
autonomous Service Units were established, one of which was Occupational Safety and
Health (OSH)375.

OSH’s aim was to “help minimise the economic and social costs of

workplace illness and injury”, and ensure no-one suffered “a disproportionately high
level” of either[522].

OSH’s priority was to revise the legislative and administrative

framework for occupational safety and health, and manage this in “a cost effective
way”[523].

Consolidated Occupational Safety and Health Legislation
In 1990, accident prevention functions and personnel from the ACC; occupational health
policy functions and personnel from the DoH; and the boilers, lifts, and cranes inspectors
all transferred to OSH[522]. OSH’s activities were evaluated, and new systems for the
provision of information and education were developed. Over the next eighteen months
the Health and Safety in Employment (HSE) Bill was developed, consolidating
occupational H&S legislation[524]376.

The HSE Act was eventually passed in October

1992, and came into force on 1 April 1993[16].
When the HSE Act was introduced, 100 prescriptive Acts and Amendments were
repealed, including the F&CP Act, and more than fifty Regulations were revoked.
However, some Regulations were “rolled over” to support minimum standards for safety
and health in “high risk areas”, until codes of practice were developed[78]377. Although
the F&CP Act 1981, and its Amendment (1986) were revoked, the F&CP (First Aid)
Regulations remained in force.
The HSE Act is performance-based, rather than prescriptive, and still applies to all
workplaces today.

Employers, the self-employed, employees, contractors, and those

who control workplaces, all have responsibilities under the Act.

All practicable steps

must be taken to identify and manage workplace hazards and minimise harm to
employees, and anyone in the vicinity of the workplace. Under the Act employers must
375

OSH comprised the bush, construction, factories and explosives and dangerous goods inspectorates, and took
responsibility for coverage of the other undertakings (other workplaces).
376
The Bill was finally introduced to the House of Representatives in December 1991. By this time the DoL had
existed for 100 years.
377
It was envisaged that some of the details covered by the Regulations prior to the HSE Act could be more
appropriately dealt with by Codes of Practices and Guidelines. In effect a three tier system would exist (the HSE
Act, supported by Regulations, supplemented by Codes of Practice (personal correspondence with Rex Moir,
DoL, June 2011). A series of Regulations were subsequently developed under the HSE Act e.g. Prescribed
Matters 1993 (requiring all accidents to be registered, and stating the qualifications for appointment as a health
and safety inspector), Mining Administration 1996, Asbestos 1998, Mining – Underground 1998, Petroleum
Exploration and Extraction 1999, Pipelines, 1999, Pressure Equipment, Cranes and Passenger Ropeways, 1999.
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develop procedures for dealing with emergencies, which implies the provision of
emergency first-aid.

In 1995, the HSE Regulations were introduced to support the

Act[525].
To educate the workplace on the HSE Act, OSH held 1,100 seminars and distributed
300,000 copies of publications[78]. OSH information systems were improved, and Codes
of Practices for workplace Health and Safety Representatives and Committees on hazard
management and accident prevention were promoted378. In 1995, the DoL reported “a
growing awareness of the HSE Act and occupational health and safety”, and stated the
“principle of self-management of workplace hazards had been adopted”[526]. However,
investigations

were

reportedly

performance-based legislation
increasing

employee

379

.

more

and

time

consuming

under

the

The HSE Amendment Act (2002) made provision for

involvement

enforcement mechanisms[527].

complex

in

workplace

H&S,

and

provided

alternative

In 2003, OSH published the “Guide to the Health and

Safety in Employment Act”, to inform workplaces on how the legislation worked[20].

Workplace Accidents
Nevertheless, workplace accidents continued to occur380.

In 1986, Treanor, St John’s

Training Director, described accidents as the “twentieth-century disease”[528].

In the

LEG article entitled “First aid training reduces accidents”, he argued there were more
compensated work accidents, than non-work compensated accidents[528]381. However,
claim-based accidents do not reflect the total number of accidents, only those serious
enough to warrant compensation. Quoting Canadian research (Agnew and Miller, 1973),
Treanor maintained industrial accidents could be reduced by 30% through the provision
of an “across-the-board” workplace first-aid training programme[110]382.

378

Other Codes of Practice were revised and new guidelines were published such as “Guidelines for Guarding of
Grain Augers”.
379
The highest fine to date was $25,000, the average was $3,380 and judgements were awarding all or part of the
fine to the accident victim or their estate (DoL report, 1995).
380
In the 1994/95 financial year OSH inspectors investigated 45 fatal accidents and conducted a further 11,853
investigations. In total $268,075 was awarded to injured workers under the HSE legislation (DoL report, 1995).
381
Treanor quoted ACC’s 1984 work-related accident statistics (45,387 injury claims and 80 fatalities), which
represented more than the populations of New Plymouth or Wanganui at the time. Treanor also highlighted the
hidden cost of accidents such as lost production time, and the effect on employees and the community.
382
Treanor also published “Industrial First Aid Services and Training in Canada” in 1986, outlining his
observations following his trip to St John in Canada. At the time the Canadian Order was developing a modular
approach to the provision of first-aid training. This comprised four compulsory theoretical & practical modules
(artificial respiration, choking, shock, unconsciousness, wounds and bleeding) and 14 elective modules
(including eye injuries, hand injuries, fractures, burns, heart attack, stroke, and an introduction to CPR) Apart
from St John’s concerns regarding the standard of first-aid training supplied by commercial providers, they were
perturbed by the diminishing number of inspectors. They perceived that fewer inspections would result in lower
safety standards, and an increase in workplace accidents.
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Figure 12.3 Extract from an article in the LEG, September 1986 (p.16)[529]

By June 1997 work-related accident compensation claims were estimated to be at least
$842 million, and work-related fatalities $150 million[530]383.

However, the DoL

estimated work-related injury costs were at least $4.2 billion – five times the “insured
cost”[530]384.

Figure 12.4 Occupational Safety and Health Press Release, October 1998 [530]

In 2005, there were 242,600 claims for work-related injuries, and the cost of treatment,
compensation and rehabilitation was $196 million, an average of $805 per claim[14].
The incidence of work-related compensation claims was highest for Agriculture, Forestry
and Fishing (combined as an industry group), Mining, Manufacturing and Construction.
Forestry, construction and agriculture had claim rates of 59.1, 51.1 and 34.8 per 1000
employees respectively385.
383

These figures represent the “insured cost” of accidents, and exclude accidents for which compensation was
not claimed. The figures exclude lost production cost, replacement of damaged equipment, additional
supervisory and accident investigation time, and the impact on staff morale and “company goodwill”.
384
In the media release The DoL suggested the uninsured cost of workplace accidents could range between 6 and
53 times as much as the insured costs, indicating that $4.2 billion was a conservative figure.
385
The DoL calculated the combined total cost for these three industries in 1998 to be approximately $101
million.
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Figure 12.5 Accident Compensation Claims for Work-Related Injuries, 2005 [14]

Approval and Monitoring of First-aid Training Providers
As previously mentioned, the F&CP (First Aid) Regulations were amended in March
1991[79].

Thus “a trainer with qualifications for the time being approved by the

Secretary” could provide first-aid training and certification in addition to St John and the
Red Cross[79]. The changed Regulations attracted a stream of requests to the Secretary
of Labour for ‘approval’ from small firms whose core business was first-aid training
provision[505].

OSH coordinated a ‘First Aid Working Party Group’386 to develop the

criteria for approving workplace first-aid training[531]387.

The Group agreed that only

“personnel experienced in teaching techniques and first-aid” were permitted to:
•

assess applications from prospective workplace first-aid training providers

•

recommend approval under the Regulations to the Secretary of Labour, and

•

monitor the standard of the first-aid training provision

The person selected to manage this process for OSH was Roger Eames, an OSH inspector
whose skills met the criteria388.

Eames, now retired, kindly agreed to be interviewed

about this role for the record[532]389. Eames said he assessed all applications from first-

386

The Working Party group comprised members of St John, the Red Cross, some private training providers, and
representatives from the Health and Labour departments.
387
Chapter Fourteen also provides more details about this process.
388
Eames was also Superintendent St John Ambulance in Palmerston North at the time. As an OSH employee
he was Deputy Senior Inspector of Factories, he moved to New Plymouth as a Senior Inspector, then moved to
Rotorua as the National Inspector by which time managing the national approval and monitoring process had
become a full-time job for him. Eames travelled the country in this role and was finally based in Tauranga.
Eames retied in 2001 after 31 years of service.
389
Eames advised that when the approval and monitoring system was operating the first-aid training provider
files were held in the Tauranga office. When the role was no longer required the files were transferred to
Wellington to be archived.
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aid providers seeking approval, which included a review of their credentials390. Between
1991 and 2001, approximately 300 private first-aid training providers were granted
approval to provide workplace first-aid training under the Regulations391.

Eames also

moderated the standard of the training provided on an annual basis392.
This system continued throughout the 1990’s, operating in parallel to the New Zealand
Qualifications Authority (NZQA) assessment and moderation process. OSH published a
Code of Practice for workplace first-aid training and supplies in 1994[533, 534]393. The
guidance notes on first-aid training requirements for first-aid training providers were
published in April 1996[535, 536].

New Zealand Qualifications Framework
NZ’s economic success was critically dependent on the skills of the workforce. Thus the
economic situation became a catalyst for educational reform, and the creation of a new
qualifications system[537].

Qualifications improved employment options, although not

all of those awarded at the time were nationally recognised394.

Subsequently nearly

10,000 subsidised employment schemes were phased out, and greater emphasis placed
on vocational training[488]395.
A Committee of Inquiry reviewed curriculum, assessment and qualifications in 1986, and
recommended
assessment[537]
recognised

a
396

national

curriculum

incorporating

achievement-based

. Subsequently a “portable, portfolio approach to achieving nationally

qualifications

that

provided
397

competencies” was recommended[537]

assurance
.

on

educational

standards

and

A national qualifications authority was

proposed to coordinate national school, vocational and academic qualifications[537]398.
390

The first-aid training provider’s credentials included a curriculum vitae, a first-aid instructor’s certificate, and
their first-aid course objectives and content.
391
According to Eames the size of the first-aid businesses varied; some were franchised companies, others were
sole traders.
392
See Chapter Fourteen for more details.
393
The Code of Practice was approved for publication by the Minister in 1994.
394
Some qualifications were institution specific, for instance one could achieve a diploma or certificate for
individual institutions e.g. the Whitireia Community Polytechnic Diploma in Business or the New Zealand
Institute of Management Diploma in Business.
395
Historically, access to tertiary education depended on successful educational achievement at school. Tertiary
institutions such as the universities, polytechnics and institutes of technology, equipped the workforce with
professional, trade and technical qualifications
396
Smithers, 1997 notes ‘Learning and Achieving: Second Report of the Committee of Inquiry into Curriculum,
Assessment and Qualifications in Forms 5 to 7’, produced by the Education department, Wellington.
397
This was recommended by a Working Group on Post Compulsory Education and Training, led by Professor
Gary Hawke in 1988. This report was prepared for the Cabinet Social Equity Committee in 1988 (‘The NZ
Qualifications Framework’, Smithers, 1997).
398
Prior to the establishment of NZQA, tertiary providers were consulted. The universities were opposed to the
system, except for the monitoring of course approval procedures. The universities subsequently agreed in 1994
to register complete approved degrees on the framework, but did not agree to unit standards.
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The NZQA was established under the Education Amendment Act 1990, to develop a
flexible qualifications system, and recognise “competency already achieved”[25].

The

intention was to create a single, coordinated framework of qualifications, showing a
learning pathway from school through to post graduate qualifications.
framework had eight achievement levels; this was later extended to ten.

Initially the
Certificates

awarded for nationally recognised qualifications were endorsed by NZQA, in addition to
the educational provider and/or the professional group involved[25].

Figure 12.6 Qualification Levels on the Framework [538]

From 1993, all new courses, including first-aid courses, requiring national recognition had
to conform to the new system[25].

A national catalogue of units of learning (unit

standards), of various sizes was, and continues to be developed399. A diverse range of
education and training providers develop the unit standards in consultation with industry
groups and interested parties to ensure they are relevant, accurate, and agreed before
they can be accepted by NZQA400.

Once accepted, NZQA periodically reviews the unit

standards for currency, to ensure they still meet the needs of industry401.

Private

Training Providers (PTEs), including first-aid training providers, are required to be
accredited with NZQA if they seek formal recognition for the skills they provide402.

St

John achieved accreditation as a PTE with NZQA in 1993[539, 540]. NZQA moderates
PTE’s teaching methods and assessment practice in order to maintain the required
standard403.

399

The size of the unit standard depends on the content, and the amount of work to complete them. Each unit
standard has a purpose statement and is awarded a credit rating.
400
Industry Training Organisations (ITO’s) were set up under the Industry Training Act 1992 to manage the
standard-setting process for their specific industry. In 1997 there were 52 ITO’s, these numbers have since been
rationalized. Where there was no industry body, NZQA set up advisory groups to manage the standard setting
process, so overall 90% of the workforce was covered. (The New Zealand Qualifications Framework, Smithers,
1997)
401
The renewal date is set by NZQA and appears on the standard. Usually each unit standard is reviewed every
3-5 years.
402
Accreditation is NZQA’s formal recognition that a Provider can deliver units to the specified standard.
403
Moderation is a quality assessment process designed to ensure that standards are consistent between
providers, and from assessment to assessment (An Introduction to the Framework, NZQA, 1991)
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NZQA also maintains records of learning achievement that provide evidence of
competence at a moment in time404. By 1997 there were 9,161 registered unit standards
and 300 registered qualifications, 446 PTEs, and 33 Industry Training Organisations
(ITO’s) in addition to tertiary institutions405, administering unit standards training and
assessment[537]. Altogether, 161,511 learners were registered on the framework. The
majority, 55,356 (34%), were ‘hooked up’ to the framework through PTEs[537]406.

Figure 12.7 Rapid Growth of Learners Registered on the Qualifications Framework 1994-1997 [541]

Industry embraced the new qualifications system as training and recognition of skills
could be provided on-the-job, and this was supported by the Employers Federation and
the trade unions407.

It enabled timely access to relevant training from a range of

providers in a competitive market.

The main issue for the workplace was “balancing

production against the time needed for assessment”[537]408.

404

As with any database, the accuracy of learning records depends on timely registration of successfully
completed unit standards.
405
For industry the standards setting process is managed by Industry Training Organisation’s (ITO’s) under the
Industry Training Act 1992. ITO’s cover about 75% of industry in New Zealand. For some unit standards there
is no ITO, and therefore NZQA set up advisory groups and forums to determine and manage the standard setting
process. In additon there were twenty-five Polytechnics, five Government Training Establishments (GTE’s)
three colleges of education and one Wananga (The New Zealand Qualifications Framework, Smithers, 1997).
406
Research conducted by Alan Smithers (Centre for Education and Employment Research, Brunel University,
London), suggests that the surge in the number of hook-ups to the NZQF was due to the delivery of the Training
Opportunities Programme, a government funded programme designed for second chance learners and those
seeking employment. Of the 55,356 that were ‘hooked up’, 64% were 25 years of age and under, and 75% of the
credits awarded were at level one and two. The reason for this was that most of the units were achieved by
unemployed young people who attended skill-based courses to gain employment. (The New Zealand
Qualifications Framework, Smithers, 1997).
407
Smither’s references - The New Zealand Employers Federation ‘Building Your Business – The Qualifications
Framework: A Tool for Change’, 1996. New Zealand Council of Trade Unions ‘Building Better Skills – The
New Zealand Qualifications Framework’, 1995.
408
Previously training and examinations were provided off-the-job, usually through attendance at block courses.
Polytechnics continued to provide trade training under the new education system, in association with ITOs, and
individual training providers to meet industry training needs.
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First-aid Unit Standards
The earliest first-aid unit standard was Unit 532 “Obtain first aid certificate”, which was
registered on the NZQ Framework in October 1995[542].

In July 1996 Unit 532 was

replaced with new units, one each at levels one to three to recognise different skill sets
(6400, 6401, and 6402)[536]409.

The point is that by 1999, approximately 467

accredited providers facilitated first-aid training and certification under the NZQA
system[542]. NZQA established a central national moderation system to administer and
moderate this provision410.

Inadvertently OSH were also the ‘approving authority for

training providers’ under the Regulations, but wanted to hand these duties over to
NZQA411412.

New Guidance Notes
To enable this to happen OSH developed the “Guidance Notes on the provision of first-aid
equipment facilities and training” in 2000[21, 80]413.

The Guidance Notes supported

workplace first-aid provision in accordance with the HSE legislation.

Workplaces were

advised to take “all practicable steps” to provide qualified first-aid personnel[21, 80].
Although the F&CP (First Aid) Regulations were not applicable to all workplaces, they still
existed, but were not referenced in the Guidance Notes. Table 2.1 outlined the content
of both documents to illustrate the points of difference, and therefore this information is
not duplicated here. In summary, the Guidance Notes recommended that at least two
first-aiders be appointed for:
•

every ten workers where if access medical help was restricted

•

up to fifty workers in offices or shops with and additional first-aider for every
additional fifty workers, or part thereof

•

up to twenty-five workers in all other workplaces and additional first-aider for
every additional twenty-five workers or part thereof.

A first-aider was defined as a holder of a current first-aid certificate, and credited with
Unit Standard 6400, “issued by an first-aid NZQA accredited training provider”[80]414.
First-aid provision was required when the workplace was occupied.

There was no

mandatory list of requirements for first-aid supplies although suggested minimum
contents for workplace first-aid kits were included.

A kit was recommended for every

409

Further information regarding these unit standards is provided in Chapter Ten.
The moderation plan noted on these unit standards was 0104.
411
The Fire and Rescue Services ITO expressed an interest in taking over the responsibility for the first-aid unit
standards in 2000 but this proposal did not come to fruition.
412
Once the roles were clarified, OSH planned to discontinue their own approval process which ran in parallel to
NZQA’s process.
413
The Guidance Notes were developed in consultation with the first-aid training organisations and
representatives from the New Zealand Council of Trade Unions and the New Zealand Employers’ Federation.
414
The Guidance Notes also supplied the first-aid course syllabus for the workplace, which covers both the
Initial and Refresher training for first-aid personnel and explained that first-aid certification must be renewed to
retain currency, whereas first-aid Unit Standards are life-time awards.
410
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fifty workers, on every floor in multi-level workplaces, in workers off-site locations, and
in every work vehicle.

Additionally, in workplaces with more than 100 workers a fully

equipped first-aid room was to be provided.
The Guidance Notes, although less prescriptive, provided similar information to that
provided in the F&CP (First Aid) Regulations. The Guidance Notes are more explicit on
the number of first-aiders in relation to exposure to risk, and access to medical help, but
it is unclear how these numbers were determined. Similarly, it is unclear why the firstaid room requirement for workplaces with more than 100 workers was adopted from the
Regulations, regardless of potential illness/injury and access to medical help415. Unlike
the Regulations, the Guidance Notes provide detailed first-aid training information, and
established the links with NZQA accreditation. Regulations are legally binding, whereas
Guidance Notes provide guidance, although this situation was confusing 416.
Following the promulgation of the Guidance Notes very little is known regarding
workplace compliance with the Regulations, except that in the two years 2004 and 2005,
OSH issued 124 compliance actions[543]417.

Of these, most concerned the supply or

state of the first-aid kits, only twenty (16%) concerned the lack of first-aiders. It’s not
clear how high a priority first-aid provision was, or is now in terms of workplace
inspections.

Nevertheless, given the incidence and cost of workplace accidents, the

standard of workplace first-aid provision should inform accident prevention activity and
emergency response.

First-aid Training
The first-aid training community grew considerably during this period. St John and Red
Cross were the largest and longest serving providers, therefore their records inform the
nature of first-aid training supplied. The NHFNZ, as the standard setting body for CPR,
continued to play a leading role into the 1990’s until this function was handed over to the
New Zealand Resuscitation Council (NZRC).
415

Interestingly the New South Wales 1989 and 2001 Regulations state first-aid rooms must be supplied at
construction sites where 100 people or more work, and in other workplaces where less than 200 people work.
Similarly Queensland’ Code of Practice for First Aid in the Workplace , 1994, Advisory Standard for first aid
1999, and Code of Practice 2004 also requires workplaces where less than 200 people work to provide first-aid
rooms.
416
Correspondence between OSH and the New Zealand Bankers Association in December 1993 confirms that
some workplaces were confused as to whether the Regulations were still in force, or whether they were to refer
to the HSE Act. In response OSH advised the Bankers Association that although the Regulations were still in
force, all workplaces should have a trained first-aider (DoL first-aid files).
417
An OSH Memo dated 21 January 2001 referred all branch managers and health and safety inspectors to
Sections 6(b) and (e), 12(a) and (d), 14(b) of the HSE Act and HSE Regulations 4 (1)(d), which relate to the
management of emergencies and the provision of first-aid facilities. In addition the Guidance Notes were to be
used when considering compliance action. Personal correspondence with Rex Moir, DoL indicates that less than
1% of the improvement notices issued related to workplace first-aid provision.
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St John
Between 1986 and 1990 St John offered twenty-one training courses, many of these
were first-aid oriented418419.
Table 12.2 St John First-aid Certificates Issued for Listed Courses 1986-1990
Certificates issued
Course Title

Total

1986

1987

1988

1989

1990

N.

N.

N.

N

N

First-Steps in First Aid

362

400

10

772

Second Steps in First Aid

206

226

15

447

Community First Aid

2554

2809

1115

1361

1490

9329

Basic Life Support

7703

8858

4229

5601

6460

32851

The Lifesaver

2596

2985

5463

7724

9838

28606

18205

21117

17418

22121

10994

89855

1992

2191

2201

999

666

8049

105

206

118

17

468

914

420

14333

14753

Standard First Aid
Safety-Oriented First Aid
Occupational First Aid
Industrial First Aid
Small Boat Operators First
Aid

17

First Aid Training for Civil
Defence
Total N.

33,740

N.

184

144

85

79

509

604

329

412

373

1718

39,580

31,017

38,765

44,701

187,803

St John’s 1987 annual report, indicates their first-aid instruction was linked to accident
prevention, “especially in the workplace where the majority of accidental injury
occurs”[544].

Fewer people were awarded first-aid certification in 1988, due to the

economic downturn, unemployment, and government reforms[520]420. Nevertheless, the
reported data excluded certification for refresher training and “special courses”, which
would have increased the overall figure for the year[520]. In 1990 a “Special Centre”
was established for the NZ Police, allowing the Police to provide first-aid training and
certification under the auspices of St John[545]421.

418

St John’s courses not listed in the table were Sports First Aid, First Steps in Patient Care, Preliminary Patient
Care, Advanced Patient Care, Preliminary Hygiene, Community Health, Preliminary Child Care, Maternal and
Child Care, Aeromedical Evacuation (12 were certificated in 1986, St John Annual Report, 1987 p. 12)
419
The ‘Sports’ first-aid course was excluded as it specifically targeted the sports environment. The remainder
of the first-aid related courses could potentially have attracted members of the workforce.
420
By 1988 unemployment had reached 100,000 (Martin, J., 1996)
421
Subsequently an Instructor’s Conference was held at the Police College in 1992 to exchange views and ideas
on instructional techniques (St John’s 1992 annual report)
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Figure 12.8 St John First-aid Training Course, reproduced from St John’s 1987, Annual report
(p.11)[544]

First-aid certification increased throughout the 1990’s. Of all St John’s certificates issued
in 1991, 34% were for “Standard First Aid”; public first-aid courses accounted for 25% of
certificates[546]422. St John’s 1991 annual report notes that a record number of first-aid
courses were provided to industry (1,230), and 16,683 certificates were awarded423. Onsite first-aid training in the workplace reportedly enabled instructors to “relate accidents
and treatment of injuries to the work environment”[546].

422

In 1991, St John provided 15 courses, those excluded from the table were Sports First Aid, Introduction to
Health Care, Heath Care Stage 1 & 2 (combined), Community Health and a Baby Sitters’ Course, and First-aid
instructors courses (St John annual report `1991, p.6).
423
This figure accounts for 34% of the total number of certificates issued by St John.
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Table 12.3 St John First-aid Certificates Issued for Listed Courses 1991-1995
Certificates issued
Course Title

1991

1992

1993

1994

1995

N.

N.

N.

N.

N.

Community First Aid

1191

1186

Basic Life Support

6121

7038

Total
N.
2377

7625

CPR

8951
8520

8520

The Lifesaver

10058

11555

14103

Standard First Aid - Public

12198

11152

12568

35918

Standard First Aid -Industrial

16683

19389

22193

58265

Standard First Aid & Refresher

17835

29735

18080

36643

Standard First Aid (Level 1)
Refreshers (Workplace or Public)
Standard First Aid (Level 2)
Safety-Oriented First Aid
Occupational First Aid

479

227

52

58

36643
20408

20408

5528

5528

58

58
706

94

62

Workplace First Aid

266
10431

Small Boat Operators First Aid

55

48

First Aid Training for Civil Defence

96

158

75

162

46,933

50,811

56,658

63,222

Total N.

71631

10431
103
491

63,456

281,080

From 1996 only those awarded with first-aid certificates were recorded in the annual
reports424.
Table 12.4 Number of St John Certificates Issued 1996-2000425

Year

Total Certificates Issued
N.

1996

69857

1997/8

71926

1999

71513

2000

65708

Total N.

279,004

In the 1990’s first-aid training for the workplace, was big business and very competitive.
St John were approached to deliver national training contracts, a service few first-aid
providers could offer[547]. Commercial marketing and direct advertising were important
initiatives.

St John’s “Training Arm” focused on first-aid training sales[548]426.

This

section provided advisory services to help clients comply with the legislation, and

424

As opposed to the number of people who had attended training but who were not awarded certificates. In the
late 1990’s St John’s annual reports included a précis of regional activity that had occurred during the year.
425
Regional reports outlined the activity conducted. Unfortunately these reports omit details on the types of
training courses provided, or the numbers who achieved certification on completion of the training.
426
In addition St John provided occupational health and safety training, and health care training (St John’s
annual report, 1998).
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checked that staff “were appropriately skilled”[548].
was actively pursued.

Marketing and direct advertising

In 1996 sponsorship was obtained from five major banks to

develop a “niche marketing” publication called “First Aid for Farmers”[536]427. However,
a long-term relationship with NZ Safety Council was formally “dissolved” in 1998[548].
Apparently the Council wanted to provide the “Outdoor First Aid” course on a not-forprofit basis, and St John wanted to provide the course commercially[548].
As numbers of “competing” first-aid providers escalated, St John established a
“Commercial Managers Group” in 1999 to market and develop the business[549]. Within
a year a national range of workplace first-aid kits, and the “Workplace Safety and Health”
course was launched428. In 2000, St John’s training services were renamed “Education
Services to encompass both knowledge and lifelong learning with the skilled based
training of the past”[550]429. Once again the regions gave an individual account of their
activity[550]430.

Red Cross
The NZ Red Cross Annual Review 2006, reported that 53,730 people were first-aid
trained in 2005, and 51,948 were trained in 2006[242].

When these figures are

compared with 1980’s data (4,752 trained in “First Aid” in 1981, and 3,783 trained in
“Elementary First Aid” in 1982), the growth in first-aid training provision is evident[459,
460]. Red Cross actively worked towards achieving their goal of having one trained firstaider in every household[242]. Their strategy was to provide basic first-aid training to
school children through the “People Savers” course, but they also serviced the workplace.
In 2002, Red Cross published “First Aid Notes for Electrical Workers”, to provide practical
first-aid treatment of burns and CPR specifically for this industry[551].

427

Altogether 23,000 copies of the “First Aid for Farmers” publication were distributed in the rural community.
By this time most of the regions employed safety and health consultants to provide clients with a broader
range of services.
429
A national Education Services Advisory Group was set up to provide advice on educational and operational
activities.
430
The Auckland Region reported an increased demand for “Workplace First Aid” courses, while the demand
for “Occupational Health and Safety” courses remained “steady”. The Midland Region “amalgamated” their
education activity, and tailored courses to meet customer requirements. The Central Region reorganised their
education services to cope with the “continuing growth in the traditional first-aid training market and to allow
for expansion into advanced first-aid training”. Finally the Northern Region (South Island) and the Southern
Region (lower South Island) reported that their PTE status with NZQA had been approved (St John annual
report, 2000).
428
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Figure 12.9 First Notes for Electrical Workers [551]

The National Heart Foundation
Deaths from heart attacks fell by 24% for men, and 19% for women between 1970 and
1985, and this trend persisted into the 1990’s[552, 553]. Nonetheless circulatory deaths
comprised 46% of all deaths in NZ compared with 23% for cancer[554].

It was

anticipated that one in three men, and one in four women would die from a coronary
heart attack, which was also one of the leading causes of death in the US[555].

As

cardiac arrests often occur at work, first-aid and CPR training was, and still is considered
a critical component of workplace H&S safety programmes, and requires regular training
and practice[555, 556].

Consequently the NHFNZ continued to provide heart health

education during this period. In 1986, the Auckland Electric Power Board sponsored the
production of a video for the $200,000 “Heart Attack” campaign[557].

Fourteen

thousand people were CPR trained in 1986, and these numbers increased to 25,000 by
1992[558].

Figure 12.10 The Heart Foundation’s 1986 Campaign [557] (p.24)
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The NHFNZ trained a community network of CPR instructors431.

Funds raised through

campaigns and grants432 were allocated to research, publications, promotional activity,
and the provision of CPR training and related resources.

For example, in 1992, Data

International Limited sponsored the “Chain of Survival” video[558]433.

This was used

during the 1993 “Heart Attack Action campaign”, of the funds raised $1.4 million was
spent on defibrillators for ambulances throughout the country[558].

The NHFNZ

discontinued their CPR service in 2001, to focus on a cardiac rehabilitation programme,
and heart heath promotion[559]434. In 2006 a range of occupations were identified as
having an increased risk of work-related cardiovascular disease[560].

Evidently heart

health education is just as important today.

Research on Workplace First-aid Provision
Several overseas studies were conducted on the provision and benefits of first-aid
training, skill retention and first-aid treatment during this period.

A sample of those

relating to workplace first-aid provision are summarised in Table 12.6.

Notably, the

Health and Safety Executive in Britain reviewed the Health and Safety (First-Aid)
Regulations 1981. Initially the Regulations and approved code of practice and guidance
were evaluated, to establish the relevance of first-aid in industry, and determine the
direction of future regulation in this area [106]. The results indicated first-aid awareness
levels were good, 78% of the workplaces surveyed referred to the code of practice,
although 29% perceived the Regulations did not apply to their workplace[106]. However,
79% perceived workplace first-aid provision was beneficial, and more frequent refresher
first-aid training was recommended. Of the workplaces with first-aiders, 45% had cause
to administer first-aid.

431

The CPR Instructors in turn trained the community in CPR.
To give an indication of the nature of the grants, the Health department provided $550,000 in 1991 and
$488,889 in 1992 for the Heartbeat NZ campaign and 12 cardiac grants were awarded in 1993 totalling
$910,206.
433
The video portrayed the early warning signs of a heart attack and explained how to manage this emergency.
434
The Foundation continued its standard setting role in relation to Basic Life Support for several years until the
New Zealand Resuscitation Council (NZRC) was established in 1996.
432
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The Effects of First Aid Training on Public
Awareness of the Management of a
Seriously Injured Patient

Steele J.A.

April, 1994

Provision and Awareness of First Aid in
five luxury hotels in Cardiff[563]

Iannce R., Evans E.P.

August, 1991

First Aid and First Aiders who work in
Health Food, Processing and Light
Engineering in Nottingham[562]

Foulis W., Mayberry J.F., Doran J.

June, 1991

Small Industry Trains Workers In
Emergency Response Skills[561]

Osbourne George G., White David M.

May, 1989

Article

100 questionnaires were distributed, one to every fifth
patient over 15 years of age seeking treatment at the
Accident and Emergency Department of Ulster Hospital.
Patients were asked if they had been first-aid trained and
asked a series of true/false questions relating to the correct
application of first-aid principles.

Six luxury hotels with fewer than 150 workers, and fewer
than 50 of them using machinery, agreed to participate.
Under the Regulations hotels must provide first-aid kits and
ensure an Appointed Person is present to manage the kit, but
were not legally required to provide first-aiders. 20 copies of
a questionnaire given to each hotel to test a cross-section of
hotel staff on their first-aid knowledge, views and attitudes.

210 first-aiders (149 from a health authority, 26 from a light
engineering firm, 35 in food processing) completed a
questionnaire about their training and first-aid work. Data
also gathered on the perceived value, bonus payments, and
first-aid promotion to staff.

First-aid needs of individual workplaces are not always met
on standard first-aid courses (e.g. injuries involving power
tools). Tailored first-aid training to develop decision-making
competence and apply skills in emergency situations was
provided to small technical service workforce (100
employees) distributed in 3 rural locations. The five-day,
six-hour per day theoretical and practical course covered a
wide variety of first-aid topics stressing burn care and
fractures relevant for the workplace, but excluded topics
irrelevant in the workplace e.g. emergency childbirth.
Training scenarios and discussions were designed for
individual worksites.

Method

80/100 questionnaires completed, 41% were first-aid trained.
Overall 45% perceived they could cope with a seriously ill/injured
person in an emergency. 59% of those first-aid trained, and 35%
of those untrained felt confident in dealing with an emergency. The
results of true/false exercise revealed that members of the public
have a reasonable awareness of the basic principles of first-aid
management of an injured person. First-aid trained participants
performed better in the exercise than those untrained. 12

80/100 questionnaires returned from 5/6 hotels. 45% from men,
55% from women. Over 40% had attended first-aid training, but
for half of these certification had expired. Respondents displayed a
high standard of theoretical knowledge of first-aid, and claimed to
be able to apply first-aid including mouth-to-mouth resuscitation.
However, the results suggest respondents perception of their skills
may be inaccurate as few were trained. Duty managers were the
Appointed Persons in charge of the first-aid kit. Most knew the
location of the first-aid kits, but were unclear of their content. The
hotels did not appear to promote first-aid.

Response rate was 88% (health authority), 77% (light engineering
firm), and 94% (food processing). Fewer hospital first-aiders firstaid trained within the previous 3 years. Ratio of first-aiders to
workers higher in engineering. Majority of first-aiders in their 30s
and practised first-aid for less than a decade. First-aid most
frequently applied in food processing, commonly for cuts, burns
and bruises, and used least in health. 55% perceived all workers
should be first-aid trained. Those in health and engineering
perceived they should receive an additional payment for first-aid
work. 90% perceived first-aid training was worthwhile.

On completion of day two participants awarded American Red Cross
certification in CPR. Red Cross first-aid certification awarded on
fifth day. The work-force was reported to be competent in first-aid
and had increased safety consciousness. Management actively
involved, supportive and agreed to continue and expand the course
and provide annual CPR refresher training.

Results and Conclusions

Table 12.5 Summary of a Sample of International Research Undertaken on Workplace First-aid Training and Provision 1987 - 2004
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The effect of first aid training on
Australian construction workers

Lingard H.

Summer 2002

The effect of first aid training on objective
safety behaviour in Australian small
business construction[9]

Lingard H.

August, 2001

The use of AEDs by police officers in the
City of London [565]

Rosee, P., Nolan, J., Hill, E., Dawson,
J., Whimster, F., Skinner, D.

August, 2001

The use and cost of first aid in the food
and drink manufacturing industry[564]

Ferriday D.

August, 1995

Article

This research, although published under a different title was
similar to Lingard’s previous paper

In Australia 97% of general construction firms employed
fewer than 20 employees, 85% employ less than 5. An
experiment comprised a deliberate sample of 22 small
business construction firms to determine the effect of firstaid training on participant’s occupational safety and health
behaviour. Direct observation of the workplaces conducted
before and after participant’s first-aid training provision.
Performance measured using individual safety measures and
a global site safety measure.

Over a 3 year period 147 police officers were provided with
initial 6 hour training in the safe and effective use of AEDs.
This was followed by 3 hour re-certification every 6 months.
4 rapid response vehicles were issued with AEDs and another
was positioned at the Old Bailey courthouse. The set call
response target was 8 minutes for heart attacks and cardiac
arrests.

Fifty-four food and drink manufacturing companies with a
minimum of 50 employees surveyed on their first-aid
provision, training and first-aid treatment given. The cost of
first-aid training and associated costs for 3 years April 1990
to March 1993. Criterion used to define major treatment
(injuries and diseases identified as dangerous under the
Regulations, fractures, amputations, loss of sight, hospital
referrals, unconsciousness), all other treatment was
considered minor.

Method

Results and Conclusions

51%

- Access to heights

85%

- Manual handling

80%

96% (p=.005)

93%

98% (p=.073)

Global performance produced similar results for use of personal
protective equipment (p=.000) and improvement in housekeeping
(p=.012). Improvements in safety behaviour were not limited to
individuals trained in first-aid, suggesting first-aid training may
help prevent workplace injuries.

65%

protective equipment

- Use of personal

94%

- Use of tools

Results on safety performance pre and post training

First-aid training had a positive effect on occupational safety and
health behaviour.

Police attended 90% of the requested calls (1103/1232), of these
5.7% were police generated, and applied AEDs to 25 victims. 4
patients survived more than 24 hours, of these 2 were alive after 1
year. The mean interval between the call and police arrival on the
scene was 8.9-4 minutes and was expected to be reduced with
improved communication. The feasibility of providing AED training
to police officers in the United Kingdom was confirmed.

Sixty-seven percent responded to the survey (36/54 companies), of
these 26 companies employed less than 300 workers, and three
employed less than 50, but still included in the study. All employed
first-aiders, all but one provided first-aid kits, and 72% provided
first-aid facilities. All but one company provided first-aid training,
89% provided initial first-aid training (4days), 78% provided
refresher training (2days), and 14% provided other types of firstaid training. The average cost of first-aid provision was 16 pounds
per employee per year. Ninety-three percent of the treatments
were minor, and 6% were unknown. First-aiders infrequently face
serious or life-threatening emergencies. First-aid training could be
reduced in content, but undertaken more frequently to ensure firstaiders are skilled to manage medical emergencies.

participants were unwilling to treat a seriously ill/injured person, of
these 5 were trained in first-aid.
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Article

Attitudes of pharmacists to the issue of
applying basic first-aid [566]

Chemperek E., Plowas M., Korecka R.

2004

occupational health and safety motivation
and risk control behaviour[10]

250 pharmacies surveyed in the Lubin region of Poland.
Opinions sought on the issue of their application of first-aid
and knowledge of basic life support.

Method

42% responded. Results indicate pharmacists are willing and feel
obliged to participate in free first-aid training, more than other
social groups and should participate in emergency rescue activities.
Respondents generally assessed their level of knowledge as
insufficient and would appreciate information on the management
of emergency situations.

Results and Conclusions

The Executive sought stakeholder views on the first-aid legislation, training, approval of
first-aid training organisations and first-aid equipment[5]. The results showed that 66%
were averse to incorporating the first-aid Regulations into other Regulations, perceiving
this may reduce their importance and overall effectiveness[6].

To fulfill the minimum

requirement under the first-aid Regulations, each workplace must appoint a person in
charge of first-aid. Of the respondents, 62% perceived this provision was satisfactory.
Nevertheless, respondents were confused about the roles and duties of employers,
appointed persons435, and first-aiders436.

In 2004, the Executive concluded that the

existing regulatory framework and code of practice should remain[567].

However,

flexible first-aid training arrangements, dependent on the differing needs of employers’,
and a new model for approving first-aid training organisations were recommended.
Subsequently a guide for training organisations was published that outlined a revised
approval and moderation process[8].
In 2005, the Executive surveyed 1,299 first-aid training organisations. The aim was to
gather information on the number of trained first-aiders and appointed persons, within
small and medium sized enterprises (SMEs) between 2001 and 2003[568].

Thirty-two

percent responded, of these only 33% were able to provide data on the number of
people trained from SMEs. In total 504,668 were trained, of these 32% were first-aid
certificated, 10% received refresher training, and 58% were trained as an appointed
person.

The report concluded that more efficient ways of collecting this information

could be identified.
No published studies were conducted on workplace first-aid provision in NZ within this
timeframe. However, an interesting observation was recorded in an unpublished study
conducted in 2004[569].

Adult patients seeking treatment at Wellington’s Emergency

Department were questioned on the nature and treatment of their symptoms prior to
presenting at the hospital.

Remarkably, 16% of the patients had symptoms that

occurred at work, of these 61% were aware their workplace had a H&S, but only 23%
had consulted with them to seek first-aid advice.

The three main reasons for not

consulting the officer were a lack of confidence that they would be adequately trained
(30%), the patient was the officer (18%), and/or the illness/injury was not serious
enough at the time (15%).

435

The person appointed takes responsibility for first-aid training equipment and supplies.
Similarly confusion existed regarding the acceptable standard for first-aid training, although there was general
agreement that the frequency of refresher training should be increased.
436
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Summary
This chapter investigated the impact of the F&CP (FA) Regulations on the workplace, and
the provision of first-aid training between 1986 and 2006.

During this period NZ

experienced extensive political, economic, legislative, educational and social reform.
Consequently,

government

services

were

constantly

reviewed,

industries

were

deregulated, and greater emphasis was placed on health promotion and community selfreliance.

Large scale reorganisation resulted in redundancies, and changes in the

provision of occupational first-aid, but the incidence and cost of workplace accidents
escalated.
Under a corporate model OSH was formed, consolidating various occupational policy
functions and personnel.

Occupational H&S legislation was consolidated into the

performance-based HSE Act.

However, the amended F&CP (First Aid) Regulations

remained in force, enabling the commercial first-aid training community to expand their
services into the workplace. Guidance Notes on workplace first-aid and training provision
were developed, and although similar to the Regulations, they were not identical, which
created some confusion.
first-aid

were

As part of the new qualifications system, unit standards for

introduced.

These

were

lifetime

qualifications,

whereas

first-aid

certification was valid for two years.
St John and Red Cross annual reports suggest a surge of interest in first-aid training
during this period.

Although, some were not specifically trained for the workplace,

industry must have benefited.

Overseas studies provide insight into H&S legislation,

workplace first-aid training, policy and practice within some occupational groups.

No

published studies were conducted in NZ during this period, therefore very little is known
about the status of workplace first-aid provision, or compliance with first-aid legislation
and/or the Guidance Notes during this period.
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Chapter Thirteen
The History of Workplace First-aid in New Zealand
Discussion and Conclusions
This chapter concludes the historical investigation on workplace first-aid in NZ between
1884 and 2006. The previous chapters described the context, circumstances, events and
activities that led to the introduction, development and expansion of workplace first-aid
provision during this period.

The incidence of work-related injury, the regulatory

environment, and the nature of first-aid provided in a range of workplaces was explored.
Importantly, attention was given to the people and organisations that influenced this
provision. A timeline of the events, activities, and regulation relating to the provision of
workplace first-aid in NZ is summarised in Appendix H. In this chapter the factors that
appear to have most influenced workplace first-aid policy and practice in the past are
discussed, and the implications of these factors on future policy are explored.
Furthermore, the methodological limitations relating to this investigation are noted.

The Factors that have most influenced Workplace Firstaid Policy and Practice in NZ
Reflecting on the evolution of workplace first-aid throughout the period studied, it is
evident that there has been an un-coordinated ad-hoc approach to first-aid provision in
NZ workplaces.

The primary reason for this is that numerous individuals and multiple

organisations were involved, they did not have a shared understanding of what first-aid
was required in the workplace in response to NZ’s changing environment, and they all
worked independently of one another. Each of these organisations was introduced and
evolved at different times, had divergent aims and objectives, and overall there was little
co-ordination and cohesiveness between them. Consequently this fragmented approach
has had a profound effect on workplace first-aid policy and practice in NZ. The additional
major factors that appear to have most influenced these organisations’ approach to
introducing, embedding, and evaluating workplace first-aid provision include overseas
influence, historical events, changes in the economy, social and cultural change and
organisational change. Each of these factors is explored and discussed, however all of
the factors are inextricably interrelated and therefore difficult to unravel. Thus they have
had a combined impact on workplace first-aid policy and practice.
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Overseas Influence
NZ was a British colony and as such was greatly influenced by activities, initiatives,
customs and practices that were introduced overseas, particularly those practiced in
Britain. The structures to administer the colony were set up under British regime and the
regulatory framework and enforcement practices introduced into NZ were modelled on
those in Britain.

However the environment in NZ was not identical to Britain and the

agencies that were established in NZ were inadequately resourced to effectively
implement and enforce the legislation.
Between 1891 (when the Bureau of Industries was first established; later known and
referred to as the DoL) and 2006 a plethora of legislation for assorted industries was
adopted directly from, or modelled on those in Britain [62, 63, 220, 225, 244, 283, 286,
297, 298, 570-572].

As a result a piecemeal and reactive approach was adopted to

regulate the provision of first-aid in the workplace in NZ. No real consideration was given
to what first-aid was really required, or how these needs may change in harmony with
the changing environment. Initially standards for first-aid provision were poorly defined
in the legislation, which made it difficult for workplaces to comply[63, 570]. Essentially it
was left to the Inspector’s discretion to determine what first-aid was required, but it
transpired that they were insufficiently trained to do this and therefore first-aid provision
was virtually impossible to enforce [70].

Although systems were set up for factory

registration, inspection and accident reporting, there was no requirement to enforce,
monitor and report on first-aid provision.

Furthermore the registration, inspection and

accident reporting systems that were set up for factories were not consistently applied to
other workplaces.

There is no evidence to suggest that the regulatory framework

introduced in NZ between 1919 and 1946 had any impact on the provision of first-aid in
the workplace as few systems were in place to support it.
Between 1946 and 1966 the regulatory framework in NZ expanded as it did in Britain,
but the requirement for first-aid provision in the various workplaces was either vague, or
non existent [283, 292, 293, 296, 297, 300, 571]. The DoL instituted a system to record
the number of requisitions for improvement to factory first-aid in 1949, although
standards for this provision were not determined until the FAF Regulations 1966 were
introduced [384].

The DoL’s 1946-1985 annual reports show that of the factories

inspected during this period, few were required to improve their provision of first-aid
supplies (see Tables 10.1 and 11.1 for details).
To add to the confusion specific Acts and related regulations were not introduced,
repealed or revoked at the same time.

For example the F&CP Act 1981 amalgamated

several acts including elements of the factories, shops and offices legislation, but the FAF
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Regulations were not revoked until 1985 when the F&CP (FA) Regulations came into force
[18, 425]. The F&CP (FA) Regulations introduced new minimum standards for first-aid
provision and expanded the coverage to include factories and commercial premises [18].
Increased regulation created new, but unanticipated business opportunities in the
marketplace when additional organisations requested ‘equivalent’ first-aid training and
certification on a level footing with St John and the Red Cross in accordance with these
Regulations [507].

NZ society had changed, St John and Red Cross’ monopoly of the

first-aid training market was contested, but there was no system in place to manage this
provision in accordance the Regulations.

Five years later (1991) the F&CP (FA)

Regulations were amended to accommodate private sector first-aid training providers
and the Chief Inspector of Factories given the authority to approve this provision [79].
Regardless, there is no evidence that the F&CP (FA) Regulations 1985 have ever been
enforced, and there is a dearth of information regarding the nature and enforcement of
first-aid provision in other workplaces.
Following Lord Robens’ inquiry into employment H&S provisions in Britain, the regulatory
environment was radically streamlined and the Health and Safety at Work Act 1974 was
introduced [130]. The emphasis for workplace health and safety management changed
from external policing, to self-regulation, and minimum standards were promoted
through a series of codes of practice and guidelines [419].

Due to extensive political,

economic and social reforms and significant organisational change, NZ did not adopt the
new framework for nearly Twenty years [488, 489, 521, 522].

In 1988, DoL was

reorganised, OSH was formed, and NZ’s legislative framework was streamlined, over 100
prescriptive Acts and Amendments were repealed (including the F&CP Act 1981) when
the HSE Act came into force in April 1993[523, 572].

However, the F&CP (FA)

Regulations were not revoked and remained in force.
The new HSE legislation applied to all NZ workplaces and unlike previous workplace
legislation is not prescriptive. Under the principle of self-management, employers must
develop procedures for dealing with emergencies, which implies the provision of first-aid.
Similar to Britain a series of codes of practice and guidelines were introduced in NZ
including a code for workplace first-aid training and supplies in 1994, and Guidance
Notes on first-aid training and provision in 1996, and 2000 [80, 533, 534]. The F&CP
(FA) Regulations 1985 still existed and although they did not apply to all workplaces,
they were not referenced in the Guidance Notes. The Guidance Notes and the F&CP (FA)
Regulations provided similar but not identical information.

Moreover, regulations are

legally binding whereas Guidance Notes literally only provide guidance.

Data on the

enforcement of these Regulations was neither consistently reported nor recorded
between 1886 and 2006.

Similarly, there is no data on what first-aid NZ workplaces

provide in accordance with the Guidance Notes.
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The regulatory framework and enforcement practices, modelled on those in Britain, have
been a major influence on workplace first-aid policy and practice in NZ.

No real

consideration was given to what first-aid was really required in NZ workplaces between
1891 and 2006, or how this provision would be implemented, monitored, reported and
evaluated.

Apart from the data on first-aid provision in factories between 1949 and

1985, there is very little evidence to show compliance with the regulatory framework,
and no evidence to show how effective the framework has been in practice in NZ.

St John and the Red Cross
In NZ many of the cultural and social activities and traditions were also modelled on
those practiced in Britain.

St John and the British Red Cross were established

organisations in Britain, prior to their introduction in NZ, and first-aid lectures were
popular in the community and in the workplace [136, 137, 142, 143]. Volunteering with
these organisations was embraced in NZ given that medical and ambulance services were
scarce and unaffordable between 1885 and 1925.

As was the custom in Britain, the

initial first-aid lectures held in NZ were provided by doctors. Separate classes were held
for males and females as mixed classes were considered to be inappropriate at the time,
and first-aid examinations were optional [22, 23].

St John formed the branch and

brigade structure as it had in Britain, introduced comparable training regimes with drills
and competitions, purchased first-aid supplies and equipment, and took instructions
from, and paid a royalty to their head office in London [22-24]. Similar to Britain, firstaid training in NZ workplaces was initially provided to tramway workers, policemen, the
military, harbour board workers, factory and railway workers [22-24, 58, 163, 167, 168,
175].

The NZ Branch of the British Red Cross initially trained nurses and hospital

workers as well as volunteers [180, 215, 217]. The patron of both of these organisations
was the Governor General, the personal representative of the Queen in NZ.
The historical investigation shows that the first-aid training regimes that were established
in Britain were replicated in NZ.

Over time, and to accommodate demand for the

training, lay-people were engaged to facilitate the first-aid training and examination
process, just as they were in Britain.

The first-aid training providers independently

determined the content, standard and frequency of first-aid training, thus influencing the
provision and extent of first-aid supplies for the workplaces they had each developed a
relationship with.
As in Britain the Red Cross and St John in NZ formed a joint war committee to service
the sick and the wounded from the 1914-18 war and administer funds for these purposes
[22]. Similarly the Red Cross and St John formed a Joint Council and worked together
during the 1939-45 war to raise funds for the war effort[266]. However, there was no
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agreement to provide a uniform service, consequently the two organisations operated
independently during and after the crisis [24, 30, 267].

The opportunity to maximise

their combined effort to influence workplace first-aid policy and practice in NZ for greater
effect was overlooked.
Clearly St John and the Red Cross were instrumental in establishing and embedding firstaid in NZ. Historically, there has been heavy reliance on the first-aid training community
to determine the content and relevance of the first-aid training syllabus, the frequency
and standard of the training, and the nature of first-aid supplies for the workplace both in
Britain and in NZ. When the FAF Regulations 1966 were introduced those in charge of
factories’ first-aid facilities had to be a registered nurse or hold a valid St John or Red
Cross first-aid certificate, mandating thus legitimising these qualifications although they
were not identical[384]. It is evident that St John and Red Cross’ traditions, customs,
policies as practiced overseas, have influenced workplace first-aid policy and practice in
NZ. However, despite records of the numbers of people trained in first-aid, there is no
evidence to show the relevance of the training and/or the use of the first-aid supplies
and/or facilities in relation to the first-aid treatment provided in workplaces in NZ.

Government Initiatives
NZ government agencies often mirrored initiatives introduced in the ‘homeland’, and the
US. For example, towards the end of the 1914-18 war, Britain and the US focused on
industrial hygiene when more women entered the workplace. This initiative encouraged
workers to form safety groups to create awareness and ownership of their health, safety
and welfare at work, consider the extent of workplace accidents, accident prevention
measures, and the level of workplace first-aid provision

[28, 65, 219].

The DoH and

DoL noted these initiatives, and focused their attention on industrial hygiene in NZ’s
workplace between 1919 and the 1980’s [28, 65, 219]. The two government agencies
worked together to promote occupational safety and health and first-aid instruction
through the distribution of safety and first-aid posters to reduce the prevalence of sepsis
[28, 29, 228, 291, 305, 332-334]. Additionally the DoL improved their data collection on
the severity of factory accidents (see Table 8.6) [228].
The DoH sought expertise from Britain in 1944 when the department seconded Jack
Davidson from the British Department of Labour and National Health Service to review
industrial hygiene in NZ [29]. Davidson subsequently reported factory first-aid treatment
and equipment in NZ was “substandard”, factory inspection poor, factory inspectors
untrained in first-aid themselves and recommended an IHD be created within the DoH
[70]. Consequently changes were made to workplace legislation in NZ[283], inspection
activities were upgraded (see Table 10.1), factory inspectors were required to pass
examinations, and the IHD was established within the DoH [29, 289].

Furthermore,
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Industrial Health Centres and Clinics were established in NZ, and IMO’s, IHN’s and Nurse
Inspectors were appointed as they were in Britain [29, 306, 308-317]. These initiatives
greatly influenced the increased frequency and standard of first-aid provision to the
workforce in NZ, improved data collection of workplace injuries and their treatment and
consequently increased awareness of the value of workplace first-aid [318-320].

In

addition to the services provided by the Industrial Health Centres and Clinics, NZ
workplaces employed doctors and nurses to provide treatment for injury and illness,
medical examinations, immunisations and advice on accident prevention, as was the
practice in Britain [408]437.

Employees actively sought first-aid treatment provided by

these facilities when they were established.

Research
Heightened interest in industrial hygiene in the 1950’s triggered several British factory
studies that drew attention to the inadequate first-aid facilities and supplies, and
insufficient numbers of trained first-aiders [73, 369-372]. As a result of these studies it
was argued that most of the first-aid syllabus was “irrelevant” for industry[372].

The

case was made for first-aiders to be provided with “efficient” first-aid training to treat
cuts, burns, minor injuries and headaches [372].

The DoH noted the British studies,

conducted similar surveys in NZ factories, and reported similar results; that factories
took an ad-hoc approach to first-aid provision [318, 332, 376, 377]. The DoH and DoL
jointly conducted the “Survey of Factory First-Aid 1963-64” and found that of the
premises surveyed less than half had a first-aid kit that met the standard and few
factories (3.7%) had a certified first-aider [12].

Following these studies the DoH

released the “Occupational Health Bulletin on Factory First-aid” stating NZ first-aid
techniques were defective, provided factory first-aid instruction “not dealt with in the
standard first-aid course” and included details on how sepsis could be avoided [12, 75].
Nonetheless the booklet promoted the Red Cross and St John first-aid syllabus and
recommended every factory have at least one certified first-aider [12, 75]. Following the
trend overseas, research in NZ showed up the abysmal state of factory first-aid
provision, and steps were taken to rectify the situation.

The findings generated

increased health promotion, supported the ntroduction of the FAF Regulations mandating
the minimum requirements for factory first-aid provision, and increased enforcement
activity (see Table 11.1 for details) [383-386, 388].

However, the first-aid training

syllabus was not reviewed by the DoH or DoL.
In summary these examples show that workplace first-aid policy and practice in NZ was
greatly influenced by activities, initiatives, customs and practices that were first
introduced overseas. The regulatory framework and enforcement practices in NZ were

437

By 1984, 160 doctors and 262 nurses were employed in NZ workplaces (see Chapter Eleven for details).
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modelled on those in Britain.

No real consideration was given to what first-aid was

required in NZ workplaces, or what systems and resources would be required to support
this provision. St John and the Red Cross were established organisations in Britain, prior
to becoming established in NZ. The first-aid training regimes and traditions practiced by
these organisations in Britain were replicated in NZ, although the two organisations did
not provide a uniform service. Regardless, there is no evidence to show the relevance of
the training in relation to the first-aid treatment provided in NZ workplaces.

Finally,

government agencies in NZ were influenced by overseas expertise and replicated some of
the initiatives that had been introduced elsewhere. These initiatives increased awareness
of workplace accidents, made provision for professional first-aid treatment Clinics and
Centres, and improved data collection on the nature and frequency of workplace injuries.

Historical Events
Several historical events potentially influenced workplace first-aid policy and practice in
NZ. Examples include the 1914-18 and the 1939-45 World Wars, the Influenza Epidemic
1918, the Napier Earthquake, and other notable events such as accidents and disasters.
Accordingly the nature and impact of these events on first-aid policy and practice in NZ is
explored.

The 1914-18 and 1939-45 World Wars
In wartime men traditionally enrolled for military service and this is what happened in
NZ, thus a labour shortage was created [28].

During the 1914-18 war women, and

Maori joined the workforce to help the war effort. In wartime the workplace functioned
under emergency conditions, the workforce was unskilled and inexperienced, there were
fewer inspectors to carry out workplace inspections and approximately half of St John’s
Ambulance brigade were disbanded for the duration of the war [23]. In 1914, the first
year of the war, the DoL recorded the highest number of factory accidents since data
collection procedures had been introduced (see Tables 8.3 and 8.4 for details). St John
and the Red Cross provided first-aid training during the war, but the research shows that
workplace first-aid provision was not a priority, neither was it actively promoted or
enforced by government agencies [23].
Similarly during the 1939-45 war a third of NZ’s population in the 18-45 year age group
were in service, and over half the men in this age group were in the armed forces [28].
The number of women employed in factory work doubled and more women became
drivers, train conductors, administrators and worked on the land, and Maori were also
recruited into the workforce [28, 255].

Once again the workplace functioned under

emergency conditions, the DoL’s staffing levels were reduced by 40%, and the number of
factory accidents increased (see Table 9.5).

Britain and Australia strengthened the
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requirement for workplace first-aid provision during this period, whereas NZ did not;
workplace first-aid was not a priority and its provision was neither promoted nor enforced
by government agencies [258, 265].
The First-aid Training Providers
The NZ Branch of the British Red Cross was established during the first world war (1915)
to provide medical supplies for NZ and Allied Servicemen [217]. As previously discussed
the Red Cross and St John formed a joint war committee in NZ to service the sick and
the wounded and administer funds for these purposes [22]. Unfortunately funds for the
war effort by both organisations were often attributed to the Red Cross who were widely
known for their international emergency relief work, and this created friction between
those involved [22]. Towards the end of the 1914-18 war the Governor-General wanted
St John and the Red Cross to combine forces in NZ to coordinate and prevent overlap in
their work in peacetime [23, 216]. The Red Cross executive in NZ supported the idea,
but the proposal was rejected by St John and tension existed between the two
organisations [22, 230]. Instead the two organisations operated autonomously providing
competing but similar first-aid training services.
In preparation for the Second World War St John provided additional training for Brigade
members in NZ[251]. During the 1939-45 war St John and the Red Cross formed a Joint
Council to raise funds for the war effort, but tension still existed between the
organisations [24, 30, 266, 267].

There was a suggestion that the first-aid training

syllabus and fees be standardised for both organisations, but there was no agreement to
provide a uniform service[24, 30, 267].

Consequently St John and the Red Cross

operated independently in NZ during the crisis. St John noted the rapid growth in war
industries, and identified that “some factories had been neglected”, and although they
stepped up first-aid training provision, it’s unclear what training they provided for the
workplace [269, 271].

St John announced their busiest year ever in 1941 despite the

fact their ambulance divisions were depleted during the war as their members were
overseas, but there is no evidence to suggest it was targeted at the workplace [269]438.
The Red Cross also reported a surge in first-aid training enrolments during this period,
particularly by women who trained for the Red Cross Voluntary Aid Detachments, but it is
not clear what training was provided in the workplace [275].
It is evident that first-aid training provision increased prior to and during wartime.
Although it is possible, there is no data to suggest that the influx in first-aid training
increased the provision of first-aid in the workplace. On the contrary, Davidson reported
first-aid treatment and first-aid equipment in factories in NZ was “substandard” during

438

By the end of the war only five of the twelve ambulance divisions were active (see Chapter Nine).
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the war [70].

There was virtually no government support for workplace first-aid

provision in terms of promotion, regulation and enforcement during wartime. Moreover,
the first-aid training providers worked independently of one another and missed the
opportunity to maximise their combined effort to influence workplace first-aid provision.
In effect, wartime had a negative impact on workplace first-aid policy and practice.

The 1918 Influenza Epidemic
In 1918, just as the war was ending, the Influenza epidemic struck NZ and more than
8,000 people died within a two-month period [23, 29].

The contagion was rapid and

widespread, the hospitals were unable to cope with the volume of patients, and so
temporary hospitals and morgues were set up.

During the crisis St John and the Red

Cross provided transport, first-aid and nursing services giving greater visibility to the
importance of first-aid and ambulance training.

After the event, the Governor-General

criticised the Department of Public Health, Hospitals and Charitable Institutions for not
being adequately prepared, and for failing to involve St John at the start of the epidemic
[24]. The subsequent Royal Commission of Inquiry into the cause and management of
the epidemic also applauded St John’s work, and recommended government subsidies for
first-aid training providers [59].

Unfortunately the recommendation was not adopted.

Although the community became more aware of the importance of first-aid training and
ambulance services during the crisis, the opportunity for government agencies to work
collaboratively with the first-aid training providers to influence workplace first-aid policy
and practice was lost.

The 1931 Napier Earthquake
In February 1931 the Napier earthquake devastated the Hawkes Bay region [22].

St

John and the Red Cross immediately provided indispensable emergency services in the
disaster area drawing on resources from other parts of the country, and over 26,000
people were evacuated from the district

[22, 23, 30, 126].

The tragedy triggered

increased public interest in first-aid and home nursing in NZ and both the Red Cross and
St John’s organisational structures strengthened to accommodate the demand. Following
the earthquake, (December 1931), the local branch of the British Red Cross became the
NZ Red Cross Society, and began a campaign to train as many people as possible in firstaid and home nursing [242].

The Order of St John became a Commandery in NZ the

same year [24, 30]. It is apparent that the earthquake experience influenced the firstaid training providers’ operational policy and practice.

Although there is a likelihood

increased community interest in first-aid training influenced workplace first-aid policy and
practice during this period, there is no evidence to support this.
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Other Notable Historic Events
First-aid was reportedly provided on-the-spot by members of the community when the
Rakaia rail disaster occurred in March 1899, following the tornado at Frankton in August
1949, and at the scene of the Tangiwai Railway accident in December 1953 [22, 30,
357].

The news of these tragedies and the first-aid provided at the scene may have

stimulated interest in first-aid training within the community, but there is no specific data
to support this argument, and no data to suggest these events influenced workplace
first-aid policy and practice.
The Wellington Tramway brigade was formed in 1908 following a serious tramway
accident involving an ex-employee and subsequently first-aid drills were held on a weekly
basis[58].

By this time St John had been providing first-aid training and establishing

ambulance brigades in NZ for over twenty years.

St John’s reputation and long

relationship with the railways coupled with this particular incident may have influenced
the Wellington Tramway’s decision to form the 1908 brigade[22, 23].

As with any

custom and practice, once a precedent is set in an organisation, for example the
formation of a brigade, then the practice may be repeated. By 1914 six railway divisions
of St John were operating, and these increased to eleven by 1958, during which time it
was established that 93% of those involved in railway accidents were railway workers
[22, 24, 339]. It is evident St John had a major influence on workplace first-aid policy
and practice with the Tramway and Railways, and accidents such as the example given
reinforced this provision.
Historical events may have had a positive impact on workplace first-aid policy and
practice in NZ, but there is little evidence to support this. Although the number of people
who attended first-aid training increased in NZ during wartime, and post the Influenza
Epidemic and the Napier Earthquake, there is no data to suggest these events by
themselves influenced workplace first-aid policy and practice.

On the other hand the

frequency of workplace accidents on the Tramway and Railways, coupled with the longterm relationship and track record St John had developed with these organisations,
greatly influenced first-aid policy and practice in these workplaces.

Changes in the Economy
Fluctuations in the economy had a major impact on the extent of the provision of first-aid
in NZ’s workplace. NZ experienced an economic downturn between 1881-90, 1908-09,
1913-14,

1928-1934,

1975-1988

[28,

126].

In

a

recession

industries

were

unpredictable, work was intermittent, seasonal or casual, and thousands became
unemployed.

During these periods government agencies’ structures, roles and

responsibilities changed, the number of factory inspectors was reduced, travel to conduct
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inspections curtailed, workplace inspections were only conducted if complaints were
made, and from 1985 priority for inspection was given to hazardous industries [28, 427,
434-436].

With reduced enforcement, working conditions tended to deteriorate,

workplace accidents and injuries were common, and workplace first-aid provision was not
a priority [28]. These patterns tended to be replicated whenever there was a recession.
Significant change occurred during and following the 1975-1988 downturn when
extensive political, economic and social reforms took place to free up NZ’s economy
[488, 489].

Deregulation occurred, industry subsidies were removed, Government

spending was cut, agencies were restructured, decentralized or phased out altogether,
market

principles

were

applied

and

competition

and

contestability

was

actively

encouraged[489, 490]. The speed and magnitude of the reforms in NZ during this period
significantly impacted on each agency’s operation and the services they provided.

For

example, in 1986 and 1987 the DoH reportedly struggled to provide an adequate service
due to the changes, staffing cuts and industrial troubles [493, 494].

While some

functions were discontinued, for example the Industrial Health Centres and Clinics (these
included the waterfront and railways Centres and Clinics), new services were created, for
example the NZQA[25]439. Government departments underwent additional reviews and
restructures into the 1990’s during which time resources were rationalised and OSH was
formed within the DoL [521, 522].

In 1990 ACC’s accident prevention functions and

personnel and the DoH’s occupational health policy functions and personnel all
transferred

to

OSH

and

the

department’s

activities

were

re-evaluated

[522].

Subsequently the regulatory framework for NZ’s workplace was overhauled, the HSE Act
1992 was introduced, and systems were instituted to administer the legislation and
educate the workforce on the new requirements [16, 20, 80, 525].

Clearly when NZ

experienced a downturn in the economy, there were ramifications in the workplace;
businesses

became

unpredictable,

government

agencies’

structures,

responsibilities and services changed and unemployment escalated.

roles,

These changes

directly impacted on workplace first-aid policy and practice in NZ as focus was placed
elsewhere.
On the other hand St John was established in NZ in 1885, during an economic downturn
[23, 24, 154].

As previously discussed life was challenging in colonial days, the living

and working conditions were poor, the public health and welfare systems were
underdeveloped, and people had no option but to be self-reliant. Volunteering, a popular
activity at the time was a social activity, and provided an opportunity for the community
and the workplace to help one another. Although the cost of first-aid training may have
prohibited some members of society from participating in these activities in the early

439

NZQA was created during the recession (see Chapter Twelve for details).
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days, this factor did not deter St John’s influence in some NZ workplaces between 1885
and 1890 (see Chapter Seven for details).
During the 1908-1909 period of instability in NZ the FoL was formed covering many of
the key unions of unskilled workers including watersiders, miners and tramwaymen,
labourers, shearers and watersiders[28]. Similarly more than seventy thousand people
registered as union members when unemployment levels peaked again between 1913-14
[28]. Unemployment dissipated during the 1914-18 war, but post-war during the 19201934

economic

downturn,

the

unions

negotiated

first-aid

provision

in

Awards,

Recommendation and Agreements with individual workplaces promoting St John’s firstaid supplies (see Table 8.5 and 9.4 for details), and the railways implemented a first-aid
training system nationwide under the auspices of St John[22, 24, 61]. Not only did the
union movement gain momentum when there was a slump in the economy, St John
continued to report increased numbers of people first-aid trained (see Table 9.2 for
details).

Moreover, it was during the latter recession that the DoL and DoH began to

work together for the first time to promote occupational H&S and first-aid training and
treatment in the workplace.
Conversely, when NZ’s economy was good there was plenty of work and a shortage of
workers.

It was during these times that government agencies were introduced and/or

strengthened and progressive change occurred.

For example initiatives such as the

Industrial Health Centres and Clinics were funded and systems were established. When
the economy improved new legislation relating to workplace first-aid was introduced or
revised, factory inspections increased, data collated on first-aid provision, and first-aid
was promoted in the workplace [12, 18, 62, 63, 75, 244, 245, 279, 283, 296, 297, 300,
384, 396, 398, 425, 466, 484, 571].

Furthermore St John and the Red Cross both

thrived during these periods, extending their suite of first-aid courses and increased firstaid training provision.
Regardless of the fluctuations in the economy the numbers of people who were first-aid
trained increased through the bad and the good times.

Although the unions gained

traction during downturns in the economy, it was during the good times, when the
workforce was fully employed and productive, that organisations were better resourced
and in the best position to be able to influence workplace first-aid policy and practice in
NZ.

Cultural and Social Change
The narrative in the historical investigation shows that NZ experienced significant cultural
and social change between 1885 and 2006. Colonisation, overseas influence, historical
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events such as the two world wars and fluctuations in the economy impacted on NZ’s
cultural and social development. The environment in NZ monumentally changed as the
colony’s infrastructure such as road, rail and telecommunications developed.

As

government agencies were formed, incremental steps were taken to improve living
conditions, health, welfare, accident compensation and education systems and services.
As the workplace evolved and advanced, changes occurred in the nature of work, the use
of technology and with this came increased and changing workplace regulation.
Fluctuations in the economy, and historic events contributed to changes in the
composition of the workforce and the raise in trade unionism influenced community voice
in decision-making.

As NZ culture and society developed people became better

educated, there was reduced tolerance of poor working conditions, unsafe work practices
and untreated and/or poor treatment of workplace injuries.

As the workforce became

more informed, systems were introduced, workplace accidents were reported, medical,
nursing,

ambulance

and

hospital

services

were

compensation became more readily available.

more

accessible,

and

accident

There was a shift from individual

responsibility for one’s wellbeing to community, workplace, and state responsibility.
Voluntary first-aid and ambulance work turned into paid work, first-aid allowances were
introduced for designated workplace first-aiders, and first-aid training provision became
competitive and commercial.

Whilst all of these changes influenced NZ’s culture and

society, it is not feasible to re-examine them all here, therefore examples are discussed
in relation to their potential impact on workplace first-aid policy and practice.

Development of the Infrastructure in NZ and Improved Access to
Ambulance, Nursing and Medical Services
In the 1880’s NZ was underdeveloped.

While the wealthy built large houses and

established businesses, others lived in tents, camped out in the open or lived on
ships[28, 147].

The early industries in the colony included road and railway building,

timber-felling, whaling, shipping, agriculture, mining and manufacturing and disease,
injury and fatal accidents were commonplace[126, 148-150].

People worked for up to

eighteen hours a day, there was little legislative control and there was virtually no public
health system, or ambulance service [126, 148-150]. In its formative years NZ had a
culture of hard work and self-reliance as few support systems were in place. Under these
circumstances first-aid training under the auspices of St John enabled people to help
themselves [23]. Customs and practices such as volunteering and group formation for
social activities such as ambulance corps membership were adopted as they were in
Britain.
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In contrast the environment in NZ had changed by the turn of the century. Government
agencies such as the DoPH440 had been established, legislation and a inspection system
had been introduced to address working conditions, and the WCA Act introduced the ‘nofault’ system enabling improved access to accident compensation [28, 29, 186].

Over

time working conditions and public health in NZ continued to improve and in parallel to
this some of the tramways, railways, fire brigades and factories had established first-aid
training regimes and ambulance corps. Additionally first-aid training provision increased
and voluntary first-aid and ambulance services were provided in the community. As NZ’s
infrastructure developed, the environment changed and thus the community’s systems,
social customs and practices changed with it. Welfare services in NZ became established
and this had a profound effect on the provision of first-aid and ambulance services, which
potentially impacted on workplace first-aid policy and practice.
Evolution of Ambulance Services
In its infancy the ambulance service in NZ comprised a few hand-wagons, improvised
stretchers and Ashford litters[23, 173, 174]. From the early 1890’s horse-drawn wagons
were used for ambulance services and the services were mainly provided by men[22, 23,
179].

Prior to the 1914-18 war St John reportedly had thirty eight ambulance

divisions[23]. Motorised ambulance services were introduced in 1915 and by the 1920’s
hospital boards had their own ambulances[23]441.

The ‘Free’ ambulance service was

introduced in Wellington in 1927, manned by a Superintendent and a further six paid
employees [241].

The WHB handed over their ambulance442 to the Wellington Free

Ambulance service and by 1929 the latter organisation had seven ambulances operating.
Over the next two decades the ambulance service became established throughout NZ,
and the railways, and harbour board brigades (comprising watersiders and railway
employees) were still operating.
within

three

years

was

By 1957 an air ambulance service was launched and

commercially

operating

in

addition

to

road

ambulance

services[326, 328]. This illustrates that between 1885 and 1960 the infrastructure and
society radically changed in NZ (e.g. roading, transport and air transportation services,
public health services, communications systems, increasing and changing use of
technology, and a transition from volunteer ambulance workers to paid ambulance
employees). Consequently professional medical help became more accessible especially
in the towns and the cities, and less emphasis was placed on self-reliance and voluntary
groups for the population’s wellbeing. Whilst the evolution of the ambulance service was
not the focus of this study, this is important.

It is possible that increased access to

ambulance services may have influenced workplace decisions on their level of first-aid
440

The DoPH was instituted in 1900 to improve public health (see Chapters Seven and Eight for details).
See Chapter Eight for details.
442
This was previously manned by volunteers who worked on the waterfront.
441
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provision.

Moreover, accessibility of ambulance services and access to professional

medical care should have influenced decisions on the nature of first-aid supplies for the
workplace, but this wasn’t the case [80]. Furthermore, increased accessibility of these
services could have influenced the content of the first-aid training syllabus provided to
the workforce.

While some elements of NZ culture and society had radically changed,

some customs, norms and practices have not been challenged and have subsequently
remained relatively unchanged.
Industrial Health Centres and Clinics
As previously noted, following the Second World War there was increased interest in
industrial welfare in NZ.

Changes were made to workplace legislation, the IWD was

formed within the DoL to focus on industrial welfare and safety, and IHD was established
within the DoH [22, 283, 285, 287, 306].

There was also increased interest in the

provision of first-aid and nursing services in the workplace.

For example the WHB

established an Industrial Health Clinic at the Glasgow Wharf in 1948 [308]. Within four
years, four more Waterfront Clinics were established in Wellington, Lyttleton, Dunedin,
and Auckland[306, 308, 311]. First-aid treatment at the Clinics was reportedly quick and
efficient, and few cases required hospital attention[311].

Of the 2,465 workers that

received first-aid treatment at the Wellington Clinic over a twelve month period the
majority (39%) received treatment for cuts, abrasions and lacerations443, and 11%
received treatment to remove foreign bodies from the eye[311]. As this initiative was so
successful small first-aid rooms were established for waterfront workers in Timaru,
Napier and Port Chalmers where similar services were provided [312].

The data

collected from the first-aid treatment Clinics should have informed policy on first-aid
training provision in other workplaces, but there is no evidence to suggest that this was
explored by the DoH, the DoL or discussed with the first-aid training providers.
In 1954 the Penrose Industrial Health Centre was opened to diagnose and record
workplace injuries and illnesses and provide first-aid treatment[308, 312]. Between 1955
and 1964, 30,009 injuries were treated at the Centre, of these 80% were work-related,
38% of the injuries were minor (cut, lacerations or bruises) and a further 26% comprised
foreign bodies in the eye [308]. By 1965 ten industrial health centre’s were operational,
servicing 28,000 factory and waterside workers and these were mainly funded from the
public purse[319]. Additionally some factories in NZ employed IHN’s to provide first-aid
treatment to their employees when required.

Clearly access to medical and nursing

services steadily improved after the Second World War. It is evident that there was a
cultural shift in the workforce as workers actively sought prompt professional first-aid
treatment in these facilities when it was required.

443

Nearly half of the injuries were sustained to the hands and fingers (DoH Annual Report, 1949)
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While ambulance, medical and nursing services dramatically improved and were
increasingly utilised during this period, sepsis was still a problem in NZ and a survey of
factory first-aid found practices were inadequate[12].

Increasing numbers of people

were first-aid trained, but this did not translate to increased factory first-aid provision,
and enforcement of this provision was inconsistent. While the workforce actively sought
professional first-aid services from the Clinics and Centres, the historical investigation
indicates they were less likely to seek first-aid services from their colleagues in the
workplace. Increased access to professional medical and ambulance services may well
have influenced workplace decisions on their level of first-aid provision.

Similarly

increased access to professional medical services may have influenced individual
decisions on whether first-aid treatment would be sought from a colleague as it had in
the past, or from a professional.

However these dynamics were not explored by the

DoH, the DoL or the first-aid training providers.

Changes in the Nature of Work, Use of Technology and the Composition
of the Workforce
Clearly technological advancement transformed ambulance services from reliance on
primitive wheeled stretchers to motorised vehicles and aircraft ambulance services.
Motorised transportation and the railway service were readily available in NZ at the time
of the Influenza Epidemic and the Napier earthquake.

Similarly the nature of work

changed during the period studied. For example, sheep farming became established, the
wool industry emerged, meat freezing and export services increased. As the population
expanded,

timberworks

and

building

industries

grew,

multi-level

buildings

were

constructed, elevators were introduced, a multiplicity of factories emerged, and hospital,
nursing and educational services were established [28, 29, 213]. The changing nature of
work required new tools and technology, and greater use of scaffolding, electricity,
chemicals and a raft of complex machinery [395, 464-466]. Changes in the nature of
work required new skills sets, which was compounded with the changing composition of
the workforce and these factors impacted on the nature and frequency of workplace
accidents.
As previously discussed, in wartime women and the rural Maori population joined the
workforce in virtually all occupations previously held by the men who had gone into
active military service.

Not only was the changing composition of the workforce a

cultural shift in NZ society, the workers were unskilled, worked under emergency
conditions and the number of workplace accidents increased during the two world wars.
These changes subsequently influenced industrial hygiene initiatives in NZ, the
introduction of safety management and accident prevention campaigns and promotion of
early first-aid treatment[291, 305, 329-331].

Safety films were shown, posters were
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distributed on how to administer first-aid dressings and provide treatment for shock and
burns, and workers were encouraged to seek early first-aid treatment[291, 305, 332,
333]. Changes in the nature of work and the rising number of workplace accidents also
informed the introduction of additional workplace legislation such as the Factories Act,
FAF Regulations, the Machinery Act, the Construction Act and Regulations, and the F&CP
(FA) Regulations [18, 283, 292, 296, 384, 571].
It is evident that changes in the nature of work, the use of technology and composition of
the workforce impacted on NZ culture and society. First-aid training provision continued
to increase, and with increased education people may have provided their own first-aid
treatment, or alternatively sought professional medical assistance as it increasingly
became available. These changes, consciously or unconsciously, would have influenced
workplace first-aid policy and practice.

Reduced Tolerance of Poor Workplace Conditions, Unsafe Work Practices
and Untreated and/or Poor Treatment of Workplace Injuries and Illness
NZ society’s tolerance of poor workplace conditions, unsafe work practices, untreated
and/or poor treatment of workplace injuries and inadequate accident compensation
diminished between 1885 and 2006.

For example in response to public pressure to

‘sweating’ allegations in 1891 the Bureau of Industries was formed [28]. Subsequently
the workplace inspection system was introduced, an accident reporting system was
established, minimum sanitation and safety standards were instituted, the minimum
employment age and a forty-eight hour working week was enforced, and provision for
holiday pay was introduced. A suite of workplace legislation ensued to regulate working
conditions and industrial relations for a variety of industry groups.

In 1900 the WCA

introduced the ‘no-fault’ principle and accident compensation became more accessible,
and the same year the DoPH was created to manage public health in NZ [29]. In 1936
compulsory unionism was introduced in NZ enabling the workforce to have a voice on
matters concerning their employment and welfare [28]. Over time NZ society became
more informed on workplace health, safety and the nature, frequency of accidents.
Commissions of inquiry and investigations were conducted when conditions were deemed
to be unsatisfactory and interventions such as additional regulation, H&S promotion, H&S
committees,

first-aid

promotion

and

first-aid

treatment

centres,

and

increased

compensation were instituted[59, 129, 283, 287, 299, 301, 306, 308]. These activities
indicate reduced tolerance of poor workplace conditions, unsafe work practices,
untreated and/or poor treatment of workplace injuries, and inadequate accident
compensation, and increased focus and investment on government interventions.
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NZ experienced significant cultural and social change between 1885 and 2006.

Apart

from overseas influences, historical events and economic fluctuations, NZ’s environment
rapidly and dramatically changed.

The infrastructure evolved changing the nature of

work, use of technology, improved access to ambulance, nursing and medical services
and increased accident reporting and access to accident compensation. Historical events
stimulated change in the composition of the workforce and increased awareness of
accident prevention and the importance of prompt first-aid treatment for workplace
injuries. Throughout the period studied NZ’s living and working conditions incrementally
improved, and health provision, social structures and systems changed. People became
more informed, had a voice on matters affecting them, became less tolerant of poor
workplace conditions, unsafe work practices, and unnecessary prolonged ill health
resulting from inadequate treatment of workplace injuries. Significant cultural and social
change in NZ advanced the safety culture in the workplace and influenced workplace
first-aid policy and practice.

Organisational Change
The historical investigation shows that numerous organisations, each with differing aims
and objectives, helped shape the provision of first-aid in the workplace in NZ between
1885 and 2006. These organisations included the DoL, DoH, WCB and later the ACC, the
WIC and the WHB, the Railways, Police, NZQA, the first-aid training providers, the
NHFNZ, HSANZ and the NZRC, the unions and various industry and advisory groups.
Each of these organisations evolved at different times in response to overseas influence,
historical events and economic and environmental change and subsequently advanced
NZ’s cultural and social development.

None of those involved appear to have had a

complete overview, or a shared view on NZ’s workplace, or a view of what first-aid
should, or could, be provided. It is evident that some of these organisations focused on
specific workplaces such as the waterfront or factories, but the learning from one
workplace was not applied in another.

There wasn’t a shared view of how first-aid

provision could be implemented effectively in the workplace and/or how this provision
could be evaluated and modified taking into account NZ’s changing environment. These
organisations often operated in parallel, but independently of one another. This situation
was compounded by the frequency and extent of the organisational change that occurred
throughout the period studied. Many of these organisations underwent multiple reviews,
structural reconfigurations and policy changes.

Consequently the potential synergy

between the various organisations was not harnessed as well as it might have been and
there was little coordination between them.
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Government Agencies
Several government agencies supported workplace first-aid provision at one time or
another.

A major player was the DoL that was originally established in 1892444 to

administer laws, obtain and promulgate knowledge of occupations, improve relations
between employers and workers, manage employment/unemployment and publish
information on industries and wage rates [28, 149, 186, 188]. The DoL as it evolved was
responsible for multiple functions, its industry coverage constantly expanded throughout
the period studied, and the organisation underwent numerous reviews and structural
changes to fulfil its mandate [22, 244].

While implementing incremental steps to

regulate workplace H&S, fluctuations in employment had to be managed.

These two

factors created tension, must have been difficult to balance, and thus impacted on
enforcement and policy development and implementation activities.

Although systems

for factory registration, inspection and accident reporting were instituted, they were
inconsistently applied to other workplaces.

Factory inspector’s were responsible for

enforcing legislation and implementing policy decisions, but their role was also multifaceted and dependent on the departments every changing portfolio. The standards for
first-aid provision was not identified for workplaces that were regulated and administered
by the DoL between 1919 and 1948 [237]. The Inspector’s were also poorly equipped to
determine what first-aid was essential, and report on the first-aid that was provided.
The DoPH was established in 1900 to reduce high mortality and morbidity resulting from
communicable

diseases[29].

In

1909

this

department

assumed

the

additional

responsibility for overseeing NZ’s public hospitals and was renamed the DoPHHCI [29].
In 1920, following the Influenza Epidemic, the DoPHHCI was reconfigured, its functions
expanded and was the department was renamed the DoH [29, 218]. First-aid provision
was not a priority for the DoH, but in the 1920’s sepsis was prevalent so the DoH
collaborated with the DoL to develop and distribute posters promoting prompt first-aid
treatment [22, 29, 228]. However, neither department used this opportunity to define
first-aid standards for the workplace, or to train the Inspectors in first-aid to help reduce
and manage the risk of sepsis.

Furthermore, neither department recognised or were

willing to work with the first-aid training community to systematically promote first-aid
provision in the workplace. Although these organisations had limited resources, they did
not recognise the synergy in their respective portfolios, or identify ways they could
create efficiencies and increase their individual and collective impact.
Collaboration to Enhance Workplace First-aid Provision
After the Second World War and following Davidson’s report on the status of industrial
hygiene in NZ, the DoL was reconfigured, the IWD was formed to focus on industrial

444

The DoL was previously named the Bureau of Industries and the Department of Labour and Employment.
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welfare and safety, and the DoH established the IHD [22, 29, 283, 285, 287].

These

organisational changes created a closer working relationship between the DoL and DoH
and generated change to workplace first-aid policy and practice.

For example the

number of factory inspectors doubled in the space of two years and the DoH provided
training for them [285, 287]. In 1949 the IWD instituted a system to record the number
of requisitions for improvement for factory first-aid provision and this system remained in
place until 1985 [287]. The DoL subsequently reported first-aid provision improved, but
the standards for factory first-aid were still poorly defined; although this provision was
“desirable” it was still left to the Inspector’s discretion until the FAF Regulations 1966
were introduced [287, 291, 384].
Following the formation of the IWD the DoH established alliances with the WHB, WIC, the
WCB and the first-aid training providers and created structures and systems to improve
occupational first-aid provision.

A Royal Commission of Inquiry surveyed first-aid

facilities and amenities and as a result the WHB established the Industrial Health Clinic at
the Glasgow Wharf in 1948 [306, 308, 310].

This Clinic was so successful the WHB

provided premises for the Wellington Waterfront Industrial Health Clinic, which was
administered by the DoH, and more Clinics and small first-aid rooms were established at
the ports [311, 312]445.

Within a decade the WIC funded a St John training officer to

provide watersiders with first-aid training and this initiative was strengthened and
supported until the WIC ceased to exist in 1989 [500, 501].

The WCB funded the

Penrose Industrial Health Centre, which was administered by the DoH [312].
Workers

Compensation

Act

1956

formalised

the

requirement

for

provision

The
of

“appropriate” treatment facilities for injured workers, and by 1965, ten industrial health
centres provided and reported on first-aid treatment for factory and waterside workers
[300, 308]. As discussed workplace medical and nursing services advanced during this
period and it is clear that multiple agencies were involved [319, 408].

However, amidst

all these changes, the data collated as a result of these services was not used to define
standards for factory or other workplace first-aid provision or to inform first-aid training
for these workplaces.
The DoL and DoH also worked together to assist Mill owners to provide St John’s first-aid
training for bush and sawmill workers in the 1950’s [322, 338]. When the training was
underway St John funded a scheme to teach first-aid to bush and timber workers for a
four-year period [340]446.

Subsequently bush accidents diminished and therefore Mill

owners funded additional courses in their own areas, and the WCB funded additional

445
446

The Waterfront Industry Act 1953 required port authorities to provide first-aid rooms for waterside workers.
This scheme began in 1955 (see Chapter Ten for details).
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training officers [22, 309, 339]447.

Collaborative efforts with regard to the Clinics, the

Centres, and the bush industry proved to be successful, but similar strategies were not
applied in other workplaces.

For example more than a decade passed before the DoL

and DoH surveyed factory first-aid provision in 1963-64 [12].

They found that this

provision was extremely poor. Unlike successful occupational first-aid interventions the
first-aid standards were not identified and structures and systems were not funded,
implemented and monitored to support factory first-aid provision.

As discussed,

following the survey the FAF Regulations 1966 introduced minimum scales for factory
first-aid equipment and facilities and the person in charge these facilities had to be a
registered nurse or hold a valid St John or Red Cross first-aid certificate [12]. Factory
first-aid provision was no longer optional, nor ambiguous.

The responsibility for the

standard of factory first-aid shifted from the factory inspector to the workplace and these
provisions were actively enforced until the 1980’s. However, the DoH and DoL did not
influence the content and standard of the first-aid training that was to be provided under
this legislation; this provision lay with St John and the Red Cross [128].

This is

significant as a precedent was set, although the first-aid training providers had not
agreed on a uniform standard themselves.

These first-aid policy decisions were made

when the economy was stable, both the IWD and the IHD were resourced, and the
working relationships were established.
The Impact of the Reforms on Workplace First-aid
The DoL, DoH, ACC, WIC and the Railways were among those impacted by the political,
economic and social reforms took place in the 1980’s and 1990’s to free up NZ’s
economy [488, 489].

NZ Railways were deregulated, workshops were closed, the

workforce reduced and the St John Ambulance Divisions were disbanded[24, 490]. The
WIC ceased to exist, redundancies occurred and the waterfront industrial clinics closed
[500, 501]. Government spending was cut, the remaining agencies were restructured,
some functions were discontinued and other services were reduced, and new agencies
such as the NZQA were introduced [493, 494]. The Industrial Health Centres were either
closed or transferred to Area Health Boards [29, 494].

The rapid and drastic changes

significantly impacted on each agency’s operation and thus reflected on workplace firstaid policy and practice.
The DoL in particular continued to experience numerous departmental reviews during
which time industry coverage expanded, new legislation was introduced, and due to
financial and resourcing constraints inspection activities were restricted [28, 424, 427,
502-504, 521].

In 1988, the DoL was reorganised again and OSH was formed [521,

447

As more organisational change occurred this scheme was funded by the Workers Compensation Commission,
and later by the ACC when it was formed. This scheme continued to be funded until the 1980’s when agencies
were restructured, subsidies cut and dependence on welfare was discouraged in NZ.
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522].

OSH’s priority was to revise the legislative and administrative framework for

occupational safety and health and manage this in a “cost effective way” [523]. Changes
occurred again in 1990 when ACC’s accident prevention functions, and the DoH’s health
policy functions transferred to OSH along with the associated personnel [522].

In the

midst of organisational change, the F&CP (FA) Regulations were amended in 1991 to
recognise the qualifications of private sector first-aid training providers, and the HSE Act
1992 came into force in 1993 [16, 79]. Systems were set up in OSH to approve private
first-aid training providers in accordance with the F&CP (FA) Regulations and services
were developed to educate the workplace on the requirements under the HSE legislation
[78, 572]. As previously noted Guidance Notes on the provision of first-aid equipment
facilities and training were developed to support workplace first-aid provision in
accordance with the HSE legislation [80]. However, the F&CP (FA) Regulations were still
in force, and were therefore legally binding, whereas the Guidance Notes literally provide
guidance. The investigation shows that punitive enforcement action with regard to firstaid provision has been negligible.

There is no evidence on compliance with the F&CP

(FA) Regulations, and the HSE legislation, in relation to first-aid provision since they were
introduced.
Between 1991 and 2001, based on criteria set by a Working Party Group, OSH approved
approximately 300 private first-aid training organisations to deliver first-aid training
under the Regulations [531, 532]. OSH also moderated the standard of this training on
an annual basis. Meanwhile, as part of he reforms, the NZQA was established to develop
a flexible qualifications system in NZ [25, 537]. Under this system, certificates awarded
for nationally recognised qualifications were endorsed by NZQA and from 1993 all
courses, including first-aid courses requiring national recognition had to conform to this
system [25]. Private training providers, including first-aid training providers had to be
accredited with, and be moderated by NZQA to gain formal recognition for the skills they
provided.

By 1999 approximately 467 accredited providers facilitated first-aid training

and certification under the NZQA system [542].

In effect, the OSH first-aid training

provider approval system and the NZQA private training provider accreditation system
operated in parallel to one another; one to service the Regulations although they were
not actively enforced in the workplace; the other to administer qualifications. Regardless
these systems were not aligned and it is unclear what first-aid training was actually
provided for the workplace regardless of who approved and moderated the first-aid
training providers.
Several government agencies, each with differing aims and objectives helped shape firstaid policy and practice in NZ workplaces in various ways. The agencies were introduced
at different times, for different purposes and generally worked independently of one
another. No single agency took responsibility for identifying what first-aid was required
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in the workplace, or to facilitate a shared view and a focused approach to this provision,
and there was little coordination between them.

From the late 1940’s the DoH, in

collaboration with other organisations, made a significant contribution to first-aid policy
and practice in some workplaces; the Clinics and Centres were established; first-aid
training and treatment was provided and recorded; minimum scales for factory first-aid
equipment and facilities were defined, and this provision was enforced when it was
adequately resourced.

However, as no particular organisation was responsible and

accountable for overseeing and evaluating workplace first-aid provision more generally,
the learning from each of these interventions was not analysed to influence first-aid
policy and practice for other workplaces in NZ.
undertaken.

Furthermore very little research was

This approach not only inhibited first-aid provision in the workplace, it

restricted knowledge of what first-aid was required and how effective workplace first-aid
policy has been in practice. This situation was hindered by the frequency and extent of
organisational change that occurred in response to overseas influence, historical events,
fluctuations in the economy and NZ’s changing environment during the period studied.
Nevertheless, these findings are important as future first-aid policy and practices will be
influenced by the same historical customs, social conditions and economic limitations as
they have in the past.

The First-aid Training Providers
As previously discussed St John and the Red Cross were the principle first-aid training
providers in NZ throughout the period studied, and as such they were instrumental in
establishing and embedding first-aid in this country.

St John formed branches and

brigade structures in the community and selected workplaces, and replicated similar
training regimes, drills and competitions in NZ as their counterparts had in Britain.
Within fifteen years (1899) St John had established a Head Centre for the Association in
NZ, which became the intermediary between the parent Association in Britain and the
various branches in NZ[23]. Nevertheless, each St John Centre worked independently of
one another; first-aid treatment was provided on a voluntary basis; there was no
national standard or fee for the first-aid training and ambulance services, and no
structured approach to marketing their services to the workplace.

Gradually St John’s

reach into the workplace grew through the relationships its members developed with
individual workplaces on a local basis, for example the railways and the harbour boards.
Although the Red Cross had a presence in NZ in the 1880’s the NZ Branch of the British
Red Cross was not established until the First World War (1915) [30, 180, 181, 216].
This organisation was renowned in NZ for its international humane work in addition to
first-aid training provided for nurses, hospital workers and volunteers [22, 30]. The Red
Cross and St John each grew their respective agencies and presence in NZ overtime and
although they provided similar services, they were not identical.
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As noted earlier, the only periods when St John and the Red Cross officially worked
together was when they formed the joint war committee, and later the joint council [22,
266].

The aim was to raise and administer war funds for the sick and wounded, but

there was friction between the personalities involved and discord in the culture of the two
organisations. Despite efforts by the Governor-General Lord Liverpool to persuade them
to join forces to prevent overlap in their work, they worked independently of one another
[22, 23, 216, 230]. Both organisations provided comparable first-aid services during the
two World Wars, the Influenza Epidemic and post the Napier earthquake. Following the
earthquake there was increased interest in first-aid and home nursing and the status of
both organisations changed - the NZ Red Cross Society was formed and St John in NZ
became a Commandery in 1931 [24, 30]448. The two organisations continued to adopt
an ad-hoc, rather than a united approach toward first-aid provision as reflected in their
annual reports [22, 24, 30, 233, 234, 573]449. There is no evidence to suggest either
organisation actively pursued a collaborative relationship with the government agencies
prior to the Second World War.

Consequently their influence on workplace policy and

practice was confined to and relied on their member’s independent relationships with
individual organisations.
Collaboration to Enhance Workplace First-aid Training Provision
After the Second World War, the DoH, DoL, WCB and the WIC and the bush industry all
developed a relationship with St John. For example Mill owners funded first-aid training
courses for their employees, the WCB funded first-aid training officers at St John Centres
in Auckland, Wellington and Otago to support the bush industry scheme, and the WIC
funded a St John first-aid training officer to provide first-aid training to watersiders[22,
339, 342].

These relationships, together with the funding provided, subsequently

strengthened both St John and the first-aid provision in these workplaces[341, 342,
344].

However, apart from the first-aid services provided by the Industrial Health

Centre’s, structures were not in place for factory first-aid provision, which was reportedly
poor in the 1950’s and 1960’s [12, 332].
As previously discussed the FAF Regulations 1966 mandated the minimum requirements
for factory first-aid appliances and requisites [384]. From April 1968, persons who were
placed in charge of dedicated factory first-aid rooms had to be a registered nurse or hold
a valid St John or Red Cross first-aid certificate” or complete other first-aid training
approved by a Medical Officer of Health [384, 386]. The requirement implied a nursing
qualification and a valid first-aid certificate were of equal value in the workplace.

In

reality the first-aid training content, examination and fees were not standardised.
448

Between 1931 and 1837 the Red Cross had established fifty sub-centres in NZ (See Chapter Nine for details).
Examples include the Education Department, Fire and Pharmacy Boards, high schools, the unions the Police
and the railways (twelve railway ambulance divisions were formed in NZ under the auspices of St John prior to
the outbreak of the Second World War, see Chapter Nine).
449
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Nevertheless all factories had to comply and the regulations were actively enforced. The
Red Cross and St John operations grew to accommodate increased demand for first-aid
training. For example St John appointed full-time first-aid training tutors with financial
assistance from the WCB (and later the ACC), and although each St John Centre
continued to operate independently first-aid was their primary focus [410, 414, 444,
451, 453].450 As first-aid training was only one of the Red Cross’ functions, this activity
was inconsistently recorded in their annual reports. Even so, a suite of certified and noncertified first-aid courses were developed and the numbers first-aid trained by both the
Red Cross and St John between 1967 and 1986 increased following the endorsement of
the FAF Regulations (see tables 11.9, 11.10, 11.11, and 11.12). As the recognised firstaid training providers endorsed in legislation, the Red Cross and St John directly
influenced workplace first-aid policy and practice in NZ, but the data on workplace firstaid training and its application in the workplace is unclear.
In 1982 St John secured $100,000 grant from ACC to employ a Director of Training to
extend industrial first-aid activities and subsequently organisational changes were made
to accommodate this provision [451, 453]. Major operational changes were made again
when St John’s financial support from the railways and the waterfront for first-aid
services and brigades was withdrawn in the 1980’s as a direct result of the reforms [24,
500, 501, 520, 544]. When the new F&CP (FA) Regulations 1985 were introduced the
coverage for first-aid provision expanded to include factories and commercial premises
[18].

This provision potentially expanded the demand for St John and Red Cross for

first-aid training as they were the only organisations sanctioned to provide this in the
legislation, but due to the economic downturn fewer people were reportedly awarded
first-aid certification in the late 1980’s[544]. During this period NZ’s political, social and
economic landscape radically changed, competitive neutrality was encouraged and St
John and Red Cross’ monopoly of the workplace first-aid training market, reinforced in
legislation was challenged [507, 512].

New companies wanted the same rights to

provide ‘equivalent’ first-aid training and certification on a level footing with St John and
the Red Cross on commercial and competitive basis [507]. Neither St John nor the Red
Cross supported change to the Regulations as they were concerned about the standard of
the training that other first-aid organisations would provide.

Even so apart from the

standards for CPR training and techniques, they had not agreed a standard themselves.
In effect St John and the Red Cross’ first-aid service provision for the workplace had
been endorsed in legislation for nearly thirty years. Any changes to the legislation would
impact on their business.

Nonetheless the issue escalated and the Regulations were

450

The WCC (later the ACC) funded first-aid training for the Bush industry from 1967. The ACC funded the
Area Training Officers Scheme in 1979 to provide industrial first-aid courses. In 1982 the ACC provide a
$100,000 grant to support the appointment of the Director of Training and first-aid training activities, and by
1983 seventeen first-aid instructors were appointed (see Chapter Eleven for details).
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finally amended in 1991 to recognise the qualifications of private sector first-aid trainers
[79].
The Expanding First-aid Training Community
Following the changes to the Regulations and in response to the changing economy the
number of first-aid training organisations multiplied and the market became very
competitive and commercialised in the 1990’s.

Between 1993 and 1999, 467 first-aid

providers, (including St John and the Red Cross) became NZQA accredited enabling them
to offer nationally recognised courses and qualifications [242, 540, 542].

Those

accredited with NZQA had to revise their first-aid training and assessment practices to
comply with the new system, but there was no requirement for the first-aid providers to
provide a uniform service [242, 540].

As St John and the Red Cross were the larger

established first-aid providers new strategies and structures were implemented to market
and develop their businesses and to manage their NZQA accreditation between 1991 and
2006

[539, 540, 548-551].

For example St John set up a “Training Arm” focused on

first-aid training and sales, the “Commercial Managers Group” was established, and
sponsorship was obtained for “niche marketing”[536, 548, 549]. Additionally the NHFNZ
expanded its community network of CPR instructors who provided this training to the
community and the workplace until 2001 [558, 559]. Although the findings indicate that
some first-aid courses were provided specifically for the workplace, the investigation
shows that those trained for the workplace were indistinguishable from those trained for
other purposes.
Unlike the government agencies that were responsible for multiple functions, St John and
the Red Cross, and later the wider first-aid training community focused on the provision
of first-aid training, services supplies in NZ. The findings show that St John and the Red
Cross,

the

principal

first-aid

training

providers,

evolved

incrementally,

operated

independently and relied heavily on the initiative and commitment of their respective
members.

Although these organisations were impacted by historical events and

fluctuations in the economy, their presence and first-aid training provision in NZ
increased throughout the period studied. Nevertheless, the disjointed approach to firstaid training and provision must have hampered the speed and the extent to which they
influenced workplace first-aid policy and practice in their formative years. When the Red
Cross and St John worked collaboratively with other agencies, they gained financial
support, and their first-aid service provision for the workplace was reinforced in
legislation for nearly thirty years. These decisions strengthened St John and Red Cross’
operational structures, service provision, and their influence on workplace first-aid policy
although the extent of impact of this in practice is unclear. The political, economic and
social changes that occurred in the late 1980’s clearly impacted on organisational
structures; a proliferation of first-aid training emerged, and first-aid training provision
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generally increased.

Despite the increase in first-aid training providers and first-aid

training provision there is virtually no evidence regarding the level of first-aid provision in
NZ workplaces. Considerable organisation change occurred between 1884 and 2006 in
response to historical events, political, economic and social change and this combined
with other factors impacted on workplace first-aid policy and practice.

Research Limitations
In conducting the historical investigation the following limitations were noted.
1. A major limitation was the size and scope of the project. The sheer bulk of the
material that had to be read, assessed, organised, and referenced was at times
overwhelming.

This was compounded by the multi-disciplinary interest in the

topic, and the number of organisations and interested parties.

This was taken

into account when selecting the literature to be included in the document given
that the historical account comprised a single component of this thesis.
2. There were anticipated and unanticipated gaps in the information available.

A

major fire occurred in the Hope Gibbons building in Wellington in 1952[28]. The
fire destroyed files belonging to the DoL along with other government documents.
As a result primary data was lost, and therefore aspects of this research were
dependent on secondary sources of information.

Additionally, there were gaps,

and inconsistencies in the annual reports. For example, specific details relating to
the improvement notices for inadequate first-aid provision were not accessible.
Similarly, files relating to the approval and monitoring of first-aid providers under
the F&CP (FA) Regulations were unobtainable. Information in relation to first-aid
provision by the railway, police, the health department, and the unions was
sought directly from these organisations.

Unfortunately, either this information

was not stored, stored but irretrievable, or access was denied.
3. St John and the Red Cross were the principal first-aid training providers in NZ;
their services were reinforced in the legislation from 1966 until 1991 [18, 79, 384,
386].

For this reason their records were the primary source of information on

first-aid training provision.
4. Given the scope of this research, a conscious decision was made as to what
information would be included, and what would not.

For example, to provide

context the early ambulance and medical services were briefly described, but the
history of these services, although related, was beyond the scope of this study.
Nevertheless, to provide this context considerable time had to be spent
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researching these areas, in order to decide what would be included, and what
would not.
5. The provision of workplace first-aid was considered across a range of industries,
rather than one specific industry.

This was very ambitious given the period

reviewed, the complexity of the workplace and the volume of workplace
legislation.

Admittedly many of the international studies focus on a single

industry group such as factories or mining. The reason for this broader study was
to provide context and meaning to workplace first-aid provision in the current
environment, and to provide a foundation for future studies. Since 1992, the HSE
legislation has applied to all workplaces, and therefore it was important.
Conversely, to maintain the project’s manageability, it was not possible to
research every industry that operated during this period.
6. A range of international studies were reviewed on the subject. Samples of these
are referenced to demonstrate the philosophy, learning and practice overseas, in
comparison with those in NZ.

Conclusion
This chapter summarised the historical investigation of workplace first-aid policy and
practice in NZ between 1884 and 2006.

Reflecting on these threads of the past - the

context, circumstances, events and activities, throughout the period studied, elements of
workplace first-aid provision were re-examined. The findings show that several factors
have influenced first-aid policy and practice in NZ, all of which are inextricably
interrelated, and thus have had a combined impact on workplace first-aid provision.
The major factor is the uncoordinated approach to the provision of workplace first-aid in
NZ.

Multiple individuals and organisations were involved, each with differing aims and

objectives, but none of them appear to have had a complete overview, or a shared view
on what first-aid could have or should be provided in NZ’s workplace. This situation was
compounded by the frequency and extent of organisational change that occurred in
response to overseas influence, historical events, economic and environmental change
and cultural and social development.

No single organisation at any point in time took

responsibility for workplace first-aid.

Consequently the potential synergy between the

organisations was not fully harnessed, and the learning from one area was not applied in
another. Moreover there has been a lack of understanding and ownership of what firstaid was required in NZ’s workplace in terms of provision, frequency and content of firstaid training, first-aid equipment and facilities.

Similarly there has been little

consideration as to how this provision could be implemented effectively in the workplace
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and/or how this provision could be evaluated and modified taking into account NZ’s
changing environment.

Furthermore, as limited research has been conducted there is

limited data on what first-aid workplaces provided and why, and what first-aid treatment
was actually applied. These findings are important for three main reasons; firstly they
have implications for the leadership of meaningful workplace first-aid policy in NZ in the
future; secondly given that there are literally hundreds of first-aid training providers,
they have implications for the quality of first-aid instruction; thirdly they potentially
impact on the provision of workplace first-aid - the timely, appropriate and effective
application of emergency first-aid treatment.
The second major factor in relation to workplace first-aid policy and practice is overseas
influence.

Historically NZ adopted a piecemeal approach to the development and

administration of H&S legislation in NZ based on the British model.

This has had a

profound impact on workplace first-aid policy and practice and may potentially influence
future policy decisions. No real consideration was given to what first-aid regulation was
required in NZ workplaces, or how this provision should have been implemented,
monitored, reported and evaluated.

Historically there is very little evidence to show

compliance with the regulatory framework, and no evidence to show how effective the
framework has been in practice. The relevance and application of the F&CP Regulations
1985, the HSE legislation, and the Guidance Notes in relation to first-aid provision in the
workplace has been overlooked.
validate these requirements.

There is no evidence that research was conducted to

Furthermore, punitive enforcement action with regard to

first-aid provision has been negligible in the past, and since 1985 has been virtually nonexistent.

These findings highlight the limitations and contradictions reinforced in

legislation that may have impacted on workplace first-aid provision in the past and may
continue to do so in the future.
Other overseas initiatives such as the first-aid training regimes and services provided in
Britain were embraced in NZ. Traditionally first-aid training for the workplace has been
determined by the first-aid training community based on custom and practice.

Few

standards on teaching and techniques have been agreed although qualifications have
been awarded. It is unclear what first-aid training was provided for the workplace, or the
relevance of the training with regard to first-aid treatment applied.

Nevertheless the

first-aid training requirement has been reinforced in legislation for some, but not all
workplaces. This unquestioned practice reinforced by dominant social norms is a barrier
to meaningful workplace first-aid policy for the future.

Another overseas initiative

replicated in NZ was the industrial first-aid treatment Clinics and Centres which were
reportedly very effective.

However, the data collated on the nature and frequency of

workplace injuries and the first-aid treatment provided was not used to inform first-aid
policy or first-aid provision in other workplaces at the time. Although NZ agencies were
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influenced by overseas research on workplace first-aid provision, the few studies that
were conducted in NZ factories occurred decades ago. Overall there remains a lack of
understanding as to what first-aid is really required in NZ workplaces and what first-aid is
provided. These limitations underpin current workplace first-aid policy and practice.
Historical events such as the impact two World Wars influenced workplace first-aid policy
provision, but there is little evidence that other historical events influenced workplace
first-aid policy.

Regardless of the situation in NZ first-aid training provision increased,

but there is no data to suggest these events by themselves influenced workplace first-aid
provision.

On the other hand NZ’s economy had a major impact on the extent of the

provision of first-aid the workplace. Whenever there was a recession, businesses were
unpredictable, funding was cut, unemployment was high, enforcement was reduced,
working conditions deteriorated, and workplace first-aid provision was not a priority.
Conversely,

when

the

economy

was

good

the

workforce

was

fully

employed,

organisations were resourced and this impacted on the funding for workplace first-aid
policy initiatives.

These patterns tended to be repeated throughout the historical

investigation, and are just as likely to recur in the future therefore it is likely that
economic changes will have implications for future workplace first-aid policy and practice.
Significant cultural and social change occurred in NZ between 1885 and 2006 and these
changes impacted on attitudes towards and access to first-aid treatment.

During this

period government agencies were formed, the infrastructure was established, the
regulatory framework expanded, welfare services increased, and workplace H&S early
first-aid treatment was promoted.

The population became better educated and less

tolerant of poor working conditions, unsafe work practices, and workplace injuries.
Systems were introduced, workplace accidents were more readily reported and medical,
nursing,

ambulance,

hospital

services

and

accident

compensation

became

more

accessible. Gradually there was a shift from self-reliance and dependence on voluntary
groups for the population’s wellbeing, towards community, workplace, and state
responsibility.

This influenced first-aid policy and practice.

Voluntary first-aid and

ambulance work turned into paid work in the towns and the cities, first-aid allowances
were introduced for designated workplace first-aiders, and first-aid training provision
became competitive and commercial.
The findings show that members of the workforce sought professional first-aid services
from the Industrial Health Centres and Clinics when they were established, but they were
less likely to seek first-aid services from their colleagues in the workplace.

Access to

these services may have influenced individual decisions on whether treatment would be
sought from a colleague as it had in the past, or from a professional. Alternatively as
individuals became more informed they may have provided their own first-aid treatment.
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Increased access to professional services may have consciously or unconsciously
influenced workplace decisions on their level of first-aid provision, regardless of
workplace regulation. However, there is no evidence that these practices were explored
by government agencies or the first-aid training community. Moreover, increased access
to professional medical care and ambulance services could have informed the first-aid
training syllabus provided to the workforce however the syllabus was not the focus of this
investigation.

The nature and speed of cultural and social change in NZ has broad

implications for the current and future workplace first-aid policy and practice.
This chapter concluded the historical investigation of workplace first-aid policy and
practice in NZ between 1884 and 2006.

It provides a broader understanding of past

events and circumstances that have shaped workplace first-aid provision in the present.
The factors that appear to have most influenced first-aid policy and practice in NZ were
discussed and the limitations and contradictions imposed by dominant social norms were
highlighted. These interrelated factors have had a combined impact on the nature and
extent of workplace first-aid provision in the past and in the present, and therefore it is
likely that future policy in NZ will be influenced by the same factors.
syllabus while important was not included as part of this chapter.

The first-aid

Chapter Fourteen

examines the content and delivery of the first-aid training syllabus between 1885 and
2005 and its relevance within the environmental context of the era.
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Chapter Fourteen
The First-aid Syllabus
This chapter reviews the content, and delivery of the first-aid training syllabus taught to
attain first-aid certification between 1885 and 2005. The curricula, its relevance within
the environmental context of the era, and the nature of occupational injuries commonly
sustained are examined. As first-aid training and certification and the NZQA process are
interrelated in NZ, this phenomenon was further explored.

The clinical debate and

research regarding first-aid training and treatment in the workplace are discussed.
Characteristics of first-aid treatment and techniques have been documented in medical
journals and texts[574, 575]. First-aid manuals have been published independently and
collectively by St John, Red Cross, and St Andrew’s Ambulance Association[32-36, 40,
272, 576-579]. Numerous first-aid texts have been produced by medical professionals
and the first-aid training community[38, 580-582]. Similarly interested parties such as
the DoL, DoH, the NZ Insurance Company, and the NZ Electricity Department issued
their own publications on the subject[583, 584]. However, none of these texts examined
the evolution of the first-aid syllabus between 1885 and 2005 to ascertain:
a) what was taught;
b) how the content of the syllabus evolved during this period;
c) the presentation and duration of the training;
d) the link between first-aid certification and first-aid unit standards;
e) the relevance of the training within the context of the era, and the environment in
NZ.
This critical enquiry aims to bridge this gap. This is important in order to understand the
emphasis of the training in the past, identify trends, and assess its relevance for the
workplace now and for the future.

Furthermore, this investigation informs the wider

body of knowledge on workplace first-aid.

Methodology
Tertiary, secondary and primary sources of documentation were reviewed to determine
the content and the delivery of the first-aid training syllabus. Tertiary sources included a
review of first-aid textbooks and manuals published during this period.

Secondary

sources of information included books and journals relating to first-aid from a clinical,
industrial, and historical perspective.

Primary sources included an examination of the
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Order of St John’s minute books in NZ, St John, the Red Cross and the NHFNZ’s annual
reports, and a review of the DoL’s and NZQA’s files.
To present relative comparisons, the tabulation of the data and analysis focused on the
content of ‘standard’ first-aid training provision. Standard first-aid training is defined as
that required to attain a ‘first-aid certificate’, and meet the requirements under the F&CP
Regulations[18].

The basis for this decision was that the definition in the F&CP

Regulations does not mention ‘workplace first-aid training’ or ‘occupational first-aid
training’.

However, aspects of ‘specialised’ and ‘additional’ first-aid training were

captured in the documentation and analysis. These texts furnish a broader perspective
of first-aid teaching practice.

As St John and Red Cross were the primary first-aid

training providers in NZ, samples of their syllabus were selected to illustrate how the
training was presented during this period.
The foundation for the environmental and workplace context for this enquiry was drawn
from Chapters Six to Thirteen of this thesis. Professional journals were reviewed to trace
the debate amongst the medical profession and the research in relation to first-aid
training content and its provision.

The approval of first-aid training providers in

accordance with the F&CP Regulations was based on a review of the DoL department
files, and an interview with Roger Eames, who managed this process for OSH451. Primary
data was sourced from NZQA on the first-aid unit standards and accreditation process.
Elements of the research were critically analysed, synthesised chronologically and
summarised. The ensuing narrative, supplemented with illustrations, highlights elements
of the syllabus, and provides insight into what was taught, and how it was taught within
the context of the era and the environment.
As NZ traditionally followed social practices adopted in England, a brief description of the
first civilian course held in England in 1878 provides context. St John’s original first-aid
training manual is described, as future first-aid syllabi evolved from this source. This is
followed by a synopsis of the original first-aid training courses and examination held in
NZ.

The content and presentation of the first-aid syllabus between 1885 and 2005 is

then summarised and discussed.

The chapter concludes with summary of the findings

and recommendations for the future.

451

To recap, Roger Eames was the OSH inspector who was tasked with assessing applications from prospective
first-aid training providers, recommending their approval under the F&CP (First Aid) Regulations, and
monitoring the standard of their first-aid training provision.
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The First Civilian First-aid Course in England
As previously noted, the syllabus for the initial civilian first-aid course under the auspices
of St John was attributed to Surgeon-Major Francis Falwasser[133]452. The syllabus was
published in the Kentish Independent in March 1878[132].

Figure 14.1 The Syllabus For The Woolwich Class, reproduced from “Past and Present The earliest
days of first aid” 1994[132]

Surgeon-Major Peter Shepherd453, along with Dr Coleman, taught this course in Woolwich
in 1878[132]. Shepherd subsequently developed a series of lectures to develop first-aid
skills for an extensive range of medical emergencies[37]. The lectures were designed to
be taught and examined by “medical men” [139, 141]454. Due to Shepherd’s untimely
death, the lecture notes were later published as “Aids for Cases of Injuries or Sudden
Illness” in Shepherd’s name by St John in 1878[139]. This publication, designed for nonprofessional readers, introduced “a few plain rules” to enable “anyone to act in cases of
injury or sudden illness, pending the arrival of professional help”[139].
455

John’s original first-aid training manual[24, 141]

.

This was St

The examination and certification

process was introduced in 1877 to “recognise students proficiency”[139]456.

Re-

examination for further awards was introduced in 1879 as “miners, policemen and
railwaymen” were so enthusiastic about the training[139].

The First Civilian First-aid Classes in New Zealand
The first courses in NZ, both afternoon ladies’ classes, were held in Christchurch (May
1885), and in Wellington (June 1885)[24, 585]. Dr Walter Hacon, who was instrumental

452

For more details on Falwasser see Chapter Seven.
Shepherd, was from Aberdeenshire. He had been posted to a garrison in Woolwich, and was based at the
Royal Herbert Military Hospital, London. Shepherd had already taught ‘first-aid’ in 1866 near Grahamstown,
South Africa when he had served as Assistant Surgeon to the 99th (Lanarkshire) Regiment
454
Dr Henry Robert Silvester’s method of artificial respiration (developed in 1858) was included in this syllabus.
455
More than 20,000 copies of this manual were sold within two years of its publication.
456
St Andrew’s Ambulance Association introduced first-aid certificates in 1884, and re-examination was
introduced in 1885. The British Red Cross Society introduced first-aid lectures in 1911 and first-aid certificates
in 1912 (First Aid, St John Ambulance Association, St Andrews’s Ambulance Association, and the British Red
Cross Society, 1958, p.6-8).
453
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in establishing first-aid training in Christchurch, was a life member of St John, and
therefore would have been familiar with the training syllabus[23]457. The Hospital Board
provided the course materials, including a skeleton.

Figure 14.2 illustrates how the

course content was originally advertised458.
The minutes of the Ladies Committee in Wellington state that the ladies classes focused
on nursing and hygiene “as some ladies had expressed that wish”, and “haemorrhage
and hints on accidents” to make the course “more appealing”[159].

Local doctors

conducted the lectures based on the “Shepherd’s First Aid” book[156]459. These lectures
may have been based on the 1878 version of “Aids for Cases of Injuries or Sudden
Illness”, however, in 1885 another copy of this book was published by St John[139]460.
Given the geographical distance the latter text may not have been available in New
Zealand until the following year.

Figure 14.2 The First-aid Syllabus, reproduced from the Evening Post, 11 Oct 1884 (p.1)[586]

457

Dr Hacon, along with a Drs Brittin, Robinson, Guthrie, Thomas and Moorhouse agreed to provide one lecture
each for the first course of lectures for the ladies.
458
An advertisement for ladies classes in Dunedin in 1989, provides explicit information on the syllabus of
instruction offered (Hunt, 2009).
459
According to the minutes of the Ladies Committee, September 1885, these books were ordered from England.
460
This text was edited by Dr Robert Bruce, and was published by St John in Shepherds name. St John’s text
‘First Aid’ published in 1958, states that the Association first used the phrase “First Aid to the Injured’ in their
1880 annual report.
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First-aid Examinations in New Zealand
Following the example set in England, examinations to test competence were conducted
in NZ.

Figure 14.3 Examination Process to Achieve Certificates of Proficiency, reproduced from the Evening
Post, 11 Oct 1884 (p.1)[586]

The first examination was conducted for the ladies class on 26th June, 1885 and
comprised eight written and oral questions (see Figure 14.4)[23]461. Twenty-two of the
twenty-five ladies who took the examination passed[23]462.

The examination provided

no opportunity for participants to demonstrate their proficiency.

Figure 14.4 The Examination Questions for the Ladies Class, reproduced from Ambulances and First
Aid: St John in Christchurch 1885-1987 A History of the St John Ambulance Association and Brigade
in Christchurch New Zealand (p.23)[23]

In September 1885, the first examination was held in Wellington for twelve of the ladies
who had attended Dr George Gillon’s class, of these six passed and were awarded firstaid certificates[587]463.

As the examination was an optional extra, it incurred an

additional fee. This may have been one of the reasons why some students elected not to

461

The examination was held at the Christchurch City Council chambers by a Dr Henry Hugh Chapman.
When St John’s first annual meeting was held in Christchurch, thirteen examinations had been held.
Altogether 196/300 students had passed the examination. (Rice, 1994, North Otago Daily Times, Oamaru, 5
January 1886, p.2).
463
Dr Mahon conducted the first examination in Wellington. The certificates were printed locally in
Christchurch and Wellington and were obtained from St John’s Gate in London in later years.
462
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participate.

Equally the students may have been apprehensive about the examination

process itself, or perhaps they perceived the certificate of proficiency was unnecessary.

Content of the First-aid Syllabus 1886 - 2005
As previously discussed first-aid training was primarily provided under the auspices of St
John and Red Cross in NZ. The lectures were initially provided by doctors464. Therefore
it is likely that they would have drawn on their own, and their colleague’s broader firstaid knowledge and experience when instructing the students.

Table 14.1 includes the

general content of first-aid syllabi available in NZ between 1886 and 2005.

Between

1939, until the 1980’s some, but not all first-aid training courses provided information
and treatment for injuries relating to bombing, nuclear, chemical and biological
warfare[38, 578, 581]. These elements were not part of the core syllabus and therefore
were excluded from Table 14.1.
The core content of the syllabus has remained constant during this period although
additional conditions and their treatment have been added over time. It is evident that
almost every conceivable injury was considered, although not all were likely to occur in
every workplace.

References to specific medical conditions were introduced as they

became apparent.

The syllabus does not include typical workplace accident scenarios,

but the management and first-aid treatment of traffic accidents was introduced in the
1980’s.

While all elements of the syllabus are interesting, it was not possible to

elaborate on the evolution of all first-aid treatment methods taught within this
timeframe.

However, given the importance of resuscitation, Table 14.2 illustrates the

techniques commonly used between 1886 and 2005.

464

Although the Otago Medical School opened in 1875, much of the two year medical training course was taught
overseas. The first medical graduate whose programme of study was based in New Zealand completed their
course in 1887 in Otago.
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Bandaging

Bites/stings

Bleeding control










Environmental extremes (includes
Frostbite, Sunstroke, Heatstroke,
Hypothermia, Hyperthermia)

First-aid kits467

First-aid (Ambulance) rooms

Fractures

Patient management at home468

Hysteria

Lifting/carrying/stretcher use

Miscellaneous injuries (foreign bodies
in eye, ear, nose, fishhooks, splinters
etc.)
































1901-1920
[31, 32, 579,
583, 588-590]

































1921-1940
[33-36, 139,
576]

































1941-1960
[37, 272, 331,
591, 592]

Time span

































1961-1980
[38, 475, 577,
581, 582, 584,
593-596]

466

In later years special attention was drawn to resuscitation following electrocution (see Chapter Ten).
Chemical and electrical burns and welder’s flash were included.
467
In the early days improvised bandages were used. A variety of first-aid kits were also promoted for sale in the authorised text books.
468
Reception and management of patients at home as a result of sickness and injury.

465



Concussion





Artificial respiration (Asphyxia,
Drowning, Hanging465 )

Burns/scalds



Structure and functions of the body

466



1886-1900
[140, 176, 580]

Principles of First-aid

Topic

Table 14.1 Topics in the First-aid Training Syllabus 1886 - 2005

































1981-2000
[40, 42-45,
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2001-2005
[46, 551,
601, 602]
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Shock/collapse

Splint application

Sprains/strains/dislocations

This was later referred to as infection control.



Hepatitis

469



HIV







Traffic Accidents



Victims of Sexual Assault



Medical Conditions (includes
Diabetes, Asthma)







Cardiopulmonary Resuscitation (CPR)























Miscarriage



























Rescue Breathing



Civil Defence






Emergency Childbirth



















Stroke



Chest Pain (includes Angina, Heart
Attack, Heart Failure)































Crush Injuries

Choking

Sepsis




Seizures (epilepsy)

469



Poisoning
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Rescue Breathing

External Heart Compression [577, 593]

CPR









1961-1980
[38, 372, 577,
581, 593, 594,
596, 604]

Silvester/Brosch



Holger Nielsen







1941-1960
[37, 331, 576,
578, 591, 603]











1921-1940
[33]

Time span

Eve’s Rocking

Labordes



Schafer’s






Silvesters

1901-1920
[31, 32]





1886-1900
[140, 580]

Howard’s

Marshall Hall’s

Resuscitation Method

Table 14.2 Resuscitation Methods Taught 1886 - 2005





1981-2000
[43, 45, 597,
598, 600]



2001-2005
[601]

Samples of St John’s syllabus of instruction, and where possible syllabi jointly developed
by St John, St Andrew’s Ambulance Association and the British Red Cross, illustrate how
the syllabus was taught during this period. Shepherd’s syllabus edited by Bruce in 1892
is shown in Figure 14.5[140]470. Lecture Five for the ladies focused on preparation for
receiving and managing sick and injured patients at home, and “preparation for the
surgeon”[140]471. The lectures were held one week apart, perhaps for the convenience
of those concerned, or to ensure students were not overwhelmed with the content, given
that most of the syllabus was theoretical rather than practical in nature.

Figure 14.5 Shepherd’s Syllabus, Edited by Bruce, 1892[140]

The practical aspects of the training focused on improvisation472, bandaging, stretcher
drills, and the reception of and management of the sick and injured patients at home. To
minimise embarrassment, models were used to demonstrate various first-aid techniques.
Evidently all elements of the syllabus were considered equally important as students
were required to attend 80% of the lectures to be eligible for the examination. During
this period the ambulance service in NZ was in its infancy, and not readily accessible.
Accordingly the practical aspects of the syllabus reflect the social, cultural, and
environmental context of the day.

470

This syllabus was originally edited by Bruce in 1885 (First Aid To The Injured St John, 1943)
Lecture Five for the ladies was written by an E. MacDowell.
472
Improvised stretchers were made by turning the sleeves of a coat inside out and passing two strong poles
through them and buttoning the coat. Alternatively holes could be made in the corners of sacks and poles passes
through them, or stretchers could be made with a piece of carpet, tarpaulin or a strong blanket.
471
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The 1901-1920 Syllabi
In 1901, 1904, 1908, 1917, and 1919 a Dr James Cantlie edited St John’s
syllabus[272]473.

He also authored the first British Red Cross first-aid training and

nursing manuals in 1911[605]474.

The 1908 syllabus still comprised five lectures[32].

Lecturers and examiners were advised to “remember that it is ‘First Aid’ that has to be
taught and tested, and not anatomy and physiology”, and instructed to spend little time
on these subjects[32].

The comments suggests issues relating to the training, or the

students ability were beginning to surface[32].

By 1914 students’ performance in

examinations and competitions indicated they “struggled” to grasp the fundamental
principles[579].

Consequently St John issued a supplementary text for lecturers and

students to aid teaching and learning entitled “Problems in First Aid”[579].

The text

included specimen tests and stated that the practical exercises and examinations “did not
need to be identical for all students”, as candidates were not marked in comparison with
one another[579]475.

As each St John centre operated independently, managing and

monitoring consistency of the training would have been impractical.
The 1917 syllabus comprised six lectures, although very little content was added (see
Figure 14.1, and Table 14.6)[33].

The order in which the content was delivered was

rearranged, and a practical session for artificial respiration introduced476.

473

Later known as Colonel Sir James Cantlie K.B.E., LL.D., F.R.C.S. Subsequent editions in 1917, 1919 and
1928 were also accredited to Cantlie. Cantlie provided first-aid instruction to the Metropolitan Police, and the
territorial armies once they were formed (see the BMJ, 1926 Vol 1 (3413) pp.972-3 for more details.
474
These manuals were praised in the BMJ, especially the level of detail afforded to improvisation (BMJ, Vol.1.
No. 2675, April, 1912 pp.785-786).
475
Conversely, in competitions competitors were compared with one another (Problems in First Aid, St John,
1914, pp.92-93).
476
Mixed classes were still not permitted.

299

Figure 14.6 St John’s First-aid Syllabus 1917[33]

The importance and benefits of first-aid in industry were emphasised.

Figure 14.7 The Benefits of Workplace First-aid Provision, 1917[33]

This syllabus reinforced the provisions in the “Police, Factories &c. (Miscellaneous
Provisions) Act 1916”, and referred to the Home Office Official Pamphlet “First Aid and
Ambulance at Factories and Workshops”[33, 221]477.

Students were advised that

factories should arrange first-aid training and ambulance arrangements for their workers,
and ensure trained first-aiders were responsible for the first-aid boxes. Specifications for
the ‘ambulance’ room were included (see Figure 14.8).

A “qualified nurse or other

person trained in First Aid” was required to take charge of these facilities[33].

477

See Chapter Seven for more details regarding workplace first-aid provision in Britain during this period.
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Figure 14.8 The Specifications for an Ambulance Room in Britain in 1917[33]

These provisions were mandatory in Britain, but not in NZ. It is possible, but unlikely,
that the lecturers would have explained that under NZ legislation, inspectors, at their
discretion,

could

appliances[63]

478

require

factory

occupiers,

and

farmers

to

provide

first-aid

. Although the railways, the fire brigade and the police undertook first-

aid training in NZ during this period, generally first-aid provision in industry was limited.
Organised ambulance479 and nursing services were available in some, but not all parts of
the country. Moreover, the First World War and the Influenza Epidemic occurred within
this timeframe, therefore the population had to be self-reliant.

Clearly the first-aid

syllabus provided knowledge and skills that were relevant and useful.

The 1921-1940 Syllabi
The 1928 edition of “First Aid To The Injured” by Cantlie, comprised six lectures and was
similar to that offered in 1917 (see Figure 14.9)[34, 272]480.

It was designed to be

taught and examined by doctors, and the timing and emphasis of the instruction was left
to the lecturer’s discretion.

478

See Chapter Seven for more details.
Horse ambulances, and a few motor ambulances were operating in NZ. Nevertheless some areas, particularly
the rural areas did not have access to these services.
480
Unlike the 1917 syllabus the Notes section shown in Figure 14.9 no longer required the male classes to pass
the stretcher exercises that were determined most suitable for the locality.
479
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Figure 14.9 St John’s First-aid Syllabus, 1928[34]

NZ’s population was much smaller than in Britain and more widely dispersed, so it was
difficult to organise enough people of either gender to form first-aid classes[234]. The
situation

was

examinations

481

compounded

when

only

doctors

could

provide

the

lectures

and

. Consequently, in 1922 St John’s Gate permitted mixed classes of both

sexes to be conducted in NZ, and for Lay Lecturers to provide instruction when doctors
were unavailable[234]482. This was surprising as Cantlie argued that first-aid “should be
raised out of the haphazard methods of instruction”[60]. He maintained first-aid was a
“special branch of practical medicine and surgery” requiring the same level of education
“as any one of the other specialities”[60]. Furthermore, regulations for the appointment
of Lay Lecturers did not exist at the time[340]483.
By this time St John had been providing first-aid training and ambulance services in NZ
for more than thirty years.

Membership involved first-aid training certification and

treatment, ongoing training, participation in competitions, and service provision.
Experience was recognised through a series of awards (Bars and Medals)[24]484. Thus

481

In addition to providing the training, the doctors had to travel to provide the lectures.
Mixed classes were allowed if the practical work was provided in a separate room (Rice, Ambulances and
first aid, 1994 (108). The 38th edition of First Aid To The Injured, printed in 1934 omitted the rule regarding the
separation of the sexes, except for the final lecture. This suggests that mixed classes were permitted in England
and other countries. In the sixth lecture males were still taught hand seats and stretcher exercises, whereas
females were taught hand seats only. Both sexes were taught how to prepare for the reception of sick and
injured patients.
483
The regulations for Lay Lecturers came into effect in 1955.
484
The first Bars were awarded to members after five years of service “in relief”, and were inscribed as such,
and further Bars were awarded for seventeen, twenty-two, twenty-seven, and thirty-two years service. Medals
were awarded from Priory Headquarters. The first New Zealander to be awarded a Medal was Major Barclay
in1908 (Wright St-Clair, 1985, p108).
482
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each St John’s Centre selected and trained their own Lay Lecturers, and the Principle
Medical Officer in each Centre endorsed their certification[340]485.

The 1937 St John and the 1938 Red Cross Syllabi
The 1937 syllabus comprised six lectures designed to be delivered as a series of one or
two-hour lectures (see Figure 14.10)[139, 272].

The content was modernised, the

lectures reorganised, and the duration of the theoretical and practical instruction
prescribed[272].

Accordingly 50% of the training was devoted to splint application,

bandaging, artificial respiration and transportation.

Evidently the rule regarding the

provision of first-aid training by Lay Lecturers in NZ did not apply in Britain.

Hence

guidance on the role of the Surgeon Instructor and the “qualified layman or woman” was
supplied[272]486. Additionally, the first-aiders’ responsibilities were reinforced, to ensure
they did not “encroach on the duties of a trained nurse, and even a doctor”[272].

485

St John stated that medical and nursing professionals were to conduct the lectures in the first instance, if they
were available. Prior to the Second World War, teachers were encouraged to provide the first-aid instruction in
New Zealand, with members of St John providing the demonstration work. Under these conditions special
classes were arranged to enable teachers to obtain first-aid certificates, and refresher training was provided for
those who needed it (Minutes of the Ambulance Committee, Auckland March, 1939).
486
In 1939, due to the war, a decision was made to allow selected laymen in Britain to provide modified short
courses of instruction comprising four lectures and practical exercises for air raid wardens and ambulance
drivers (BMJ, Vol.1., No 4077, Feb, 1939 p.88).
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Figure 14.10 St John’s First-aid Syllabus, 1937[272]

Figure 14.11 Outline of First Aid, 1937 Syllabus[272]

Conversely, the British Red Cross Society’s First-Aid Manual No.1 (1938 edition)
comprised nine lectures, which could be compressed to six (see Figure 14.12)[591]487.
The practical aspects comprised bandaging and splinting, and students practised “the
arrest of haemorrhage and artificial respiration on each other”[591].

This syllabus

included the symptoms and treatment of ‘Heart Failure’ and ‘Heart Attacks’, whereas
these terms were not mentioned in St John’s syllabus. Furthermore both organisations
had divergent views on the treatment of burns and scalds, and the use of the Thomas
splint.

In 1937 St John suggested the treatment of extensive burns and scalds with

tannic acid was “beyond the scope of First Aid”, and did not train students in the use of
the Thomas splint[272].

Conversely the Red Cross promoted tannic acid as the “best

treatment” and endorsed the application of the Thomas splint[591].

487

This manual was edited by J.D. Buxton who had previously co-written earlier versions with Cantlie.
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Figure 14.12 British Red Cross Society’s First-aid Syllabus, 1938[591]

The two syllabi were similar, but not identical.

The training content and its delivery

varied. Nevertheless, these syllabi were the basis for first-aid training and certification
for the duration of the Second World War.

The Standard of First-aid Training and Treatment
During this period the content and standard of first-aid training and its application was
criticised in the BMJ[257]. It was perceived that trainees were taught “a little about a
lot” including unnecessary “elaborate details of bandaging and splinting”[262-264].
Commentators argued first-aid should focus on the “fundamental principles” such as the
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treatment for shock, haemorrhage and asphyxia[261].

Some maintained it was

impossible to teach the course content in the given timeframe[606].

Consequently,

several lecturers reportedly “read the text” to the class to get through the content in the
allotted time[607].

The capability of some first-aiders was questioned, as once

certificated some were reportedly “a menace in the community”[67].

The first-aid

providers were encouraged work together to “get rid of the frills” in the syllabus[260,
608], produce a common textbook focused on the essentials[609], and issue a standard
wartime first-aid certificate for ARP[260, 608]. In 1939 a shortened first-aid course was
introduced in Britain specifically for ARP[258, 610]488489.
In NZ Thacker Paterson produced “First Aid in Warfare” for Red Cross workers in
1940[276]490.

The syllabus comprised a course of lectures on types of gases, their

characteristics, symptoms and treatment491. Subsequently Red Cross transport officers
were trained in both first-aid and chemical warfare[30]492.

Although NZ was not

impacted by the war in the same way as Britain, due to emergency working conditions,
and an inexperienced workforce the incidence of occupational injury increased.
Furthermore workplace ambulance brigades were depleted.

This would have been an

ideal time to have simplified the syllabus, and train as many of the adult population as
possible, but this did not occur.

The 1941-1960 Syllabi
In 1946, St John’s Gate issued a supplement to the syllabus, and from July 1947, all
examinations were to be based on this[355]493. Regulations for the appointment of Lay
Lecturers were issued in 1955, although their selection and training remained each
488

However, the standard of training delivery varied for the ARP course (see BMJ, Vol.2 No.4159, Sept 1940,
p.399). Selected Laymen were allowed to conduct this course in Britain due to the emergency circumstances,
however certificates of proficiency were not to be issued. The fee was set at twelve shillings and sixpence
regardless of whether a medical practitioner or layman conducted the course by the Home Office. The minimum
recommended fee for first-aid lectures for the ARP provided by the medical profession was one guinea
(Supplement to the BMJ, June 18, 1938 p.373)
489
In addition voluntary workers were provided with ‘Gas lectures’ (BMJ, 1940, Sept. 14th, Vol.2, No.4158
p.366). In the 1940’s texts were produced specifically for managing first-aid in wartime conditions such as the
‘Pocket Book of First Aid in Accidents & Air Raids (including Chemical Warfare)’ by Cowell, 3rd Edition,
London, 1941.
490
Thacker Paterson was Chairman of the Auckland Red Cross Society and Instructor at the Air Raid
Precautions School in Auckland. The text was largely based on publications produced by the Air Raid
Precautions Department of the Ministry of Home Security in Great Britain See Chapter Five). The Red Cross
provided the course equipment and the examination papers.
491
Lectures, and examinations (at elementary, advanced and proficient level) were conducted by medical
practitioners, supported by naval and military officers. To obtain a pass at elementary level students had to
achieve 50% in both the oral and written examination. At the advanced level students were required to achieve
60% in the oral, the written and drill sections. To become proficient the pass mark was 65% in the oral, written
and lecture test. The lecture test comprised a ten minute unprepared talk on a subject given by the examiner to
test the candidate’s ability to lecture rather than on his knowledge.
492
It is unclear how many Red Cross workers were trained using this syllabus in NZ.
493
Not sighted.
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Centre’s responsibility[340]494.

In NZ, St John provided additional resources to “assist

tuitional work” including a “First Aid film”495, and books on “Industrial Poisons and their
First Aid Treatment”, and “Accident Prevention and Rescue Work”[323]496497.

The 40th

edition of “First Aid to the Injured” was promulgated in 1951498, along with “First Aid in
Coal Mines”, and pamphlets on basic first-aid instruction, including the treatment of flash
and radiation burns from atomic bombs[611]499.

In 1952 a filmstrip based on the

updated syllabus was used for first-aid training, and a supplement on the Holger Nielsen
method of artificial respiration issued[324].

Similarly, the Red Cross introduced a film

demonstrating the Holger Nielsen resuscitation in 1952/53[612].

A Joint First-aid Manual
St John, St Andrew’s Ambulance Association, and the British Red Cross published a joint
first-aid manual in 1958[613].
lectures (see Table 14.3)[37].

This syllabus comprised a choice of either six or tenAt the culmination of either course, students were

presented with a typical incident/scenario500, where they were required to demonstrate
their first-aid knowledge and skills.

494

An official St John Lay Lecturers training course was introduced in 1974.
Provided by the Canadian Priory.
496
Provided by the South African Priory. The texts were used as optional extras for the Industrial Hygiene
Course.
497
According to St John’s 1954-55 annual report, a library comprising twenty-three instructional books were
available, although not all were related to first-aid (Order of St John in New Zealand, 9th Annual Report, 195455).
498
This was issued at the Dominion Conference. Dr Wright-St Clair gave conference attendees talks on
resuscitation. Subsequently resuscitation training was provided to Council electricians and Ministry of Works
linesmen at Taupo, Mangakino, Ariatiatia and Wairakei, and electricians at the NZ Electricity Department
(Order of St John in New Zealand, 14th Annual Report, 1960).
499
The Holger Nielsen method of resuscitation was introduced at this time.
500
Unfortunately details of the scenario were not provided.
495
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Table 14.3 The St John, St Andrew’s and the British Red Cross First-aid Syllabus, 1958[37]
First-aid Syllabus
Session

Six-lecture Presentation

1 Theoretical

Outline of First Aid
Structure and Functions of the Body
Dressing and Bandages

Ten-lecture Presentation

Identical

Practical

Triangular Bandages and their application

2 Theoretical

Circulation of the Blood - wounds and
haemorrhage
Shock

Circulation of the Blood - anatomy and
physiology
Infection

Practical

Application of Dressings
Constrictive Bandage
Pressure Points
Roller Bandages

Triangular Bandages and their
application

3 Theoretical

Respiration

Wounds and haemorrhage

Practical

Artificial Respiration
Holger Nielsen and Shafer’s methods

Application of Dressings
Constrictive Bandage
Pressure Points
Roller Bandages

4 Theoretical

Fractures

Shock

Practical

Treatment of Fractures

Bandages and their application

5 Theoretical

Unconsciousness (insensibility)
Poisons, Burns and Scalds
Miscellaneous Injuries

Respiration

Practical

Fractures
Triangular Bandages and their application

Artificial Respiration
Holger Nielsen and Shafer’s methods

6 Theoretical

A Typical Civil Incident
Civil Defence

Injuries to Bones, Joints and Muscles

Practical

Transport

Treatment of Fractures

7 Theoretical
Practical

As above

8 Theoretical

Unconsciousness (insensibility)

Practical

Bandages and their application

9 Theoretical

Burns and Scalds
Poisons

Practical

Bandages and their application

10 Theoretical

Miscellaneous Conditions
Civil Defence
A Typical Incident

Practical

Lecturers were advised that as the certificates issued by the three Societies were of
equal value, and recognised by Government Departments, the first-aid instruction
provided “should be based on this syllabus”[37]501. Although the syllabus and treatment
methods were updated, the ‘elaborate details of bandaging and splinting’, although
reported to be unnecessary, were still evident[262-264].

Why so much emphasis was

spent on these aspects of first-aid training is unclear. The ambulance service in NZ was
established, and industrial health clinics and centres were operational.

Nevertheless,

501

In 1958 the minimum age for candidates taking exam for adult certificate was fifteen, formerly sixteen years
(Order of St John in New Zealand, 12th Annual Report, 1958, pp.14-15).
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these skills may have been useful for workers in rural areas, such as the bush industry
and mining, where timely access to medical help was more limited.

1961-1980 Syllabi
In 1965, the official text book for first-aid courses in NZ was the joint manual of the
British Red Cross and the Order of St John[75, 386, 614].

The DoH promoted this

syllabus for factory first-aiders[75]502

Figure 14.13 First-aid Training Syllabus, promoted by the Health department, 1965[75]

This syllabus was virtually identical to the 1958 six-lecture syllabus (see Table 14.4).
First-aid certificates, ‘valid’ for three years, were awarded to those who successfully
completed the examination. On expiry re-training and re-examination was required503.

502

According to the Health Department ,this course was offered in the workplace for a minimum of twenty
participants.
503
Prior to 1962 St John certificates were not standardised. Each Centre took responsibility for their own (The
Order of St John in New Zealand, 15th Annual Report, 1961). The layout for the standardised certificate was
presented at St John’s conference in 1962. That same year (1962) St John’s textbook dealing with
“Occupational First Aid” was received from England (Order of St John in New Zealand, 16th Annual Report,
1962). This text was reviewed by Trevethick in the British Journal of Industrial Medicine (Vol. 19, No. 2. April
1962, p.146). Trevethick criticised the illustration of sterile and non-sterile dressings and the points on
haemorrhage. Courses on Occupational First Aid were provided in NZ from 1985 (see Chapters Eleven and
Twelve).
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Table 14.4 The Joint Red Cross St John First-aid Syllabus, 1965[75]
Session
1.

Theory
Outline
-

Practical

of First Aid
Objects and scope
Diagnosis
Treatment
Disposal
Transport

Application of triangular bandages
(first part)

Anatomy: Skeleton, joints, muscles, connective
tissues, skin, truck and its contents.
Physiology
Dressing and Bandages
Sterile dressings
Non-sterile dressings
Improvised dressing
Bandages – triangular and roller
2.

Circulation of the Blood
Wounds and haemorrhage

Application of dressings
Constrictive bandage
Pressure points
Roller bandage

Shock
3.

Respiration
Asphyxia and resuscitation

Resuscitation

4.

Fractures
Injuries, joints and muscles

Treatment of fractures (first part)

5.

Unconsciousness (insensibility)
Poisons, burns and scalds
Miscellaneous injuries

Fractures (second part)
Application of triangular bandages
(second part)

6.

A typical incident504
Civil Defence

Transport

From April 1968, under the FAF Regulations, factories with more than 100 workers had to
provide a dedicated first-aid room.

The person in charge of this facility had to be a

registered nurse, or hold a St John, or a Red Cross ‘valid’ first-aid certificate[384]505.
Consequently the demand for first-aid training increased, but the emphasis in the
training remained unchanged.

The 1972 Syllabus
The authorised manual of St John, St Andrew’s and the British Red Cross, was used for
the “standard First Aid Course leading to the award of the First Aid Certificate recognized
for certain statutory purposes” in 1972[593]. Due to changing social conditions “weekend school type of instruction” replaced the traditional two or two and half-hour
sessions506. The syllabus comprised a “Six-Session” (fifteen-hours), or an “Eight-Session

504

No details were provided on the nature of the “typical incident”. However Balliere’s Handbook of First Aid
(1962) provides scripted scenarios for sketches that could be ‘acted out’ to enable students to demonstrate their
first-aid skills in given situations.
505
A ‘valid’ first-aid certificate was a certificate issued within the previous three years, by a designated training
organization, for example St John or the Red Cross.
506
Training was conducted over full days in block courses, rather than completed in multiple sessions.
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Presentation” (sixteen-hours duration, see Figures 14.14 and 14.15)507.
note that the course outlines were recommended, not compulsory.

The authors

Accordingly each

organisation could implement its own syllabus and award certificates, indicating no real
agreement on the content and delivery of the training508.

The last session for each

course introduced the procedure at road accidents. Mock road accidents scenarios were
typically arranged to enable course participants to demonstrate their first-aid skills in an
emergency situation.

The Debate on First-aid Training Content
By this time Lord Taylors’ research was known in NZ[318, 377]509.

To recap, Taylor

found that industrial first-aiders were presented with “a stream of minor injuries”, and
“ailments” such as cuts, burns and headaches[372, 376].

Fractures of “long bones”,

serious haemorrhage, and other severe injuries were in his experience, uncommon in
industry[372, 376]. Taylor argued that elements of the syllabus were “irrelevant” for the
workplace, and the emphasis different from that provided at road accidents[372].
Furthermore his philosophy on workplace first-aid was praised in both the BMJ and the
British Journal of Industrial Medicine in 1961, over a decade before this syllabus was
issued[374, 375].
Correspondence in the BMJ during this period suggested simplifying first-aid training to
keep “the patient breathing, stop him bleeding” and “careful handling” to “not make him
worse”[615, 616].

This was emphasised in “Teaching First Aid” edited by Miles and

Roylance in 1970[617, 618]510.

The editors commented that first-aid training had

become “time consuming, complicated, and to some uninteresting”, and left some
students “ignorant”, hence their text[617].

507

Bailliere’s Handbook of First Aid (1962), suggests that first-aid training comprised six to twelve sessions
depending on the detail included, each of two hours duration, and usually held once a week (p.437).
508
The St John Ambulance Association in Australia produced its own manual in 1969. The syllabus was similar,
comprising theoretical and practical sessions delivered over fourteen hours duration (First Aid, St John
Ambulance Association in Australia, 1975).
509
In 1973 Taylor published the fourth edition of ‘First Aid in the Factory’ which included buildings sites, farms
shops, offices and warehouses.
510
This text for medical practitioners and first-aid instructors focused on what to teach and how to teach.
Stretcher drills, referred to as ‘ceremonial rituals” in the British Journal of Industrial Medicine (1970, 27 April,
1970 (p.390), were not included.
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Figure 14.14 The Six-Session Syllabus, 1972[593]

Figure 14.15 The Eight-Session Syllabus, 1972[593]

In 1975, a BMJ article entitled “Injudicious First-aid” prompted a five month debate on
the dangers of ineffective resuscitation training on patients who were inappropriately
diagnosed[619-624]. The argument concluded that teaching, training and performance
of cardiopulmonary resuscitation could only be achieved by lay people under trained
supervision, with repeated practice on manikins[624]. Resuscitation was included in the
syllabus during this period, although more time was spent applying bandages and splints.
In NZ, as sepsis was a problem in the workplace, the DoH had concluded first-aid
techniques were defective[12, 75]. Subsequently prompt first-aid treatment, “not dealt
with in the standard first aid course” was promoted[75, 386, 614]. No workplace studies
were conducted to determine what first-aid was applied.

The ambulance service was

readily available to deal with traumatic injuries, so some aspects of the training may
have been unnecessary. Regardless, the first-aid syllabus was virtually the same for the
community and the workplace, and the same first-aid certificate issued for either
environment.

Standardised First-aid Training
The quality of first-aid training came under the scrutiny of St John and Red Cross during
this period. In 1972, St John began to develop national standards for first-aid instruction
for their members in NZ[446].

Training and certification for Lay Lecturers, and

Instructor/Examiners was introduced in 1974, and 1976 respectively511, and was
subsequently

monitored[414,

450]512.

Multiple
513

examinations were introduced in 1974[447]

choice

questions

for

first-aid

.

The National Red Cross Societies issued “First Aid Guidelines for Instructors” in 1979[39].
Model lessons were developed to teach the “most important First Aid subjects”, and
disseminate “modern First Aid techniques” (see Figure 14.16)[39].

Accordingly each

Society was encouraged to “compose their own manual” using these resources[39].

511

St John appointed full-time first-aid tutors in Auckland, Palmerston North, Wellington, and Dunedin in 1979
(see Chapter Eleven, and Appendix J for more details).
512
Following a trip to the Canadian Priory, Sir Randall Elliott, the Principal Medical Officer for St John
provided information on ‘modern teaching techniques’ to help guide first-aid training in New Zealand (The
Order of St John in New Zealand, 33rd Annual Report, 1979).
513
These were developed by a Sub-committee comprising Dr D.E. Wright-St.Clair, Dr W.J. Boyd, with Dr R.G.
Howes as the Convenor. In addition the Principle Medical Officers conference was held at Priory Headquarters
in September 1974, where several papers were presented with respect to the scope and teaching of first-aid
(Order of St John, 28th Annual report, 1974).
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Figure 14.16 Model Lesson No.2 Unconsciousness and Artificial Respiration, 1979, (p.28) [39]

St John and Red Cross independently set their own training standards. Common criteria
for first-aid teaching and techniques did not exist. The NHFNZ were also promoting CPR
training during this timeframe. The NHFNZ began to standardise CPR teaching methods
for first-aid training providers, and awarded instructor certificates in 1979[457].

The 1981-2000 Syllabi
In 1983, St John and Red Cross jointly published a NZ “First Aid Manual”[40]514.

514

Other sections included muscle and joint injuries, burns and scalds, effects of extreme temperature, poisoning,
foreign bodies, aches, procedures at major incidents (road traffic accidents and fires), dressing and bandages
(multiple), handling and transport (lifting casualties, preparing, loading, carrying stretchers, and
loading/unloading ambulances), emergency childbirth, and sports injuries to various parts of the body (similar to
those listed in Figure 14.17). This text was intended for ‘everyone at home, work or leisure’.
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Figure 14.17 The Joint First Aid Manual. 1983[40]

In 1985 St John introduced the “Occupational First-Aid course” for industrial first-aiders,
and issued first-aid certificates (see Figure 14.18)[625]515. The duration of this course
was nearly twice as long as the ‘standard’ first-aid training, which may be why few
attended516.

515

The Occupational First-Aid Course was offered until 1994, and developed in consultation with the
Departments of Health, Energy and Labour, and the ACC.
516
The ‘standard’ first-aid course was also available during this period. In additions the ‘Industrial First Aid
Course was introduced in 1989. This was renamed the “Standard First Aid – Industrial” course in 1991. From
1990, there was a dramatic increase in the number of certificates issued for this course and a corresponding
decrease in the number of certificates issued for the ‘Standard First Aid” course. The course was discontinued in
1993. Consequently the number of certificates issued for the standard first-aid training increased. A ‘Workplace
First Aid’ Course was introduced in 1995.
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Figure 14.18 St John’s Occupational First-aid Course, LEG March 1985 (p.4)[625]

The same year St John published “Casualty Simulation for First Aid Training”[41]. This
text provided scenarios for students to practice their first-aid skills as shown in the
following example517.

Figure 14.19 An example for casualty simulation, 1985 (p.52)[41]

517

These simulations were also used for St John competitions.
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CPR Training Standards
Importantly, the first NZ standards on CPR teaching and techniques were accepted by all
the teaching agencies and the National Committee on Emergency Care in 1981[443]518.
To ensure continuity of standards the NHFNZ took responsibility for providing CPR
training for first-aid instructors519.

The “CPR Manual A guide to Cardiopulmonary

Resuscitation” was published in 1982[598]520. In 1993, the Basic Life Support national
standards were revised to incorporate new international standards[626, 627]521.

Approval and Monitoring of Workplace First-aid Training
Provision
As previously discussed, the F&CP (First Aid) Regulations were amended in 1991 enabling
trainers “with qualifications.… approved by the Secretary” to provide first-aid training and
certification in addition to St John and the Red Cross[79].

OSH and the “First Aid

Working Party Group” developed the criteria for approving workplace first-aid training
providers[531]522. This criteria was based on the 1987 guidelines for the UK Regulations,
and the Victorian code of practice[531].

In summary, subject to the criteria, any

organisation could seek approval to provide first-aid training and award first-aid
certificates. First-aid trainers and examiners were required to:
•

hold a Workplace First-Aid Certificate

•

be trained as a first-aid instructor

•

be active in workplace first-aid training, or have been employed in an
occupational health service.

518

The standards were produced by a Heart Foundation working party.
This was initially hosted by the Red Cross in Canterbury in 1981.
520
This manual was based on the 1981 NZ standards for basic life support, the report of Resuscitation subcommittee of National Committee of Emergency Care, and the American Heart Foundation’s CPR guidelines.
According to the text the CPR instruction was the accepted teaching practice in NZ for the Red Cross, St John,
National Heart Foundation, Royal Life Saving Society, Surf Life Saving Association and the Department of
Education.
521
The Heart Foundation led this review, and a new teaching video “Somebody Needs You” was released the
following year.
522
Initially ACOSH set up sub-committee to develop minimum standards for first aid training, and recommend a
system for monitoring the quality of first-aid instruction. The sub-committee met once in the year ended 31
March 1989 to recommend a monitoring system, and planned to develop the first-aid training standard the
following year. However, ACOSH was disestablished in March 1990 before either task came to fruition (See
ACOSH Reports for OSH, 1988 and 1990, and the Labour departments Annual Report, 1990 pp.4-53). The
working party comprised interested parties including the NZ Employers Federation, the NZ Council of Trade
Unions, St John, Independent Medical Services, the Red Cross, EMP NZ Ltd, ACC, NZ Occupational Health
Nurses, and two nurses from OSH. This criteria only applied to first-aid training providers who wanted
recognition for this training in accordance with the Regulations. Those who were providing ‘community’ firstaid did not have to comply.
519
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The thirty-hour instructor’s training had to be provided by “lecturer/tutors experienced in
teaching methods with knowledge and experience in first-aid”[531]523. The instructor’s
certificate was renewable every three years. Roger Eames, an OSH inspector managed
the approval process, and monitored the standard of first-aid training provision524.
The proposed syllabus comprised theoretical and practical work and performance based
assessments. The ‘standard’ first-aid training content included:
•

three-hour CPR training525;

•

personal hygiene in wound treatment;

•

poisons and hazardous substances;

•

illness recognition;

•

content of first-aid boxes (purchase and use);

•

simple record keeping and accident register;

•

communication in an emergency[531].

Three first-aid courses were proposed to meet workplace needs[531].
Table 14.5 Proposed First-aid Courses for the Workplace[531]
Course

Course duration (hours)
Refresher frequency
Refresher duration

526

Basic First-Aid

Workplace First-Aid

Occupational First-Aid

6

16

24

yearly

2 yearly

2 yearly

3-4 hours

6 hours

1 day

The choice of course was dependent on the:
•

location, size and layout of the workplace

•

number and distribution of employees including shift-workers

•

nature of workplace hazards527

•

known occurrence of workplace accidents and illness, and

•

distance to the nearest medical service.

523

This included satisfactory assessment of proficiency in resuscitation, control of bleeding and treatment of the
unconscious patient
524
Eames was also Superintendent St John Ambulance in Palmerston North at the time. See Chapter Twelve for
more details on the approval process.
525
Taught to the NZ standard as promulgated by the National Heart Foundation.
526
This tabulated information was obtained from the DoL files. Roger Eames (retired OSH Inspector)
subsequently confirmed that term for first-aid currency was reduced from 3 to 2 years in consultation with
interested parties at a meeting held in Cuba Street Wellington (interviewed on 12 March 2011). Apparently
OSH was aware of first-aid Regulations, practice and research elsewhere and wanted to maintain “world
standards”. Furthermore Eames explained that not all workplace first-aiders had cause to use their skills,
therefore more frequent first-aid refresher was required to avoid skill fade.
527
Note that the standard for first-aid was developed at the same time the Health and Safety in Employment Act
was under development, which focuses on hazard management.
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The F&CP (FA) Regulations did not stipulate which first-aid course was required.

They

simply required workplaces “employing more than fifty workers to have a trained person
in charge of first aid” and hold a certificate[18, 79]. In comparison, the ‘standard’ firstaid course was approximately sixteen-hours duration, and certification renewable every
three years. The Working Party agreed that first-aid certificates, awarded on successful
course completion, were valid for two instead of three as had previously been the
case[532]528.

Certificates had to be re-validated within two months either side of the

expiry date, otherwise certification lapsed.

Failure to revalidate certificates within the

timeframe required individuals to complete the full first-aid course again. The basis for
this decision is unclear as research completed between 1984 and 1988 indicated first-aid
skill decayed in a much shorter timeframe[92, 122, 628, 629].
According to Eames, the monitoring system comprised an annual review of providers’
training materials[532].

Additionally Eames visited each provider every three years to

observe their first-aid training to ensure the course content was in fact taught, and the
standard maintained[532]529. Those that failed were given feedback on what they could
improve, and given a second chance to rectify the situation530.

This approval and

moderation system continued throughout the 1990’s. In 1993, OSH developed a Code of
Practice for workplace first-aid training and supplies[533, 534]531.

Three years later,

OSH circulated guidance notes on first-aid training requirements to first-aid training
providers for comment[535, 536]532.

The New Zealand Qualifications Framework
Meanwhile, the new qualifications system comprising unit standards was introduced533.
From 1993, first-aid courses requiring national recognition had to conform to this
system[25]. Each unit standard describes the competencies and skills required, states
how acceptable performance is recognised and assessed, and is awarded a credit rating
(see Figure 14.20).

Each learner’s performance is assessed against the defined

standards of achievement or competence. Reassessment is permitted if the standard is
not achieved in the first instance.

528

Excluding the Basic First Aid Course that had to be renewed on an annual basis.
Eames explained that St John and the Red Cross were initially excluded from the OSH moderation system.
However, as both organisations were using volunteer instructors Eames later assessed some of their instructors
as well.
530
No details on those that failed were provided.
531
OSH sought the Minister’s approval for publication in 1994.
532
St John welcomed the standardisation of first-aid courses, and first-aid instructors training, and reported that
they had implemented the majority of recommendations the same year (Order of St John in New Zealand, 50th
Annual Report, 1996).
533
Unit standards are units of learning. A national catalogue of unit standards was, and continues to be
developed. See Chapter Twelve for more information.
529
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Figure 14.20 Composition of Unit Standards and Unit Delivery[630]

National qualifications comprise a combination of unit standards equating to a predetermined number of credits, depending on the qualification level. Learners can:
a) select individual units to achieve recognition for specific skills
b) combine units to comprise a nationally recognized qualification, and
c) cross-credit units from one qualification to another.
First-aid training providers must be accredited with NZQA if they seek formal recognition
for the skills they provide534.

NZQA moderates providers’ teaching methods and

assessment practice to ensure the standard is maintained535, and manages students’
learning records.
moment in time

536

Individual learning records provide evidence of competence at a
.

First-aid Unit Standards
Unit standard 532 ‘Obtain first-aid certificate’, was registered on the NZQF in October
1995[542]537. The purpose of this unit was to enable “learners to enrol for and complete
an OSH approved First Aid Certificate course and obtain the First Aid Certificate”[631].
The performance criterion for Unit 532 was simple: Applicants had to pass the first-aid
certificate “to the standards required by the controlling body (OSH)”, by an NZQA
accredited provider[631].

Applicants who met this criterion could apply for the unit

standard. The ‘special notes’ on the standard indicate that the first-aid certificate was
534

Accreditation is NZQA’s formal recognition that a Provider can deliver units to the specified standard.
Moderation is an auditing process to ensure that standards are consistent between providers and from
assessment to assessment (An Introduction to the Framework, NZQA, 1991)
536
As with any database, the accuracy of learning records depends on timely registration of successfully
completed unit standards.
537
This unit standard was the very first standard to be developed for first-aid. It was developed by NZQA in
association with the first-aid training community (for example the Heart Foundation, the Red Cross, St John, and
the DoL). Historical records at NZQA and the DoL are incomplete, and therefore an accurate account cannot be
given. However interviews with Pip Mason, who was employed at the Heart Foundation and Brett Deracourt
from St John recall that these organisations were involved in the process. Brett explained that at the time other
skills were recognized on the NZQF and it seemed like a good idea to register first-aid as a vocational
qualification.
535
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one “recognised for the purposes of Section 62.4 of the Health and Safety in Employment
Act 1992 (First Aid Regulations)”[631]538.
Unit 532 was awarded to 22,879 people, and included in seven nationally recognised
qualifications before NZQA deregistered the standard in November 1996[123, 542]539. In
July 1996, Unit 532 was replaced with new units, one each at levels one to three to
recognise different skill sets (see Table 14.6)[536, 542]. These were developed by NZQA
in conjunction with a “Core Health Advisory Group”

540

.

NZQA established a central

national moderation system, on behalf of the Advisory Group to monitor the training and
assessment standards541.

538

The F&CP (First Aid) Regulations were the only first-aid Regulations in place at the time. Section 62.4 gives
effect to these Regulations as if the Factories and Commercial Premises Act was still in force.
539
In total 2,807 were awarded Unit 532 in 1995, and 20,072 were given this award in 1996 (personal
correspondence with Ruiha Biddle, NZQA, March, 2011). Unit 532 was also included in the National
Certificate in Carpentry, National Certificate in Hairdressing, National Certificate in Crane Operation, National
Certificate in Aircraft Servicing, National Certificate in Security Level 2, National Certificate in Security Level
3, National Certificate in Pharmacy (Technician) Level 5.
540
The “Core Health Advisory Group” comprised members of the first-aid training community and
representatives from OSH. Information on the composition and activity of the Advisory Group was not retained
by NZQA. However Brett Deracourt from St John, and Pip Mason (previously employed by the National Heart
Foundation) recall that apart from their own organisations, the Red Cross, a representative from the Professional
Emergency Care Association (PECANZ) and other independent first-aid training providers were involved in this
process.
541
Initially it was anticipated that a Health ITO would coordinate, administer and moderate the first-aid unit
standards, but this did not eventuate. The NZQA moderation plan noted on these unit standards was 0104.
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Table 14.6 Composition of the First-aid Unit Standards

Composition
Title

First-aid Unit Standards Version 2542
6400
Manage first aid in
emergency situations

6401
Provide first aid

6402
Provide Resuscitation
level 2

Level

3

2

1

Credit

2

1

1

Purpose
Prerequisite
Special Notes

Ability to manage first-aid in
emergency situations

Provide first-aid until help
arrives

6401

6402

Controls situation and
provides first-aid.
Uses accepted New Zealand
first-aid treatment practices
outlined in current manuals.

Uses accepted treatment
practices outlined in current
manuals and guidance on
first-aid as it applies in New
Zealand.

Competence demonstrated
in simulated emergency
situations using scenarios
involving multiple major
injuries.

Competence demonstrated
in simulated emergency
situations.

Equivalent to minimum
standard required by OSH
for persons managing firstaid in the workplace.

Elements and
Performance
Criteria

1.Manage first-aid in
emergency situations.
A minimum of two trauma
and one medical emergency
to be assessed and managed
in accordance with accepted
practices.
Range includes complicated
fractures, burns, major
wounds and medical
emergencies.

Provide resuscitation level
2
Open
Knowledge and practice
must comply with New
Zealand Resuscitation
Guidelines for
Resuscitation Level 2
(1999) and any
amendments543 .
Competence
demonstrated in
simulated emergency
situations.
Environmental conditions
to be considered include
assessment of the
emergency scene (e.g.
electricity, biological risks,
weather, motor vehicle
accidents)

1.Provide first-aid until help
arrives.
Assess and manage a
minimum of one condition
from each of a) shock and
bleeding, and
b)medical conditions
Range includes burns,
fractures and soft tissue
injuries, heart attack,
asthma, stroke and seizure.

1.Provide resuscitation
level 2.
Minimise the impact of
environment conditions to
ensure rescuer, bystander
and victim safety.
Assess level of
consciousness, airway,
breathing, circulation
Manage victims airway
patency, breathing and
circulation support and
airway obstruction.

Although multiple injuries and illnesses are taught in the syllabus, not all are assessed.
Figure 14.21 provides a sample of the assessment process.

542

Dated 23 December 1999. Unit Standards 6400, 6401, 6402 were due to expire in December 2004.
Resuscitation level 2 is emergency care that prevents respiratory or circulatory arrest or supports a victims
breathing with rescue breathing or relief of airway obstruction, or supports breathing and circulation with CPR
(as stated in the unit standard).
543
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Figure 14.21 New Zealand Red Cross Assessment for Adult Resuscitation Level 2[632]

While it is not possible to reflect the experience of all first-aid training providers, St John
reported that minor changes were required to their training courses, to cover all the
elements of the new units when they were introduced[633]544.

Following the NHFNZ’s

NZQA accreditation for their CPR programme in 1996, 500 CPR instructors were
trained[634]. As previously mentioned, 467 NZQA accredited providers supplied first-aid
training and certification by 1999[542].
In summary, NZQA managed the accreditation and moderation of training providers,
including first-aid training providers, for formal recognition of first-aid skills towards lifetime qualifications. OSH approved and moderated first-aid training providers under the
Regulations. To retain currency, first-aid certification was required every two years.

The New Zealand Resuscitation Council
The NHFNZ continued its standard setting role in relation to Basic Life Support until the
NZRC was established in 1996. NZRC’s objective was to “foster and promote excellence
and consistency in the education and practice of resuscitation”[635].

NZRC comprises

experts from the professional emergency care field who develop common guidelines and
standards for emergency care and education545.

NZRC became NZ’s standard setting

body for resuscitation, and thus trains and certifies resuscitation instructors at various

544

St John also noted that the new standards were quickly adopted by their members in the regions. In 1998, St
John issued a Workplace First Aid Workbook and implemented a national system for registering NZQA
assessment results (see Order of St John in New Zealand, 52nd Annual Report, 1998).
545
Experts included representatives from the Australian and New Zealand College of Anaesthetics, Royal
Australasian College of Surgeons, Australasian College for Emergency Medicine, Cardiac Society of Australia
and New Zealand, Royal College of General Practitioners, the Red Cross, St John, and the NZ Surf Lifesaving
Association.
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levels on the emergency care continuum.

Lay rescuers are trained at Level 2546, First

Responders at Level 3, and Health Professionals at Level 4. NZRC developed guidelines
for resuscitation Level 2 in 1999[636].

Syllabus in the Guidance Notes
As discussed in Chapter Twelve, OSH developed the “Guidance Notes on the provision of
first-aid

equipment

process[21, 80]

547

.

facilities

and

training”

prior

to

discontinuing

their

approval

To recap, the Notes support workplace first-aid provision in

accordance with HSE legislation, and reiterate that first-aid certification must be renewed
to retain currency. The first-aid syllabus for the workplace (for both the Initial training
“12-16 hours duration” and Refresher training “6-8 hours”), and further modules to treat
injuries resulting from workplace hazards are included (see Figure 14.22)[21]548.
However, many people receive their first-aid training on public rather than workplace
courses.

Consequently hazardous situations, potential workplace emergencies549, and

emergency planning are not included in the ‘standard’ first-aid syllabus.

Furthermore

they are not fully described, or assessed in the Unit Standards.
Evidently significant and complex changes occurred during this period.

The first-aid

training community expanded, multiple agencies were involved in the first-aid training
and certification process, and holders of first-aid certificates were eligible for life-time
awards under the NZQA system550.

The general content of the ‘standard’ first-aid

syllabus, determined by the first-aid community increased, although research overseas
suggested some aspects of the course were unnecessary551.

No NZ workplace studies

were conducted to determine what first-aid was applied. Standards were established for
CPR techniques and training, but not for other aspects of the syllabus.

Although OSH

promoted additional content and courses for the workplace, these elements were neither
compulsory, nor assessed for unit standard accreditation. The syllabus was virtually the
same for the community and the workplace, and the same first-aid certificate issued for

546

Level 2 was the minimum requirement for those who assessed trainees against Unit Standard 6400, this has
since been upgraded to comply with the NZQA accreditation and moderation plan to Level 3.
547
The Guidance Notes were developed in consultation with the first-aid training organisations and
representatives from the New Zealand Council of Trade Unions and the New Zealand Employers’ Federation.
548
Unit Standard 6400 focuses on multiple major injuries, and does not include workplace hazards, emergency
planning, and accident reporting and recording.
549
The nature of these injuries may vary from workplace to workplace and industry to industry.
550
First-aid certificate holders could apply for unit standard accreditation, but this was not compulsory either.
It’s unclear whether students are advised of this when they attend a first-aid course.
551
The Professional Emergency Care Association (PECANZ) was established on behalf of small first-aid
training providers in 1995 to put these providers on an equal footing with St John and the Red Cross with regard
to the provision of first-aid training under the Regulations. PECANZ also ran conferences for first-aid training
providers during this period.
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either environment. First-aid certification was renewable every two years552, although by
this time overseas research indicated skills decayed much sooner [91, 92, 122, 556, 628,
629, 637, 638].

Nevertheless, first-aid certificate holders, trained by NZQA accredited

providers were eligible for recognition for their skills towards a formal life-time
qualification553.

Figure 14.22 Course Syllabus in the Guidance Notes, (pp.20-21) [21]

552

As mentioned earlier in this chapter refresher training was required every two years instead of three.
However the content and assessment process for the one-day refresher training, is not clearly articulated, and
may vary between providers.
553
See Appendix I for details on the number of people trained in first-aid who applied for skill recognition with
NZQA between 1996 and 2006.
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The 2001-2005 Syllabi
The “paucity of scientific evidence” regarding first-aid training was noted when the
‘National Guidelines for First Aid Training in Occupational Settings’ was issued in the US
in 2002[102]. In 2003 the Health and Safety Executive conducted a series of workplace
first-aid studies in England[4-6, 11]. One of the issues identified was the content and
standard of first-aid training. Subsequently a new Guide for training organisations was
produced[8].
In NZ OSH updated the Guidance Notes in 2001[21].

St John issued a new first-aid

manual in 2002[46]. Although the content was reorganised, it was virtually the same as
in earlier editions554.

NZRC continued its CPR standard setting role, and published the

Guideline ‘Emergency Care for First Responders’ in 2005[636].

However, concerns

regarding the moderation and accreditation of first-aid providers surfaced[639]555. The
currency of first-aid certification was the issue, due to a time lag from the certification
date to the registration date with NZQA for Unit Standard accreditation. Subsequently
NZQA reviewed the Accreditation and Moderation Plan. In April 2003 the currency of a
first-aid certificate for Unit Standard registration purposes was reduced from three to two
years[542].

Although applicants ‘qualified’ for life-time awards, the research indicated

first-aid skills would have deteriorated in the intervening period[89, 91, 92, 122, 556,
628, 629, 637, 638].

First-aid Unit Standard Revision
The first-aid unit standards were due for revision in 2005. Apparently there was “lively
debate” among the first-aid providers on the structure and moderation of these
standards[639]556. The four main issues were the:
1. over and under representation of organisations and stakeholder sectors on firstaid advisory panels557;

554

Under the heading ‘Workplace Injuries’; foreign bodies in the eye, blast and crush injuries, and welder’s
flashburn were identified in the 2002 St John text. It is likely that the first-aid syllabus for the other accredited
first-aid training providers in New Zealand (approximately 500) remained much the same too.
555
These were raised by the Standing Sector Advisory Networks and Advisory Steering Groups comprising key
stakeholders such as natural health providers, moderators and representatives from PTE’s, OSH, St John, the
Red Cross, the Fire Service and NZRC. Unlike other Industry Training Organisation (ITO) Advisory Groups,
the key stakeholders for the Core Health domain of the Framework were not representative of specific industries
as such, but were stakeholders in the first-aid training field.
556
During discussions a National Certificate in First Aid was muted, but deferred.
557
As the review process was prolonged representatives from various organisations and stakeholder sectors
changed over the years. Generally PECANZ, St John, OSH, the Resuscitation Council, Red Cross, the
Ambulance ITO, Fire Service, Defence Force, Fire and Rescue Services ITO, Electro Technology ITO, Royal
NZ College of General Practitioners, the Wellington School of Medicine and NZQA were represented on the
review panel at various times.
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2. permanence of a unit standard, and the requirement to maintain currency through
biannual refresher training and re-certification558;
3. level of the Unit Standard 6402 was considered to be too low 559;
4. range of assessment criteria allowed providers to assess some ‘vital skills’ but not
others, resulting in inconsistent training provision[639].
The debate continued. Consequently the first-aid unit standards were not revised by the
December 2005 due date[639]. Meanwhile, NZQA published ‘Best Practice Principles for
the Assessment of Unit Standards’ in March 2005 to guide training providers’ assessment
design and decisions [640]. The moderation of first-aid training and assessment remains
NZQA’s responsibility560.

Conclusion and Recommendations
This chapter investigated the content and delivery of the first-aid training syllabus and its
application in NZ between 1885 and 2005. Although access to medical services radically
improved during this period, few changes were made to the core content, and the
duration of the training. No known recent NZ studies were conducted to determine the
relevance of first-aid training content in relation to its application in the workplace.
However, the paucity of scientific evidence regarding first-aid training content, and
standard of the training is not restricted to NZ, the dearth of evidence has also been
highlighted in both the US and in England [4-6, 11, 102]. Research-based standards for
CPR techniques and training in NZ exist, but there are no research-based standards for
other components of the syllabus.

In light of the 2004 and 2005 surveys reported in

Chapters Two to Five of this thesis, the first-aid syllabus does not meet the needs of the
present or future work environment.
In NZ, multiple agencies were involved in the approval and monitoring of first-aid
training providers. Currently NZQA is responsible for managing the accreditation of firstaid training providers and the moderation of first-aid training provision and competency
assessment.
and

NZQA facilitates agreement on the content of the first-aid unit standards

competency

assessment

community, not the workplace.

process

in

consultation

with

the

first-aid

training

NZQA are responsible for implementing robust quality

558

According to the NZQA project brief this led to duplicate reporting of credits by some providers and nonreporting of credits by others.
559
Some stakeholders wanted more than a generic set of first-aid skills to meet their workplace requirements, for
example plumbing and electricity workers.
560
Between 2001 and 2005 NZQA awarded 737,314 first-aid unit standards (See Appendix C). By 2007, the
revision of the unit standards was still incomplete. The number of qualifications impacted by the first-aid unit
standards at this time were 105 for Unit Standard 6400, 150 for Unit Standard 6401, and 33 for Unit Standard
6402.
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assurance of NZQA accredited first-aid training providers, who determine their first-aid
training syllabus. The Guidance Notes recommend additional first-aid training content for
the workplace but these elements are neither compulsory, nor assessed for first-aid unit
standard accreditation. Moreover, NZQA has no responsibility for determining whether or
not a given workplace is compliant with the Regulations or the OSH Guidance Notes on
first-aid training provision, this is the DoL’s responsibility.

The interactions and

interdependencies between the various organisations have led to confusion and a system
that does not work.
While treatment for a range of injuries and illnesses are taught, not all are assessed for
first-aid certification or for first-aid unit standards.

First-aid certification is renewable

every two-years although skills decay within a shorter timeframe [91, 92, 122, 556, 628,
629, 637, 638]. This means workplace first-aiders may not be adequately equipped to
provide emergency first-aid treatment if required.

Despite this anomaly, first-aid

certificate holders qualify, and obtain life-time awards for their skills.
In conclusion it is recommended:
1. A single independent organisation be responsible for first-aid;
2. Systematic workplace-based first-aid studies be conducted to determine the
nature of occupational injuries and illness and their treatment:
3. Experts from the professional emergency care develop national standards for all
elements

of

workplace

first-aid

techniques,

training,

and

assessment

for

certification and recertification (initial and refresher training):
4. The currency of first-aid certification is reduced:
5. Further consideration be given to the appropriateness of first-aid unit standards
given that they are life-time awards.
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Chapter Fifteen
General Discussion and Conclusions
This thesis investigated workplace policy and practice in NZ.

This concluding chapter

draws together the various strands of the research, and recaps on the contextual
framework and the approach. The key findings from each of the previous chapters are
summarised and discussed to form an integrated picture of workplace first-aid in NZ.
The practical implications for future workplace first-aid policy and practice are
considered, and recommendations for further research are suggested.

Summary of the Research
First-aid was defined as the “immediate help provided to a sick or injured person”, and
the “first help or treatment given to a casualty before the arrival of medical help”[1, 2].
The premise is that prompt and appropriate first-aid can minimise the consequences of
injury and illness. The critical factors that shape workplace first-aid provision should be
exposure to risk of injury and/or illness, and the availability of medical care[3]. Although
research on the provision of workplace first-aid has been conducted overseas[4-11], the
provision of first-aid in NZ’s workplace had been relatively unexplored[12, 13].

The Contextual Framework
The HSE Act 1992 consolidated occupational safety and health legislation in NZ and
applies to all workplaces. The Act’s focus is on workplace H&S management; specifically
workplace harm prevention, and all employers must have procedures in place for dealing
with emergencies[16].

This Act is performance-based, rather than prescriptive, and

therefore voluntary compliance is encouraged.

In addition, the HSE Regulations 1995

require workplaces to take all practicable steps to provide suitable facilities[17].
Although the HSE Act consolidated occupational safety and health legislation, the F&CP
(FA) Regulations 1985 remained in force[16, 18]. The F&CP (FA) Regulations apply to
factories and commercial premises.

These regulations are prescriptive; they mandate

the minimum requirements for first-aid provision, including the content of first-aid kits,
and the provision of first-aid facilities [18].

Acts and Regulations are legally binding

therefore workplaces must comply.
The DoL administers the regulatory framework, and provides best practice information
and guidance to assist businesses with workplace H&S[19]. Guidelines on the HSE Act
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1992, and Guidance Notes on the provision of first-aid equipment, facilities and training
to meet legislative requirements are provided [20, 21]. The Guidance Notes state that
employers are required to take “all practicable steps” to provide suitably qualified firstaid personnel[21].

Justification for the Research
Systematic research on workplace first-aid provision had not been undertaken in NZ for
decades. No research had been conducted on first-aid provision in NZ workplaces since
the F&CP (FA) Regulations, the HSE legislation, or the Guidelines and Guidance Notes
were introduced. The relevance of these requirements, and extent to which workplaces
complied with them was unknown.

Research on first-aid policy and practice, first-aid

training, equipment, and first-aid facilities in the workplace did not exist. Similarly, there
was no research on the first-aiders’ role, the nature and frequency of their training, their
use of workplace first-aid equipment and facilities, and their application of first-aid.
Furthermore, the relevance of the first-aid training syllabus in relation to the first-aid
treatment provided in NZ workplaces had not been explored. The purpose of this thesis
was to determine:
a)

What first-aid NZ workplaces provide in accordance with H&S legislation and
guidelines, and

b)

How the events and circumstances of the past have shaped workplace first-aid
policy and practice in NZ.

It was anticipated that the research findings would:
•

provide an understanding of the relevance of the regulatory framework in NZ in
relation to occupational first-aid and its practical application in the workplace;

•

be of interest to Industry Groups and policy makers in creating safer workplaces,
preserving life, and minimising the consequences of workplace injury and /or
illness through the provision of emergency care;

•

provide a greater understanding of the past from a broader, more rounded
perspective, as well as from a single organisational perspective in relation to the
provision of workplace first-aid;

•

offer greater insight into the complexity of the workplace, regulatory control and
the interrelationships between the various agencies, and the first-aid training
community;

•

highlight the limitations and contradictions of dominant social norms, that have
influenced the provision of first-aid;

•

inform future workplace first-aid policy and practice in NZ; and

•

contribute to the wider body of knowledge on workplace first-aid.
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The Approach
An iterative approach was adopted to achieve the study’s purpose, each step in the
process informing the next. Multiple research methods were used to answer the primary
research questions, and the literature was reviewed as an integral part of the process.
To ascertain what first-aid NZ workplaces provide in accordance with H&S legislation and
guidelines, two preliminary exploratory qualitative surveys were undertaken with a small
sample of workplaces; one with managers responsible for H&S, and the other with
workplace first-aiders. Data was collected from participants within the context of their
natural environment – the workplace.

The managers were interviewed about their

workplace assessment, first-aid policy and practice in accordance with the legislation and
guidelines (described in Chapter Two). The first-aiders were interviewed about their role,
their first-aid training, their use of first-aid equipment and facilities in the workplace, and
their application of first-aid both at work and outside the workplace (discussed in Chapter
Three).
The findings from the preliminary investigations informed the structure and content of
two national postal surveys.

Managers responsible for H&S, and first-aiders were

surveyed from a stratified random sample of 1700 workplaces, 100 from each of the
seventeen Industry Groups.

The managers were surveyed on their workplace first-aid

provision in relation to the potential exposure to risk of injury and/or illness, and access
to medical help. The first-aiders were surveyed on their selection, training, competency
assessment, and administration of first-aid. The national surveys provided more robust
information on the provision of workplace first-aid in NZ workplaces (see Chapters Four
and Five).
The results of these four workplace surveys answered the first primary research
question, highlighted how complex and ineffective the regulatory framework in NZ was,
and crystallised the second primary research question.
To determine how past events and circumstances have shaped workplace first-aid policy
and practice in NZ, historical investigations were undertaken from two distinct
perspectives.

The first traced the circumstances, events and activities that led to the

introduction, development, and expansion of workplace first-aid in NZ between 1884 and
2005.

The methodology used to research, validate, and reconstruct this historical

account was outlined in Chapter Six. The history of workplace first-aid provision in NZ,
chronicled in Chapters Seven to Twelve described all possible aspects of the situation and
provided a broad overview of the conditions. The narrative described the evolving social,
industrial, regulatory, and economic environment in relation to the provision of workplace
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first-aid. The comparable and divergent aims, objectives, and philosophies of the people
and organisations involved were discussed, and the research both in NZ and overseas in
relation to workplace first-aid policy and practice was reviewed.

Chapter Thirteen

concluded this investigation, identified the factors that appeared to have influenced
workplace first-aid policy and practice in NZ, and discussed the possible implications of
these factors on future policy.
The second strand of historical research was presented in Chapter Fourteen.

This

chapter investigated and traced the content and delivery of the first-aid training syllabus
taught to attain certification between 1885 and 2005. The curricula, its relevance within
the environmental context of the era, and the nature of occupational injuries commonly
sustained were critically examined.

The clinical debate regarding workplace first-aid

training and treatment was considered.

The dominant norms in relation to first-aid

training and certification, and the NZQA process were explored.
The limitations of these investigations were identified and discussed in the relevant
chapters and therefore are not reiterated here.

The Research Findings
In this section, the key findings from the previous chapters are summarised in relation to
the primary research questions.

The findings are then discussed more broadly.

What First-aid Do NZ Workplaces Provide in Accordance with the
Health and Safety Legislation and Guidelines?
The findings from the surveys show that emergency first-aid care was not available in all
workplaces.

Generally, workplaces were unaware of legislative requirements, and or

guidelines on first-aid provision.

There was no evidence to suggest the provision of

workplace first-aid was based on the potential exposure to risk of injury and/or illness, or
the availability of medical care. Moreover, the estimated distance to emergency medical
care was greater for workplaces within the HR Industry Groups.
Sixty percent of workplaces had completed an assessment of their first-aid requirements.
Conversely, 40% had not completed an assessment, in comparison with 30% of
workplaces in the UK[4].

First-aid provision was not based on systematic assessment

practices, data collated on workplace injuries and/or illness, or the co-ordination of H&S
activities.

Additionally, smaller workplaces were less likely to assess workplace

requirements, and recognise the risk of potential occupational injuries/illness.
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First-aid policies are not compulsory in NZ workplaces, although emergency procedures
must be in place[641].

However, the findings indicate a strong link between the

completion of H&S assessment’s, policy/procedures, and the training of first-aiders. The
presence of these variables are interrelated, therefore the presence of one may influence
the other.

The national survey showed 60% of workplaces had a first-aid policy, but

once again, smaller workplaces were less likely to complete this exercise. Furthermore,
occupational injury and/or illness was not monitored or consistently reported in all
workplaces.
Workplace First-aiders
Most workplaces do not have a systematic process for appointing first-aiders.

The

majority of first-aiders volunteered for the role; were employed full-time; and were
between thirty-six and fifty-five years of age. The findings suggest that age is a factor in
identifying as a first-aider. Those interested in first-aid also tended to be interested in
other safety-related roles within the workplace (for example the fire warden).

More

females than males between the age of fifteen and twenty-five undertook first-aid duties,
although the number of males increased as their age increased. Overall, 70% of firstaiders held current first-aid certification, and of these 30% had been first-aiders for more
than five years.
First-aid Training
The findings show that few workplaces had systems in place for managing currency of
first-aid training and certification. Most, but not all first-aiders had been trained and held
current first-aid certification.

Similarly, most had attended first-aid training in

accordance with the duration prescribed in the Guidance Notes.

However, certification

was also attained on first-aid courses that were between two and seven hours duration,
regardless of the training provider. This raises questions regarding the consistency and
the quality of the training.

The first-aid training was reported to be ‘broad in nature’,

and contained situations that did not occur in the workplace, indicating that some of the
content may be inappropriate and unnecessary. First-aiders had difficulty recalling what
they had learnt ‘as it was too long ago’, suggesting that refresher training should be held
more frequently.
Competency assessment was reported to be variable.

Some trainees took the role of

patient for the assessment, and others were assessed by fellow trainees rather than the
instructor.

Consequently, some did not demonstrate competence at all.

Regardless,

everyone who attended the training gained certification. Few first-aiders had completed
first-aid unit standards (18% in the national survey, and 14% in the preliminary survey).
Few managers perceived first-aid unit standards were relevant in addition to first-aid
certification (22% in the national survey, and 20% in the preliminary survey), and there
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was no indication that unit standard accreditation was monitored/recorded in the
workplace. While the cost of first-aid training was not an issue for the workplace, the
salary cost for employees to attend the training, and the cost of lost productivity was
problematic561.
Application of First-aid
Very little first-aid was reportedly applied in the workplace.

The first-aid that was

applied was mainly administered to employees and members of the public. The majority
of conditions that presented for first-aid treatment in the workplace were minor,
requiring on-the-spot treatment (66% were cuts and grazes).

On all other occasions

first-aiders sought medical assistance. When medical help was required the doctor would
be used in the first instance by 59% of managers, and 48% of first-aiders (access was
estimated to be between two and five minutes in the preliminary survey).

However,

55% of managers and 72% of first-aiders would telephone an ambulance, or take the
patient to hospital themselves in an emergency situation.

Forty-eight percent of first-

aiders said their training had been useful outside of the workplace, and 38% had applied
first-aid in these circumstances.
Reporting
The findings show that workplace accidents and first-aid treatment were inconsistently
reported.

Virtually nothing was reported with regard to illness in the workplace.

The

data that was recorded was not used to inform workplace first-aid decisions.
First-aid Equipment and Facilities
In the majority of workplaces managers determine the level of first-aid provision.
Commercial first-aid providers determine this provision in some workplaces.

First-aid

kits were readily available, but few items were used, and there was some confusion as to
what these kits should contain. Most, but not all of the workplaces with more than 100
employees provided a first-aid facility in accordance with the requirement in the
Regulations. However, few first-aiders used the first-aid facilities, as first-aid treatment
was provided at the incident site.
Benefits of Workplace First-aid Provision
Perceived benefits included:
•

A degree of confidence.

•

Fewer injuries go unreported as they could be treated on-site.

•

Compliance with the legislation.

561

The salary cost of the employee to attend first-aid training, plus the cost of backfilling the role to free up staff
to attend the training was a major issue in the prison environment.
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•

Raised hazard and safety awareness to avoid occupational injury/illness.

•

Lost work-time was avoided as employees could be treated at work.

However, 48% of first-aiders, and 43% managers said the investment had made no
noticeable impact on reducing the effects of workplace injuries and/or illness.

Practical Implications
It is evident that some NZ workplaces either do not understand their legal requirements,
find the law difficult to apply and/or perceive the law and the first-aid guidelines do not
apply to them. Emergency first-aid care was not available in all workplaces. Workplace
first-aid provision was not based on the potential exposure to risk of injury and/or illness,
data collated on workplace injury and/or illness, or the availability of medical care. Few
workplaces had systematic processes in place for appointing first-aiders and managing
currency in first-aid certification. First-aid training content and duration was reportedly
inconsistent, may not focus on the conditions workplace first-aiders may be presented
with, and competency assessment was variable. Recall of first-aid training content was
difficult for some participants, which may be problematic if they have to apply their skills
in an emergency situation. Few first-aiders had completed NZQA first-aid unit standards
and the managers questioned the relevance of these in addition to biennial first-aid
certification. Very little first-aid was reportedly applied in the workplace however some
workplace first-aiders had cause to apply their skills outside their work environment.
Dedicated workplace first-aid facilities, where provided, were rarely utilized and few
items in the first-aid kit were reportedly used.
Overall two major factors influence workplace first-aid provision in NZ. The first is the
size of the workplace; the bigger the workplace the more likely they were to make
provision for first-aid.

The second is the existence of workplace first-aid policies and

procedures; although smaller workplaces were less likely to complete this exercise.
Given these findings the relevance of the regulatory framework and Guidance Notes in
NZ in relation to occupational first-aid provision and its practical application in the
workplace is challenged.
There is:
1. a lack of understanding, and ownership of what first-aid is really required in NZ’s
workplace in terms of the provision – the content and frequency of first-aid
training, first-aid equipment and facilities;
2. a lack of research on the nature, severity and frequency of injuries and illness
presenting for first-aid treatment in NZ’s workplace;
3. limited education on the benefits of workplace first-aid provision and training
including raised safety awareness, and avoidance of occupational injury [10];

336

4. a lack of practical support to help workplaces identify and effectively manage their
workplace first-aid requirements; and
5. no follow through to ensure that emergency workplace first-aid is provided in
accordance with the Guidance Notes, and
6. virtually no enforcement of the legislation in relation to the provision of workplace
first-aid.
The translation between the statutes and regulations, and the Guidelines and Guidance
Notes is disconnected, and either not known, or not understood in the workplace. There
is confusion in the workplace as to where first-aid fits in terms of health, safety and
welfare, and emergency management.

The connection between the provision of

workplace first-aid and hazard awareness, risk management, the coordination with other
safety activities (such as the H&S committee, fire warden and/or disaster management
coordinator), accident prevention, management and reporting is neither understood, nor
applied in the workplace. The relevance and application of the F&CP Regulations 1985,
the HSE legislation, and the Guidance Notes in relation to workplace first-aid provision in
the twenty-first century has been overlooked.

This oversight may have unintended

consequences for individuals, and subsequently their families, as emergency first-aid is
not available in all workplaces. If unaddressed these limitations and contradictions have
practical implications for meaningful and effective workplace first-aid policy and practice
in the future.

How Have Past Events and Circumstances Shaped Workplace Firstaid Policy and Practice in NZ?
The first historical investigation traced the circumstances, events and activities that led
to the introduction, development, and expansion of workplace first-aid in NZ between
1884 and 2005. The principle findings highlighted five key factors that influenced firstaid policy and practice in NZ. These are:
1. The uncoordinated approach to workplace first-aid provision in NZ
2. Overseas influence
3. Historical events
4. Fluctuations in the economy
5. Cultural and social change in NZ
These factors, which are interrelated, are summarised and discussed.

Together these

factors have had a combined impact on workplace first-aid policy and practice.
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The Uncoordinated Approach to Workplace First-aid Provision in NZ
Multiple organisations, (various government departments, unions, industry groups,
members of the first-aid training community, individual workplaces and interested
parties) have been involved with first-aid in the community and in the workplace, each
with differing aims and objectives.

While all of these organisations made a significant

contribution, they all worked independently of one another.

Consequently an ad-hoc

approach was taken to workplace first-aid provision. None of these organisations had a
complete overview of what first-aid should have been provided in NZ’s workplace.
Responsibility for workplace first-aid policy in NZ in terms of what first-aid was required
and why, and the effective implementation, evaluation and modification of this provision
to meet the needs of NZ’s changing environment has never been owned by any single
organisation. No-one took the lead role to facilitate a shared view; workplace first-aid
has been and still is an orphan.

Consequently the potential synergy was not fully

harnessed and the learning from one area was not applied in another. Furthermore, very
little research has been conducted on what first-aid workplaces should provide, what
they actually provide, and the relevance of this provision in relation to the first-aid
treatment applied.
This situation was compounded by the frequency and extent of organisational change
that

occurred

between

1884

and

2006.

The

organisations

concerned

evolved

incrementally in response to overseas influence, historical events, economic and
environmental change and cultural, political and social development throughout the
period studied.

The government agencies were responsible for multiple functions, had

competing priorities, were heavily influenced by overseas initiatives, and underwent
numerous funding reviews and structural reconfigurations.

In contrast, the first-aid

community focused on the provision of first-aid training, services and supplies, which
were not uniformly provided – although reinforced in legislation, and were heavily reliant
on the initiative and commitment of their respective members.

In addition numerous

agencies made invaluable contributions at various points in time.

For example, the

unions negotiated the provision of first-aid supplies for the workplace with Employers and
this agreement was formalised in various employment Awards, and the NHFNZ facilitated
agreement on CPR training and techniques. However, the fragmented approach, the lack
of focus, coordination and collaboration regarding meaningful workplace first-aid activity
has had an entrenched effect on workplace first-aid policy and practice.
Overseas Influence
Historically NZ followed British legal and social development practices.

A piecemeal

approach was taken with regard to the development and administration of H&S
legislation in this country. This practice has had a profound impact on the provision of
workplace first-aid policy and practice in the past, and may potentially influence future
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policy decisions.

Little consideration was given to what first-aid regulations were

required or how these regulations could have been implemented, monitored, reported
and evaluated. Historically there has been little evidence to show compliance with the
regulatory framework with regard to first-aid, and no evidence to show how effective the
framework has been in practice. The translation between the statutes and regulations,
and the Guidelines and Guidance Notes is confusing for the workplace and hence difficult
to apply in practice.

Furthermore, there is no evidence to validate the relevance and

application of the F&CP Regulations 1985, the HSE legislation and the Guidance Notes in
NZ workplace.

Regardless, enforcement action with regard to first-aid provision has

been negligible in the distant past and has been virtually non existent since 1985.
Clearly St John and Red Cross were instrumental in establishing first-aid training regimes
and services in NZ, which were replicated on those practiced in Britain, although a
homogenous service was not provided.

Traditionally first-aid training content and

frequency, and the content of first-aid kits and supplies have been determined by the
first-aid training community in NZ, based on custom and practice.

Few standards on

teaching and techniques were agreed, although qualifications have been awarded.
Nevertheless this unquestioned training practice was reinforced in legislation for some,
but not all workplaces in NZ. This practice, strengthened by dominant social norms, is a
barrier to meaningful workplace first-aid policy for the future.
The industrial first-aid treatment Centres and Clinics in NZ were also modeled on those
instituted overseas. These facilities, introduced after the Second World War were very
effective in NZ.

However, the data collated on the nature and frequency of workplace

injuries/illness and the first-aid treatment provided was not used to inform first-aid
policy, first-aid training, or first-aid provision in other workplaces at the time.

NZ

agencies were informed by research conducted on workplace first-aid provision overseas,
but few studies were conducted in NZ. The few NZ studies occurred several decades ago
and were limited to factory first-aid provision.

Overall there remains a lack of

understanding as to what first-aid is really required in NZ workplaces and what first-aid is
provided.
Historical Events
Several historic events potentially influenced first-aid policy and practice in NZ.

For

example the impact of the two World Wars had a detrimental effect on workplace first-aid
provision. The male workforce enrolled for active service including members of St John
and the Red Cross.

The workforce was replaced with unskilled and inexperienced

workers, the workplace functioned under emergency conditions, and there were fewer
inspectors to carry out the inspections.

Consequently the number of injury accidents

increased, but workplace first-aid was not a priority.
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The Influenza Epidemic, the Napier Earthquake and other tragedies created greater
awareness of the importance of first-aid training. Following these events the number of
people first-aid trained reportedly increased, as it did after the two world wars, but there
is no evidence to suggest these events by themselves influenced workplace first-aid
policy or practice [22, 23, 29, 30]. On the other hand, the frequency of tramway and
railway accidents coupled with St John’s long-term relationship and service with these
organisations did help shape first-aid policy and practice in these workplaces [22, 24,
339].
Fluctuations in the Economy
NZ’s economy had a major impact on the extent of the provision of first-aid in the
workplace.

Whenever there was a recession, businesses were unpredictable, funding

was cut, unemployment was high, enforcement was reduced, working conditions
deteriorated, and workplace first-aid provision was not a priority. Conversely, when the
economy was good the workforce was fully employed and there was usually a shortage of
workers. It was during the good times that government agencies were introduced and/or
strengthened, funding was provided to support workplace first-aid policy initiatives such
the Industrial Health Centres and Clinics, and systems were established.

When NZ’s

economy was stable, legislation relating to workplace first-aid was introduced or revised,
factory inspections increased, first-aid was actively promoted in the workplace, data was
collated on workplace first-aid provision and progressive change occurred. Furthermore,
the first-aid training community thrived and expanded their businesses during these
periods.

These patterns tended to be repeated throughout the historical investigation.

Nevertheless, regardless of the economy the number of people who attended first-aid
training increased, but there are no records to show how many of these were trained for
the workplace.
Cultural and Social Change in NZ
NZ experienced significant cultural and social change between 1885 and 2006.
Colonisation, overseas influence, historical events and fluctuations in the economy all
impacted on NZ’s cultural and social development. Government agencies were formed,
the infrastructure was established, the regulatory framework expanded and welfare
services increased.

Gradually there was a shift from self-reliance and dependence on

voluntary groups for the population’s wellbeing, towards community, workplace, and
state responsibility.

Medical, nursing, ambulance, hospital services and accident

compensation became more accessible.

This influenced first-aid policy and practice.

Voluntary first-aid and ambulance work turned into paid work in the towns and the cities,
first-aid allowances were introduced for designated workplace first-aiders, and first-aid
training provision became competitive and commercial.

340

In response to historical events, overseas influence, social and economic changes the
composition of the workforce changed. The population became better educated and less
tolerant of poor working conditions, unsafe work practices, and workplace injuries.
Workplace H&S and first-aid treatment were promoted and workplace accidents were
more readily reported.

Increased access to professional medical services impacted on

attitudes towards first-aid treatment. For example individuals sought professional firstaid services from the industrial Centres and Clinics when they were established, but were
less inclined to seek first-aid services from their colleagues in the workplace [12, 75,
308, 486]562. The availability of these services may have influenced individual decisions
on whether treatment would be sought from a professional, from a colleague as it had in
the past, or as people became more informed they may have provided their own first-aid
treatment.

It is possible that increased access to professional medical care may have

consciously or unconsciously influenced workplace decisions on their level of first-aid
provision, regardless of workplace regulation.

Unfortunately there is no evidence that

these practices were explored by any of the government departments or the first-aid
training community.

Consequently it is virtually impossible to gauge the extent of the

impact of these facilities on first-aid provision in the workplace.

The Practical Implications for Effective Workplace First-aid Policy
and Practice
The key findings from the historical investigation highlighted five major factors that most
influenced first-aid policy and practice in NZ.

These factors include the uncoordinated

approach

overseas

to

workplace

first-aid

provision,

influence,

fluctuations in the economy and cultural and social change.

historical

events,

These interrelated factors

have had a combined impact on workplace first-aid policy and practice in the past and
underpin workplace first-aid policy and practice in the present. Therefore it is likely that
future policy in NZ will be influenced by the same factors. These findings are important
as they highlight the:
1. Need for leadership to achieve meaningful workplace first-aid policy and a
commitment to its application in NZ.
2. Dearth of research as to what first-aid is really required in the NZ’s workplace
(training, supplies and facilities) and why, and what first-aid treatment is actually
provided.
3. Lack of a shared understanding and cohesion between the various organisations
involved as to what first-aid is really required in the workplace and why, and a

562

Refer to Table 11.2 for data on attendance at Industrial Health Centres and Clinics.
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workable approach and practical support to ensure effective implementation in all
workplaces.
4. Limitations and contradictions repeatedly reinforced in legislation in the past,
translated into Guidance Notes in the present, and the lack of evidence to validate
these requirements for the workplace.
5. The irrelevance of the legislation and Guidance Notes when not actively enforced
and/or monitored.
6. Reliance on the first-aid training community to determine the nature, quality and
frequency of workplace first-aid training and supplies based on custom and
practice with few agreed standards on teaching and techniques.
7. Impact NZ’s economy has on the nature, funding and implementation of
workplace first-aid policy initiatives, workplace first-aid provision, and the
changing composition and practices of the first-aid community.
8. Limited reflective practice or research on the nature and speed of cultural, social
and environmental change and the real or potential impact of these gradual
changes on workplace first-aid policy and practice. For example;
a. increased access to medical, nursing, ambulance, hospital services and
accident compensation - professional first-aid treatment sought and
accidents more readily reported
b. enhanced awareness and reduced tolerance of unsafe working practices
and workplace accidents – increased interest in and promotion of
workplace H&S, first-aid allowances instituted for designated workplace
first-aiders, increased participation in community first-aid training courses
and therefore a likelihood, but no evidence that individuals may provide
their own first-aid treatment for minor injuries
c. the impact of increased availability of professional medical care on
workplace decisions regarding their investment in first-aid
9. Virtually no evaluation of the effectiveness and impact of the provision of
workplace first-aid, first-aid training and first-aid administration.
The limitations and the observations made with regard to the speed of cultural and social
change in NZ have broad implications for meaningful workplace first-aid policy.

These

limitations also have implications for the nature and quality of first-aid instruction, which
directly impacts on the administration of workplace first-aid – the timely, appropriate and
effective application of emergency first-aid treatment.

The First-aid Training Syllabus
The second historical investigation traced the content and delivery of the first-aid training
syllabus taught to attain first-aid certification between 1885 and 2005.

These findings

show that the first-aid training syllabus has been, and still is determined by the first-aid
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training community, although a uniform service has not been provided. It is evident that
few changes have been made to the core content or the duration of first-aid training
(both the initial and refresher) since it was introduced (see Table 14.1 and examples of
the syllabi provided in Chapter Fourteen).

However, medical practices have advanced

and access to professional medical, ambulance and hospital services radically improved
during this timeframe, but there is no indication that these changes have been taken into
consideration.

There is no evidence to suggest that any of the first-aid syllabi for the

workplace have ever been based on the nature and frequency of occupational injuries
and/or illness that occurred in NZ’s workplace, or the availability of professional medical
help. Research-based standards for CPR techniques and training in NZ exist, but there
are no agreed research-based standards and techniques for other components of the
first-aid syllabus.
This investigation focused on the first-aid syllabi provided by the principle first-aid
training providers in NZ throughout the period studied, namely St John and the Red
Cross. However, the first-aid training community experienced exponential growth in the
1990’s when the F&CP Regulations were amended, and the NZQA system introduced.
The results of the surveys reported in Chapters Two to Five of this thesis indicate that
the first-aid training content, the assessment process, the duration of the training, and
the cost of the training is at the discretion of each first-aid training provider, and does
not meet the needs of the work environment. First-aiders reported that the training was
broad in nature and not relevant to the workplace hazards and emergencies that arise.
First-aid training content focuses on everything from minor injuries to significant trauma,
although commentators have suggested that it should focus on basic life-saving first-aid
skills, and the conditions that workplace first-aiders are most likely to be presented with
[5, 90, 97, 98].
Multiple agencies have been involved in the approval and monitoring of first-aid training
providers in NZ, but the system did not effectively work. For example, the DoL approved
approximately 300 private first-aid training providers to provide workplace first-aid
training under the Regulations between 1991 and 2001, whereas NZQA accredited
approximately 467 providers to facilitate first-aid training and certification under they
NZQA system by 1999 [532, 542].

Clearly there are anomalies and overlaps in

responsibility. The DoL were responsible for administering the Regulations and the firstaid guidelines and managed their own first-aid training approval and monitoring process
until the Guidance Notes on first-aid were issued in accordance with HSE legislation
[532].

The DoL is still responsible for the administration and enforcement of the

legislation, but has no responsibility for the NZQA systems.

Conversely the NZQA is

responsible for managing the accreditation of first-aid training providers and the
moderation of first-aid training provision and competency assessment. The NZQA has no
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responsibility for ensuring workplace compliance with the legislation and the Guidance
Notes. The interactions and interdependencies between the various organisations have
led to confusion in the workplace and a system that does not work.
It is evident that the unit standards in first-aid are not based on workplace requirements
as this has not been determined. These unit standards were developed in consultation
with the first-aid community rather than in consultation with industry defined as ‘the
workplace’ and the medical profession.

For example unit standard 6400 “Manage first

aid in emergency situations” requires students to demonstrate competence managing
“two trauma and one medical emergency” in “scenarios involving multiple major injuries”
[642]563. The results of the surveys show that:
a) First-aiders are not experiencing these situations in the workplace;
b) The design of this unit standard shows there is no standard for the assessment –
first-aid providers choose which trauma and medical emergency to assess from a
range of situations and therefore presupposes that if a student can competently
assess and treat one injury/illness, they can competently treat all of the others;
c) Competency

assessment

as

experienced

by

workplace

first-aiders

was

inconsistent.
While treatment for a range of injuries and illnesses may be ‘taught’, not all are assessed
for certification, which suggests that some aspects of the syllabus may be unnecessary.
For example, unit standard 6401 requires trainees to be assessed on their management
of one medical condition from a range that includes burns, fractures, soft-tissue injuries,
heart attack, stroke, and seizures.

Individual first-aid training providers may choose

which medical condition trainees will be assessed against from a range564.

This unit

standard practice:
a) Encourages variable skill assessment;
b) Suggests that all conditions are of equal importance; and
c) Assumes that if a trainee can competently treat one medical condition, they can
effectively treat them all.
NZQA moderates accredited PTEs’ teaching methods and assessment practice, but they
are not responsible for determining standards for first-aid techniques for example CPR
techniques.

The NZQA has noted concerns regarding competency assessment, which

was reportedly inconsistently conducted by the providers[639].

These concerns are

consistent with the results of the surveys conducted with workplace first-aiders reported

563
564

See Chapter Fourteen for more details.
See Chapter Fourteen for details
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in Chapters Three and Five of this thesis; some first-aiders did not have the opportunity
to

demonstrate

competence,

while

others

were

Nevertheless everyone achieved first-aid certification.

assessed

by

fellow

trainees.

The inadequate assessment of

CPR skills in NZ has been noted, raising significant doubts that participants are leaving
first-aid courses with adequate skill levels to manage life-threatening conditions [96].
Consequently workplace first-aiders may not be competent to provide emergency firstaid treatment when required.
First-aid certification is awarded on completion of the training and is renewable every two
years, however international research shows that skills decay in a much shorter
timeframe[89, 91, 92, 122, 556, 628, 637, 638]. This means that workplace first-aiders
may not be adequately equipped to provide effective emergency first-aid treatment if
required.

Despite this anomaly, first-aid certificate holders qualify and may apply to

NZQA for the award of first-aid unit standards.

Unit standards are lifetime awards.

However, the majority of first-aiders and managers surveyed perceived that workplace
first-aiders should hold a current first-aid certificate, and questioned the relevance of lifetime awards (see Chapters Two to Five).
The NZQA was established to provide a national flexible qualifications system, provide
assurance on educational standards – teaching methods and assessment practice, and
recognise competency achieved [25, 537]. The NZQA maintains a centralised database
of unit standards and records of achievement for the general population, including those
who have achieved and registered unit-standards in first-aid.

The unit standards are

meant to be relevant, accurate and agreed before they can be accepted by NZQA and
periodically reviewed to ensure they still meet the needs of industry. The first-aid unit
standards were due for revision in 2005, but this did not occur due to “lively debate”
among the first-aid providers, nevertheless first-aid certificate holders qualify, and can
still obtain life time awards for their skills [639]. In effect the first-aid training syllabus
and the frequency of re-training and certification in NZ is based on custom and practice,
a dominant social norm reinforced over time through legislation and a formalised
qualification system. There is no evidence to suggest that the first-aid syllabus for the
workplace has ever been based on the nature and frequency of occupational injuries
and/or illness that occurred in NZ’s workplace, or the availability of professional medical
help.
The findings indicate that effective accreditation and moderation of first-aid teaching and
assessment practice can not be completed until the issues regarding the first-aid
syllabus, and the first-aid unit standards are resolved.

As no single independent

organisation is responsible for first-aid policy in NZ, there is no assurance that the
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relevance of first-aid syllabus, the quality of the teaching and first-aid techniques and the
assessment practice will be reviewed when the unit standards in first-aid are revised.

The Implications for Effective Workplace First-aid Policy and Practice
The key findings from the historical investigation on the first-aid syllabus are important
as they highlight the need for:
1. Leadership in first-aid – The interactions and interdependencies between the
various organisations have led to confusion and contradictory practices in the
workplace and a system that does not work.
2. Systematic workplace-based first-aid studies to determine the nature

of

occupational injuries and illness and their treatment:
3. Professional emergency care expertise to develop national standards for all
elements

of

workplace

first-aid

techniques,

training

and

assessment

for

certification and recertification (initial and refresher training):
4. Reduction in the currency of first-aid certification given that skills decay quickly
especially if they are not used:
5. Consideration regarding the appropriateness of first-aid unit standards given that
they are lifetime awards
These findings have implications for effective workplace first-aid policy and practice in
NZ.

Changes in the nature, quality and frequency of first-aid instruction and

competency assessment, potentially impact on the application of first-aid both in the
workplace and in the community.

Principle Findings
The results of the surveys and the historical investigations in this thesis form an
integrated picture of workplace first-aid in NZ, and produced five principle findings:
1. Overall there is an uncoordinated approach to workplace first-aid in NZ
Workplace first-aid is an orphan.

Although multiple interested parties are

involved, each with differing aims and objectives, no single organisation has taken
responsibility for first-aid. Consequently there has been and still is:
•

a lack of ownership, and therefore no cohesive understanding of what firstaid is required in the workplace in terms of the provision – the number of
first-aiders, the content and frequency of first-aid training, first-aid
equipment and facilities and importantly why this should be provided, and
how this should be managed;
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•

little coordination of activities between the interested parties, government
departments and the first-aid training community;

•

limited education on the benefits of workplace first-aid provision and a lack
of practical support to help workplaces identify and manage their
workplace first-aid requirements in relation to the nature of and exposure
to risk and the proximity to professional medical help;

•

limited understanding and reflective practice on the factors that have
influenced first-aid policy and practice in NZ such as international
influence, economic changes, historical events and the nature and speed of
cultural, social and organizational change.

Consequently, the learning

from one area was not applied in another, risks have not been identified
and managed, and opportunities have been overlooked;
•

no evaluation of the effectiveness of workplace first-aid policy and practice
and the impact of this on workplace first-aid provision, first-aid training
and first-aid administration.

2. The regulatory framework is complex and ineffective
Historically NZ followed British legal and social development practices.

A

piecemeal approach was adopted to the development and administration of H&S
legislation in this country.

This practice has had a profound impact on the

requirement and enforcement of workplace first-aid provision in the past, and
continues to do so in the present. The limitations and contradictions repeatedly
reinforced in legislation in the past have been translated into guidelines in the
present, but there has been, and still is no evidence to validate these
requirements. Historically there has been limited education and enforcement with
regard to the provision of first-aid in the workplace, and virtually no monitoring or
enforcement of these requirements in the present. The legislation and guidelines
are irrelevant when not actively enforced. The results of the surveys show that
workplaces are unaware of their requirements in accordance with the legislation
and guidelines. Nevertheless this oversight may have unintended consequences
for individuals, and subsequently their families, as the results of the surveys show
emergency first-aid is not available in all workplaces.
3. The first-aid training syllabus has evolved based on custom and practice,
is commercially generated and driven, and does not meet the needs of
the present or future work environment
The historical investigation shows that first-aid training regimes and services were
initially replicated on those practiced in Britain in the 1880’s. The first-aid training
services were similar in nature, but a homogenous service has never been
provided in NZ.
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•

The content of first-aid training syllabus (both the initial and refresher) has
been, and still is determined by the first-aid training community, which is
now commercially driven.

•

Medical practices have advanced and sophisticated ambulance and hospital
services are readily available, but few changes have been made to the core
content of first-aid training since it was introduced.

•

There is no evidence to suggest that the first-aid syllabus for the workplace
has ever been based on the nature and frequency of occupational injuries
and/or illness that occur in NZ’s workplace, or the availability of professional
medical help. First-aiders reported the training was generic, broad in nature
and “could be revised to meet specific workplace requirements”.

•

Research-based standards for CPR training and techniques exist, but there
are no agreed standards for first-aid teaching and techniques for the other
components of the syllabus.

•

While treatment for a range of injuries and illnesses are ‘taught’, not all are
assessed for certification which suggests that some aspects of the syllabus
may be unnecessary, and some certified first-aiders may not be competent
to administer first-aid if required to do so.

•

The duration of first-aid training, determined by the first-aid training
community is variable for both the initial and the refresher training.

This

suggests the content, the quality, and the assessment practice is also
variable.
•

The duration of first-aid training impacts on the cost of the training to the
workplace (training costs, and the cost of lost-work-time).

The research

shows that the cost of first-aid training is an inhibiting factor to the provision
of first-aid in the workplace.
•

First-aid certification is renewable every two years, although research shows
that first-aid skills decay in a much shorter timeframe.

Refresher first-aid

training and re-certification should occur on a more frequent basis.
4. The appropriateness of lifetime awards in the form of first-aid unit
standards is challenged
NZQA was established to develop a flexible qualifications system, and recognise
“competency already achieved”[25]. From 1993, all new courses, including firstaid courses, requiring national recognition had to conform to the new system.
Unit standards were meant to be developed in consultation with industry groups
and interested parties to ensure they were relevant, accurate, and agreed, before
they could be accepted by NZQA.

PTE’s have to be accredited with NZQA to
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provide these services and NZQA moderates their teaching methods and
assessment standards. The findings show that:
•

First-aid unit standards are developed in consultation and agreed with
members of the first-aid training industry, not with industry defined as ‘the
workplace’. These unit standards were not revised in 2005 due to ‘debate’
within the first-aid training industry, nevertheless, first-aid unit standards
continue to be awarded.

•

The content of the first-aid unit standards may not be relevant to the
workplace as the requirements for workplace first-aid have never been
determined.

•

The design of the unit standards for first-aid shows there is no standard for
the assessment.

First-aid providers choose which trauma, medical

emergency or medical conditions to assess. Therefore skill assessment is
variable.

Workplace first-aiders may hold first-aid certification and life-

time awards, but may not be competent to apply first-aid treatment in
some situations.
•

NZQA moderates competency assessment and has noted inconsistencies
amongst the providers.

•

NZQA moderates accredited providers teaching methods, but is not
responsible for development or moderating standards for first-aid teaching
techniques.

•

NZQA is not responsible for ensuring first-aid training and providers
comply with the F&CP Regulations and guidelines on workplace first-aid
provision.

•

Few of the first-aiders surveyed said they had completed, or were aware
that they had completed unit standards in first-aid.

The majority of

managers surveyed questioned the relevance of life-time awards for firstaid as they perceived currency in first-aid certification was more important.
The findings suggest that first-aid unit standards are not necessarily
required in the workplace.
•

Effective accreditation and moderation of first-aid teaching and assessment
practice can not be completed until the issues regarding the first-aid
syllabus, and the first-aid unit standards are resolved.

5. The dearth of research regarding workplace first-aid policy and practice
both in NZ and overseas
There is a lack of research on:
•

Effective first-aid policy and its application in the workplace.
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•

The nature, severity and frequency of injuries and illness presenting for
first-aid treatment in NZ’s workplace, and the first-aid treatment provided.

•

What first-aid is realistically required in NZ’s workplace (training content
and frequency, supplies and facilities) and why, in relation to the first-aid
treatment provided and access to professional medical care.

•

Standards for all elements of the first-aid syllabus – teaching first-aid
techniques, and assessment for certification and re-certification.

•

Frequency of certification to maintain skills.

•

The appropriateness of lifetime awards in first-aid.

•

Workplace understanding of and compliance with legislation and guidelines
on workplace first-aid provision.

•

Affordable workplace first-aid training and provision.

•

The benefits of workplace first-aid provision.

These findings highlight the complexity of the relationships rules and systems, and the
limitations and contradictions imposed by reoccurring social conditions, customs and
norms.

As discussed, these findings have implications for meaningful and effective

workplace first-aid policy and practice in NZ now and in the future.

Recommendations
There is a need for leadership to achieve meaningful workplace first-aid policy and a
commitment to its application in NZ.
responsible for first-aid.
issue.

It is recommended that a single organisation be

First-aid is a public health as well as an occupational health

While other individuals and organisations have an interest, the MoH has the

mandate. The DoL administer a range of workplace legislation, the commercial first-aid
training providers have a vested interest, the ACC manages accident compensation and
rehabilitation, the NZQA manages qualifications.

None of these organisations can

provide an independent, global, clinical, and practical perspective on first-aid provision.
Secondly the first-aid syllabus for both the initial and refresher training must be
evidence-based, not commercially or time driven.

Workplace first-aid training should

reflect the nature and frequency of injuries and illness that actually occur in the
workplace. It is anticipated that the syllabus would include life saving skills such as CPR,
bleeding control and the importance of timely access to professional medical assistance
in an emergency situation. The evidence-based syllabus must include the development
and management of the standards for teaching and first-aid techniques, competency
assessment, the duration, certification and frequency of the training.

The MoH is in a

best position to manage this research. The MoH should direct this independently from
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commercial first-aid training providers who derive considerable revenue from this
activity, and therefore have a conflict of interest. The content of the workplace first-aid
kits be revised to include only the items likely to be used in the workplace.
It is imperative that workplace first-aid provision be affordable.

This can be achieved

through the provision of evidence-based first-aid training and equipment.

Workplace

first-aid facilities are unnecessary, and seldom used.
Workplaces need to know what is legally required, and must be expected to provide it.
The HSE legislation is non-prescriptive, which is why Guidelines are provided to help
workplaces determine what their requirements are.

Few workplaces, especially SME’s

have the time, the skills, or potentially the inclination to work through a series of
documents to work out what first-aid they should provide.
The MoH in conjunction with DoL and ACC must make a concerted effort to educate the
workplace on the benefits of first-aid, and assist them to implement practical and
effective emergency management procedures, which include first-aid.
Finally, it is imperative that research is conducted on workplace first-aid policy, provision,
training, first-aid application in the workplace to inform effective workplace first-aid
policy and practice in the future.

Conclusion
This thesis investigated workplace first-aid policy and practice in NZ.

This concluding

chapter drew together the various strands of the research and recapped on the
contextual framework and the approach to the investigation. The key findings from each
the preceding chapters were summarised and explored to form an integrated picture of
workplace first-aid in NZ. The practical implications for future workplace first-aid policy
and practice were discussed.

Overall, the research produced five principle findings.

Firstly, NZ has an uncoordinated approach to workplace first-aid.

Secondly, the

regulatory framework is complex and ineffective. Thirdly, the first-aid training syllabus
does not meet the needs of the present or future work environment. Fourthly, first-aid
unit standards (lifetime awards) are not necessarily appropriate or required in the
workplace. Finally, there is a critical need for research on workplace first-aid policy and
provision in both NZ and overseas.

These findings have practical implications for

meaningful and effective workplace first-aid policy and practice in NZ now and in the
future, but this requires leadership.

Consequently, it was recommended that the MoH
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lead and oversee first-aid provision in NZ. The MoH already has the mandate, and is in
the best position to effectively manage this role.
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Appendix B
Managers Questions – Palmerston North Case Study
1. Interviewees personal details
2. Demographic data
3. Employee numbers
4. What is the nature of work and exposure to hazards?
5. Is there a written first-aid policy? Was the policy based on workplace
illness/injury data?
6. How have workplace first-aid needs been assessed? Who decides workplace firstaid requirements?
7. Have designated first-aiders been appointed? How are they selected? Are they
trained? Do they hold certificates and first-aid unit standards?
8. Is first-aid training tailored to the workplace? What is the training cost and is this
a concern to the organisation?
9. Have workplace first-aiders or others administered first-aid in the previous 3
years? If so how often has this occurred in the previous 12 months?
10. What first-aid equipment and facilities are provided? Who takes responsibility for
these?
11. Are first-aiders co-ordinated with the workplace health and safety committee,
nurse and/or registered medical practitioner?
12. What are the benefits of workplace first-aid provision? At work, for the general
public?
13. Has the provision of workplace first-aid reduced injury/illness at work?
14. What is the distance between your workplace and medical services?
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Appendix C
First-aiders Questions – Palmerston North Case Study
1. Interviewees personal details
2. Demographic data
3. How long have you been a first-aider
4. How appointed: Volunteer; Nominated; Condition of Employment?
5. As a first-aider is your role connected to any other health and safety activity (e.g.
disaster management, fire warden). Have you participated in a formal
assessment of your organisation’s first-aid needs in relation to the nature of work
and exposure to hazards?
6. Do you know of staff/clients that have specific conditions e.g. diabetes, heart
condition?
7. Have you administered first-aid? If so provide details on treatment provided?
8. Are all injuries/illnesses reported?
9. What first-aid training have you received?
10. Was the first-aid training tailored to meet the needs of your workplace?
11. What form of assessment did you undertake on completion of the training to see
what you had learned?
12. Have you completed first-aid unit standards?
13. What refresher first-aid training have you undertaken? How often does it occur?
14. What first-aid equipment and facilities are provided?
15. What is the content of the first-aid kit? What items have you used?
16. Do you use the first-aid facilities?
17. What are the benefits of first-aid provision? At work, for the general public? Has
the provision of workplace first-aid reduced injury/illness at work?

406

Appendix D
Industry Groups and examples of occupations within them
Industry Groups
Agriculture, Forestry and Fishing
Retail Assistants, Farm Hands, Seasonal Plant Packers, Growers, Administrators, Sales
Manufacturing
Process Workers, Administrators, Canteen Staff, Machine Setters/Operators, Technicians, Customer
Service/Sales, Fork-lift Drivers, Quality Control, Electricians, Fitters & Turners, Tradesmen, Trainees
Construction
Manual Labourers, Traffic Control, Engineers, Technical Designers, Administrators, Draughtsman, Sales, Site
Supervisors, Contractors, Field Supervisors, Machine Operators, Digger/truck Drivers, Yardman, Products and
Retail, Concrete Layers
Wholesale Trade
Store-person, Customer Service, Sales Representatives, Quantity Surveyor, Frames and Trusts Planner, Inward
Goods Clerks, Driver Deliverers, Administrators,
Retail Trade
Mechanics, Administrator, Panel-beaters, Retail Sales, Managers, Store Receivers, Store Filler
Accommodation Café and Restaurants
House-keeping, Porters, Reception, Kitchen Hands, Restaurant Staff, Conference Co-ordinator, Administrators,
Maintenance, Bar Staff, Cleaners, Gardner, Snooker Room Attendant, Librarian
Transport and Storage
Drivers, Administrators, Telephonists, Coachbuilders, Mechanics
Communication Service
Drivers, Telephonists, Security Officers
Finance & Insurance
Financial Representatives, Sales Consultants, Concierge, Tellers
Property & Business
Administrators, Valuers, Property Managers, Real Estate Consultants, Pest Control Operators
Government & Defence
Government Officials, Collection Officers, Administrators/Advisors, Security Officers
Education
Tutors, Drivers, Caretakers, Canteen Staff, Administrators, Special Needs Physiotherapists, Teacher Aids,
Cleaners, Gardeners, Technicians
Health and Community
Legal Advisors, Youth Educator, Customer Service, Optometrist, Cook, Cleaner, Child Care Teachers,
Cultural and Recreational
Librarians, Administrators, Assistants, Exhibition Team, Curators, Accounts, Educators, Projectionist, Customer
Service, Announcer, Journalists, Marketing
Personal and Others
Customer Service, Accountant, Hairdresser, Administrators, Graphic Designer, Signage, Stone Cutter, Casket
Preparation, Funeral Directors, Public Relations
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Appendix E
National Survey for Managers
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Appendix F
National Survey for First-aiders
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Appendix G
Invitation to Survey Participants
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Bureau of Industries formed, and the Factories Act enacted

New Zealand Railways published ‘Accidents and Their Treatment’ for their employees

1891

1892

First Ashford Litters provided by St John in Wellington located at the Brandon Street Fire Brigade Station

Horse-drawn ambulance located at the Ellerslie Racecourse

Wellington Harbour Board purchased a litter for watersiders

St John in Christchurch purchased a horse-drawn ambulance, originally located at the Chester Street Fire Station

Workers Compensation Act introduced the ‘no fault’ principle.

Minister for Lands, Carl Freyberg recommended accident prevention and workplace first-aid provision, including first-aid training for the bushfelling industry

St John in Wellington imported a horse-drawn ambulance, which was located at Lyons’ and Co’s premises in Abel Smith Street.

Department of Public Health established, and Public Health Act enacted. Chief Health Officer and 6 District Health Officers appointed

Department of Public Health renamed Department of Public Health, Hospitals and Charitable Institutions

Department of Public Health, Hospitals and Charitable Institutions appointed the first 4 medical officers to detect disease in school children

1893

1894

1895

1895

1900

1899

1900

1900

1909

1912

Factory registration, and accident reporting began

Bureau of Industries renamed Department of Labour, 5 labour inspectors recruited and 63 policemen appointed as general labour agents and inspectors

Horse-drawn ambulance located at the Great King Street public hospital in Dunedin

1890

1892

Dunedin Railway Volunteer Fire and Ambulance Brigade formed by Doctors at the Otago Medical School, but did not affiliate with St John until 1890

First workplace Ashford Litter was located at the Christchurch Tramway Office

First ‘Ambulance’ - Ashford Litters provided by St John in Christchurch

First-aid training and first-aid supplies introduced to the workplace.

A ‘nucleus’ of the Red Cross Society reported to exist in New Zealand

1887

1885

Employers liability Act introduced. Compensation could be claimed for employer negligence, but this had to be proved

1882

St John formed

Event/Activity

Year

Timeline of New Zealand Events, Activities and Regulation Relating to Occupational Injuries, and First-aid
Provision and First-aid Training

Appendix H
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Influenza Epidemic

Factories Act 1908 Regulations relating to Fire-Escapes and Sanitation introduced. Inspectors, at their discretion, could require factory occupiers to provide first-aid
appliances

Shearer’s Accommodation Act made provision for first-aid appliances

Department of Public Health, Hospitals and Charitable Institutions renamed Department of Health. The Health Act was introduced

First-aid provision included in 33 Awards, Recommendations, and Agreements

New Zealand Railways Board introduced a first-aid training system nationwide under the auspices of St John

Napier Earthquake

New Zealand Branch of the British Red Cross incorporated as the New Zealand Red Cross Society

Joint Council of the New Zealand Red Cross Society and the Order of St John formed

Factories Consolidating Regulations upgraded fire–related provisions. Also reinforced Inspectors could require factories first-aid appliances at their discretion

38/576 negotiated provision for first-aid in Awards and Agreements

Coal-mines Regulations required Mine-managers to attain a first-aid certificate. Every mine had to provide first-aid appliances and first-aid treatment. First-aid
facilities to be provided in surface mines

Emergency Regulations suspended all Acts, Awards and Agreements relating to hours of work. Productivity emphasised.

1918

1919

1919

1920

1922

1926

1931

1931

1933

1937

1938

1939

1939

Proposal for the fees for Red Cross and St John first-aid training be standardised was dismissed as the training provided was not identical

The state of industrial hygiene in factories assessed by Jack Davidson

Bush Workers Act introduced. Employers to provide first-aid appliances to the Inspectors satisfaction

National Employment Act introduced to support full employment

Factories Act introduced. Factory workplaces redefined therefore coverage expanded. First-aid facilities, appliances and requisites required to Inspectors satisfaction

Improved factory inspection. Improvement notices issued for first-aid provision recorded

Freyberg, Governor General of New Zealand ,became the Patron of the Red Cross

St John became a Priory.

Freyberg, Governor General of New Zealand ,became the Patron of the New Zealand Priory of St John

1942

1944

1945

1945

1946

1946

1946

1946

1947

Second World War

St John/Red Cross Joint War Committee formed

1915

1939-1945

New Zealand Branch of the British Red Cross established

First World War

1915

1914-1918
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Lyttleton Waterfront Industrial Health Clinic opened

IMO’s appointed by the Health department and located in the Labour department’s main centres

Department’s of Health and Labour collaborate to promote occupational health, safety and welfare. First-aid placard issued on first-aid treatment recommended the
minimum requirements for first-aid equipment for 5-50 workers

Tornado in Frankton

Health department analysed bush worker accidents. One recommendation was the provision of first-aid training. Labour department arranged the training and
provided the transport for it to occur

First Industrial Health Centre for factory workers located at the Dunlop factory in Christchurch

45% of the Awards and Agreements made provision for first-aid kits. 18 Awards/Agreement required a ‘competent’ first-aider to be in charge of this equipment.
Allowances paid to timberworkers for the person in charge if they held a first-aid certificate

Dunedin Foreshore, and Auckland Queens Wharf Clinics opened.

Industrial Safety Council formed to encourage employer/worker cooperation and promote improved workplace conditions and behaviour. Concept of safety
committees and safety officers promoted

Waterfront Industry Act required provision of first-aid rooms for waterside workers

At the Health departments insistence a paid St John first-aid instructor was recruited to teach first-aid in isolated areas

Tangiwai railway disaster

First purpose built industrial health centre opened in Penrose. First part-time Medical Officer appointed

Shops and Office Act required first-aid facilities, appliances and requisites to Inspectors satisfaction

Labour department began Good Housekeeping campaigns

First Safety Week exhibition held in Christchurch.

Workers Compensation Act. Medical provisions required appropriate facilities for first-aid treatment

Construction Act required provision of first-aid facilities

Construction Regulations. First-aid facilities, appliances and requisites to Chief Safety Engineer’s satisfaction

Waterfront Industry Commission employed a St John training officer to provide watersiders with first-aid training

1949

1949

1949

1949

1950

1951

1951

1952

1952

1953

1953

1953

1954

1955

1955

1956

1956

1959

1961

1963

1965

Health department issued Occupational Health Bulletin on Factory First Aid suggesting every factory have a least one first-aider. Minimum scales of first-aid
equipment recommended. Factories with more than 100 employees advised to provide a first-aid room.

Survey of Factory First Aid jointly conducted by the Health and Labour departments

Wellington Harbour Board established the first industrial health clinic at Glasgow Wharf to provide first-aid treatment

1948

1963-64

Tom Garland surveyed 220 factories and concluded few conformed to the Factories Act.

1948
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First Aid (Factories) Regulations mandated the minimum requirements for first-aid appliances and requisites in accordance with their size. Factories with more than 6
workers required to appoint a person in charge of these supplies. From 1968, factories with more than 100 workers had to provide a dedicated first-aid room. The
person in charge of this facility had to be either a trained workplace first-aider, or a registered nurse

Royal Commission of Inquiry investigated accident compensation provision

Coronary heart disease acknowledged as the leading cause of death in New Zealand

The National Heart Foundation of New Zealand was established and incorporated as a charitable trust

Improved medical services (including first-aid provision) reported to be responsible for fewer lost-time injuries at Gear Meat Company

Study investigated safety practices and conditions in New Zealand mines. Results indicated those trained in first-aid were less likely to be injured.

Labour department advertises first-aid films for use in workplaces

Waterfront Industry Commission records the numbers of waterside workers trained in first-aid

Two thirds of the Health Educations Officers awarded Diplomas in Health Education

The Heart Foundation promoted cardiopulmonary resuscitation (CPR) to the pubic

Labour department surveyed factories employing 50-100 workers to establish if staff would undergo first-aid training and provide first-aid

Labour department surveyed factories and found 63% of those surveyed had appointed first-aiders

Mining Act required fire appliances and training for first-aid teams

Accident Compensation Act replaced the Workers Compensation Act introducing universal cover for injury accidents

Synopsis of the Robens Report suggested the findings were relevant to New Zealand conditions.

Amendment to First Aid (Factories) Regulations. Factories with more than 50 workers(rather than 100 or more) to have a trained first-aider or registered nurse in
charge of first-aid facilities

ACC replaced the Workers Compensation Board

Agricultural Workers Act required provision of first-aid appliances and requisites to Inspectors satisfaction for farm workers

Dangerous Goods and Explosives Branch transferred from the Department of Internal Affairs to the Labour department

Coal Mines Act required formal training and resourcing of ambulances and first-aiders

Mine Management and Safety Regulations mandated further first-aid requirements. Specified the numbers of men that required first-aid certificates

St John Ambulance Railway Centre formed

F&CP Act 1981 amalgamated several Act and elements of the shops and offices legislation. Occupiers had to provide first-aid facilities, appliances and requisites to
Inspectors satisfaction

Heart Foundation facilitated the development of CPR teaching standards and agreement to them by all the teaching agencies

Labour department distributed a guide to the F&CP Act

1966

1967

1967

1967

1967

1968

1968

1968

1968

1970’s

1970

1971

1971

1972

1972

1973

1974

1977

1978

1979

1980

1981

1981

1981

1982

416
6

Quarries Act required the formation and training of rescue and first-aid teams

St John Ambulance Centre formed at the Waterfront

First OSH Inspector completes a Diploma in Safety Management, following the introduction of a new training and qualification scheme for inspectors

Otago Medical School students examined workplace first-aid kits. None were legally compliant. The Labour department confirmed 25% of factories failed to meet
legal requirements

Priority inspection system introduced.

The F&CP (First Aid) Regulations expanded workplace coverage to commercial premises. Additionally the Regulations mandated the minimum content of first-aid
kits, workplaces with 6 or more workers were required to appoint a trained first-aider or a nurse to be in charge.

Major reforms led to the closure of the St John Ambulance Railway Centre

St John suggested first-aid training could reduce workplace accidents by up to 30% in a LEG article.

Commercial first-aid training providers request formal recognition under the 1985 Regulations to provide workplace first-aid training and certification

Closure of the Waterfront Industry Commission and the Waterfront St John Ambulance Centre

OSH Service Unit established

Accident prevention functions from ACC, occupational health function from the Health department, and the mines and boilers, lift and cranes inspectors all transfer to
OSH

NZQA established under the Education Amendment Act to develop a flexible qualifications system

F&CP (first Aid) Regulations amended to allow other first-aid trainers in addition to St John and the Red Cross to provide first-aid training/certification under the
Regulations

System introduced in OSH to approve and monitor commercial first-aid training providers under the Regulations

All new courses, including first-aid courses requiring national recognition to conform to the NZQA system

HSE Act introduced. 100 prescriptive Acts repealed. The F&CP (First Aid) Regulations 1981 remained in force, although the FCP Act was revoked.

Unit 532 “Obtain a first aid certificate” registered on the NZQA framework

Unit 532 replaced with new first-aid units 6400, 6401, and 6402

Work-related accident compensation claims estimated to be at least $842 million

Forestry, construction and agriculture identified as the high-risk industries. Mining and manufacturing accidents problematic

467 accredited first-aid training providers facilitated first-aid training and certification under the NZQA system

OSH promulgated Guidance Notes to support workplace first-aid provision in accordance with HSE legislation. OSH handed over the approval and monitoring of firstaid training providers to NZQA

Injury Prevention Rehabilitation and Compensation Act was introduced. ACC took responsibility for managing cross-agency information

1982

1983

1983

1983

1985

1985

1986

1986

1987

1989

1989

1990

1990

1991

1991

1993

1993

1995

1996

1997

1998

1999

2000

2001
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Heart Foundation discontinued their CPR training service

Unpublished study questioned adult patients seeking treatment at Wellington Hospital. Of these 16% had symptoms that occurred at work, but few had consulted
their workplace first-aider

2001

2004

Appendix I
Number of First-aid Unit Standards awarded between 1996 and
2006
First-aid Unit Standards

Total N.

Year

6400
N.

6401
N.

6402
N.

1996

1218

443

1352

1997

6169

6737

10467

1998

12134

14710

21831

1999

17290

24649

30771

2000

24238

33715

40717

2001

24546

37483

41118

2002

27764

40226

43625

2003

29601

43179

46774

2004

43654

66227

71526

2005

59553

79058

82980

2006

47668

60858

63200

293835

407285

454361
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Appendix J
St John Lay Lecturer and Instructor/Examiners Courses and Certificates, 1974-1980
Lay Lecturers
Year

Instructor/Examiners

Course

Certificate

Course

Certificate

N.

N.

N.

N.

1974

3

25

1975

4

34

1976

12

97

1

10

1977

3

17

4

7

1978

7

59

4

33

1979

8

37

2

3

1980

5

42

1

11

42

311

12

64

Total N.

St John Lay Lecturers and Instructor/Examiners Courses and Certificates, 1981-1983
Lay Lecturers
Year

Instructor/Examiners

Course

Certificate

Course

Certificate

N.

N.

N.

N.

1981

5

50

2

19

1982

7

44

3

24

1983

3

23

9

75

Total N.

15

117

14

118

St John Instructor Courses and Certificates Awarded from 1984 to 1990
Instructor

Instructor (Advanced)

Courses

Certificates

Courses

Certificates

N.

N.

N.

N.

1984

20

134

1985

8

67

1

3

1986

14

152

1

5

Year

1987

121

1988

60

1989

70

3

1990

51

12

Total N.

42

655

2

2

25

419

