
 

How to have your say 
You are invited to submit feedback on the information set out in this document. In particular, it 

would be helpful to receive your responses to all or any of the specific questions included at the 

end of each section and gathered together at the end.  
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or post your submission to: 

HPCA Submissions 

Health Workforce New Zealand 

National Health Board, Ministry of Health 

PO Box 5013 

WELLINGTON 6145 

 

You can also download this document and other information including dates and venues for the 

regional public meetings from http://hpcaactreview.hiirc.org.nz. 

 

The closing date for submissions is Friday 26 October 2012. 
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 I do not give permission for my name to be listed in the published summary of 

submissions. 

 

 

 

Physiotherapy Board submission to the 2012 Review of the Health Practitioners 

Competence Assurance Act 2003 

 

Executive Summary  

The Physiotherapy Board (the Board) thanks the Ministry of Health for the opportunity to provide 
comment on the 2012 review of the Health Practitioners Competence Assurance Act 2003 
(HPCA Act). 

The purpose of the Board is to protect the health and safety of the public by using the 
mechanisms provided by the HPCA Act to ensure that physiotherapists are competent and fit to 
practise. The Physiotherapy Board is committed to reviewing its performance in carrying out the 
functions of the HPCA Act and in particular the mechanisms for ensuring that the public is 
protected. 

 

Profile of the New Zealand Physiotherapy Profession 

New Zealand physiotherapists are primary care providers. There were 4,202 practising 
physiotherapists in the 2011-2012 practising year. 76% of physiotherapists are female and there 
are more current practising physiotherapists in the age band of 26-35 years (39% of the 
workforce) than in any other age band. The majority of physiotherapists (57%) are employed in 
private practice (as their primary employer) while only 32% of physiotherapists are employed in 
the hospital and health services/DHB environments (based on a voluntary survey of all current 
practising physiotherapists with a response rate of 72%). Any changes that the Board makes or 
the Ministry considers need to recognise the different health environments within which health 
services are delivered. 

 

Key Achievements of the Board 

The legal mechanisms provided in the HPCA Act have allowed the Board to develop several key 
programmes and processes to ensure that the health and safety of the public is protected. Key 
achievements under the HPCA Act include: 

 Development of a general scope that is suitably broad. The current scope of practice  
has served the needs of the profession and the public well providing a mechanism for 
the careful management of boundaries, risk, training and monitoring, with conditions 
able to be placed on a practitioner’s scope of practice as required; 

 A robust registration system that ensures all physiotherapists meet the same base 
competencies whether they are New Zealand or overseas trained. In the 2011-2012 
practising year, 134 overseas educated applicants were registered and 224 New 
Zealand educated physiotherapists were registered; 
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 A registration process for overseas trained applicants that can be fast tracked to 
recognise equivalence in training, qualifications and experience from countries with 
similar regulatory health environments. As reported to Health Workforce New Zealand 
(HWNZ), in the first quarter of the current practising year, April 2012-June 2012, 42 
applications from overseas educated physiotherapists were approved for registration; 
34 were completed within 4 weeks, 6 were processed in 5-6 weeks, and 2 were 
processed in over 8 weeks. In the cases of applications processed in over 6 weeks, 
extended processing times are due to inadequately completed applications. No 
applications were declined in this period; 

 An internationally recognised Recertification Programme is in place. The programme is 
one mechanism for the Board to measure practitioner competence. Continuing 
Professional Development (CPD) is a key aspect of the annual recertification audit. 
Aside from ensuring that all practitioners maintain a base level of competence 
throughout their careers, one consequence of the Recertification Programme is that it 
gives the Board the opportunity to detect those practitioners who practise below 
minimum standards. Since the 2008 practising year 772 physiotherapists 
(approximately 20% of those physiotherapists who hold an APC) have participated in a 
recertification audit. Of those participants, 770 have successfully completed the audit 
(99% of audited physiotherapists). The 2 physiotherapists who did not initially achieve 
the audit requirements were supported on a case-by-case basis until the Board was 
assured of their competence; 

 Position statements on defined areas of interest have been a useful adjunct to scopes 
of practice and competencies. It has allowed practitioners to develop new skills to meet 
the specific needs of the populations they serve, while at the same time allowing the 
Board to provide formal competence parameters within which physiotherapy practice 
can safely evolve; 

 The system of dealing with complaints is well structured and responds to the individual 
cases as quickly as possible; 

 Competence issues that are brought to the Board’s attention are handled in a timely, 
well developed process that allows the Board to take a supportive and educative 
approach that at the same time assures the public that the physiotherapist is competent 
and fit to practise;  

 There is proactive collection of workforce data to better assist with workforce planning; 
and 

 The Board continually monitors trends in the profession, the overall health sector, and 
incoming complaints and competence issues to ensure that its standards are 
appropriately responsive to the needs of the public. This informs its principal documents 
Physiotherapy Competencies and Aotearoa New Zealand Physiotherapy Code of Ethics 
and Professional Conduct. These documents have been well promulgated within the 
profession to inform and enhance all physiotherapy practice. Further, these have been 
utilised by other Responsible Authorities (RAs) to enable speedy development and 
alignment of comparable principles. 

 

Further, the Board has incorporated the recommendations from the 2009 review of the HPCA Act 
into its strategic priorities and the recommendations inform applicable Board decisions and 
functions, including: 

Recommendation 2 The Board continues to provide information on the HPCA Act through 
its website and in its newsletter. 
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Recommendation 3 The Board has a robust policy for review and consultation and 
continues to communicate with the profession through newsletters and online. A review is 
currently underway to determine the appropriateness, to enhance the health and safety of 
the public, of a new scope of practice: Physiotherapy Specialist and how it might be 
implemented. 

Recommendation 4 The Board considers the health and safety of the public in all 
decisions, and changes scopes of practice as needed. 

Recommendation 5 The Board rigorously reviews its budget and practitioner fees annually. 
This has led to savings and a previous reduction in the APC fee. 

Recommendations 6 and 7 The Board has strengthened its relationship with its Australian 
counterpart. The Board entered into an agreement with the Physiotherapy Board of 
Australia to develop shared competency standards, with the objective of working towards 
other joint projects such as accreditation of undergraduate training programmes. This 
activity is likely to achieve enhanced capability as well as producing cooperative cost 
sharing. 

Recommendation 8 HRANZ facilitates collaboration and cooperation between the RAs by 
acting as a conduit for sharing documents such as policies and legal opinions and 
collecting other relevant information such as a shared pool of investigators to be used for 
Professional Conduct Committees (PCCs). 

Recommendation 13 HRANZ has collaborated with the Ministry of Health to develop an 
Annual Report template to be used by all RAs. 

Recommendation 14 The Board has worked with HWNZ in the past to produce a workforce 
survey to be distributed to all practitioners with their practising status renewal. The Board 
believes this is worthwhile information to have, and continues to be willing to collaborate 
to collect workforce data in the future. 

(Please refer to Appendix 1 for a complete list of suggested changes to the HPCA Act that was completed at the last 
review.)  

 

Physiotherapy Workforce Flexibility and Competence 

The Board recognises the flexibility provided to RAs under the HPCA Act. The Act provides a 
principled approach to regulation, as well as a prescriptive direction, to allow each RA to regulate 
their health practitioners. Since the implementation of the HPCA Act the Board has worked on 
developing core programmes and initiatives. It is now, as these processes mature, that the Board 
is in a position to more fully utilise the flexibility provided by the HPCA Act.  

One of the strengths of the HPCA Act is that it already has mechanisms in place to adapt to the 
changing needs of the public. For example, the Board has begun to register some 
physiotherapists with conditions in their scope of practice. This allows a physiotherapist to enter 
the workforce while ensuring that they only undertake those activities that they are safe and 
competent to do. 

Currently, the Board is developing a new specialist scope of practice aimed to utilise the depth 
and breadth of the current scope. This is expected to benefit the public as it maximises the 
general scope of practice and will enable members of the public and health providers to access a 
public register that identifies physiotherapy specialists in the clinical specialty area that they 
require. There is also work underway to investigate the future introduction of yet to be determined 
extended scopes of practice that will build on existing expertise and provide increased options for 
the consumer.  
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To increase cooperation and efficiencies the Board has a memorandum of understanding in place 
with the Physiotherapy Board of Australia to develop joint Australasian entry-level qualifying 
competencies for physiotherapists. As well as providing clarity for the profession in both 
countries, it could be utilised by other countries and thus establish consistent standards 
internationally. This will also establish a firm basis for future collaboration.  

Both of these initiatives will create a fuller, more flexible physiotherapy workforce for New 
Zealand. 

The Board agrees that there is scope to enhance regulation and this can still be done under the 
existing Act.  The ability to prescribe scopes is enabling as the health workforce moves into an 
era where the professional boundaries become increasingly blurred. High risk activities may need 
to be identified and training programmes accredited that could be accessed by a variety of 
professions, such as acupuncture and prescribing of medicines and specialised equipment, thus 
creating a more modular approach to regulation. 

Recertification requirements will continue to evolve as the profession changes and today’s risk 
management strategies become integrated into usual practice, just as peer review and 
performance development has become a usual part of a practitioner’s development. Professional 
development is a normal expectation in the work environment of a health professional, not 
necessarily a demand of regulation. 

 

Communication between the Board and Employers 

A key theme from the review document is the need for greater communication and cooperation 
between regulators and employers. The Board continues to develop open communication with 
employers, professional bodies, schools, and other organisations. For example, the Board enjoys 
an open dialogue with Physiotherapy Advisors, Leaders and Managers from the DHBs, to monitor 
trends in the profession. The Board proactively supports physiotherapy leaders in their 
management and leadership of physiotherapists as it relates to regulation, particularly regarding 
early and proactive responses to complaints and collaborative conversations regarding 
competence concerns. This approach also enhances the Board’s knowledge of a variety of 
different physiotherapy work environments.  

The Board is concerned about the implications in the document that there is unsatisfactory 
communication between employers and the RAs. The Board has not received this feedback 
directly. However, it would support the establishment of a more formalised conduit for feedback, 
perhaps in the form of a regular RA-Employer forum that is facilitated by HWNZ. 

The HPCA Act strengthens a national set of principles for each profession and, yes, in some 
areas it could be a national set of principles for all professions. For example, shared standards in 
communication, security of information, ethical behaviour, social media, treating family and 
friends, standards for advertising, and teamwork could all be developed. However, the Board has 
concern that it may be difficult to maintain uniform standards in differing practices for different 
workplaces. 

 

Other concerns from the discussion document 

The review document makes a generalisation that regulation is high cost. This is not the case for 
all RAs and the differences between RAs do provide an opportunity for benchmarking of cost 
effective processes and outcomes. 

There appears to be a strong focus on organisations taking on some of the regulatory roles and 
that this may be a cheaper option. However, replicating processes in every organisation does not 
fit with the Minister’s drive for increased efficiency through sharing, not duplicating. With the high 
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proportion of physiotherapists employed in private practices, this burden would be significant on a 
small business owner. There is also a risk of differing standards when some organisations cannot 
maintain a process, or if the small number of practitioners employed by an organisation increases 
costs for both those employees and the organisation itself. To minimise this risk, consistency is 
required through the consistent application of appropriate standards. 

The review document states that current regulation may be affecting a reduction in the available 
workforce and that regulation should allow for differing scopes of practice to recognise that not all 
health professionals need to have the same skills. The Board agrees that regulation should allow 
for flexibility so that variation is able to be recognised within a profession. It has taken time to 
embed established baseline standards under the HPCA Act. The Board is now able and willing to 
consider and respond to the need for greater flexibility within the profession and believes this can 
be achieved under the existing legislation 

Most concerns raised in relation to the safe practice of physiotherapy do not of themselves 
usually involve adverse patient outcomes. The Board recognises, however, that high risk should 
not be viewed narrowly in relation to specific tasks, but more widely within the context of patient 
health and safety. The consequences of minor omissions could be serious. For example, 
insufficient patient notes may be insignificant in one case but have disastrous effects in another, 
so it is something that gets addressed across the spectrum of best practice 

The Board believes the aim of safe practice should be to minimise any potential risks to the 
health and safety of the public through robust and timely risk management processes. Root 
cause analysis, understanding the combinations of events that lead to an outcome and not 
focusing on a single activity, is the basis for all Board decisions and policy development. 

The review document has provided cues for consideration by the RAs. The Board has shown that 
under the current HPCA Act it is capable of addressing these issues and adapting to changes in 
the health care environment. Further evidence has not been presented that supports changes to 
the legislation in order to achieve desired outcomes. In a health environment that is based on 
evidence this is a sad omission. 

Answers to specific questions in the review document are as follows: 

 

Questions  

Future focus 

1. We want to achieve the best outcomes for patients through integrated care, and so health 

professional regulation needs to keep pace with how integration improves care and service 

models. How can the HPCA Act improve this? 

Comment: 

The fact that the HPCA Act provides uniform legislation across all regulated 

health professions means that it can enable greater integrated care. As 

members of a regulated profession, all health practitioners have a common 

understanding of how scopes of practice are defined and how these affect the 

healthcare environment. 

A next step in increasing integrated care would be to increase practitioners’ 

understanding of what other professions do. There is currently scope within the 

current legislation to undertake this through education and greater 

collaboration between professional bodies and RAs. 

The HPCA Act could also seek to achieve best outcomes for patients through 
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improvements in integrated care by placing patients/consumers at the centre of 

integrated approaches to the delivery of health care services, particularly in 

relation to integrated record keeping and requirements in relation to 

communication between patients/consumers and all of their health 

professionals. This is particularly relevant to the interaction between 

community based specialists, allied health professions and GP services. 

 

2. How can the HPCA Act be used to promote a more flexible workforce to meet emerging 

challenges faced by the health system? 

Comment: 

There is already potential in the current Act to meet emerging challenges and 

enable a more flexible workforce. Through the Board’s role of accrediting 

undergraduate programmes a vehicle exists to reflect the increasing desire for 

a flexible workforce. 

As mentioned in the introduction, the Board’s policies, standards, and code are 

at a stage now where there is the ability to focus on new avenues for regulating 

the profession. For example there is room within the current Act to place 

conditions on scopes of practice and issue limited scopes of practice. Extended 

scopes are another way that may enable the future physiotherapy workforce to 

fulfil the needs of changing populations. These are changes that can be made 

at the regulatory level, without changes to legislation, which could allow 

regulation to be flexible to suit the needs of the healthcare environment. 

Using the HPCA Act to promote a more flexible workforce will also require 

individual health professionals to explore different ways of working as formally 

recognised scopes of practice potentially evolve into areas of practice 

traditionally not provided for under current RA scopes of practice. 

Change could be further enabled through accrediting small programmes for 

specific skills sought outside of general scopes of practice. Credentialing is a 

mechanism already available under the HPCA Act. 

 

3. How can the HPCA Act promote education and training that has a wider focus, such as 

effective ways of working in teams, improved communication skills and support for 

consumers’ self-management? 

 Yes 

 No 

 Not sure 

Comment: 

To promote teamwork, each RA needs to ensure that its practitioners have the 

general competencies of teamwork, good communication, and the ability to 

understand other peers’ roles. 

Under the HPCA Act, the Board accredits the undergraduate programmes that 

train New Zealand educated physiotherapists. Through the accreditation 
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framework, the Board can ensure that future New Zealand educated 

physiotherapists meet the competencies required to effectively work in teams 

or support consumers’ self-management. 

Regarding consumers’ self-management, the Board already has measures in 

place to ensure that physiotherapists are skilled at supporting self-

management. It is implicit in the Board’s competencies for all physiotherapists. 

Regarding teamwork in clinical situations, the physiotherapy undergraduate 

programmes are addressing ways to train future physiotherapists to work in an 

interdisciplinary and intra-professional practice. Current practising 

physiotherapists work in an environment with knowledge of demographics and 

workforce needs. Teamwork is about behaviours and capabilities and learning 

the principles of interdisciplinary collaboration. These principles are currently 

incorporated into the Board’s competencies. 

Further, all registered practitioners holding an APC are required to participate 

in the Board’s Recertification Programme. As part of an audit, a professional 

development report is required to demonstrate continuing professional 

development activities that ensure a practitioner continues to meet the 

standards set by the Board. 

The above mechanisms are already in place under the HPCA Act, and solid 

and sound policies have already been established. Further legislation may not 

be the best mechanism for promoting teamwork. There are many 

environmental factors that affect teamwork and collaboration that are beyond 

the scope of regulation. For example, in a theatre situation what 

communication protocols are in place? Regulating communication protocols in 

a specific environment may not provide the best care to the patient/client. 

Instead, it may be better suited to guidelines provided by the employer or 

agreed upon intra-professional courtesies. 

 

4. Is there scope for the HPCA Act to better address the standardisation of codes of conduct, 

ethics and common learning across health professions? 

 Yes 

 No 

 Not sure 

Comment: 

Under the current Act there is already scope for streamlining standards and 

codes. The group Health Regulatory Authorities of New Zealand (HRANZ) 

facilitated this in the years immediately after implementation of the HPCA Act. 

Currently all RAs are working towards a shared secretariat, which would 

eliminate a lot of duplication and facilitate the alignment of codes and 

standards. 

There is scope for ensuring that the codes encapsulate agreed principles with 

additional guidelines that incorporated profession specific issues. Those RAs 

that currently regulate more than one profession have standards and codes 

specific to each profession. There have not been streamlined standards and 
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codes developed even when professions are regulated under the same RA, 

nor is this necessarily a desirable outcome. 

 

5. Do we have the right balance between broad scopes of practice and sufficient providing 

information to inform people about what they can expect from a health practitioner? 

 Yes 

 No 

 Not sure 

Comment: 

The Board supports the current ability, under the HPCA Act, to have broad 

scopes of practice. The current scope of practice: Physiotherapist is sufficiently 

broad to enable practitioners to define their area of interest and be flexible to 

the needs of the public. 

It is a separate issue, not a scale to be balanced, to increase public awareness 

of the practice of physiotherapy. It is important that the general scope of 

practice be kept broad in order to be flexible. The issue of informing the public 

about the practice of physiotherapy is one that does not require legislation, but 

instead can be resolved through cooperation between the RA, the professional 

body, the Ministry of Health and the public. 

 

6. Could/should RAs have a mandated role in health professionals’ pastoral care? If so, how 

can they carry this out? 

 Yes 

 No 

 Not sure 

Comment: 

The need for pastoral care should inform the approach taken by RAs and in 

many cases it does already.  If it means providing registrants with support and 

being sensitive in the way the Board deals with them, then that is an 

acceptable level of contact. The Board already has policies that positively 

address concerns when they arise. The Board also has an educative role to 

encourage self-declaration of any fitness to practise issues. The Board does 

not want its policies to be seen as inhibitive. 

The Board does not consider that a change in legislation would be required to 

allow this to happen. An open approach to self-declarations is what is required 

from an RA. Further support should come from the professional body and other 

organisations. This could be an opportunity for further collaborative processes 

between employers and the Board, but primary responsibility should rest with 

the practitioner and support should come from the employer and professional 

body. 

The challenging time for supporting a health practitioner is when a practitioner 
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is under investigation for competence or complaints and the Board approach 

must, out of necessity, change from pastoral care to that of a regulator 

investigating breaches of the Act where the ultimate outcome may have 

serious consequences on the ability of a practitioner to remain in the 

profession. 

The Physiotherapy Board has been considering sharing resources with other 

RAs to establish a health committee to provide ‘health and fitness to practise’ 

support to health practitioners under the HPCA Act. Such a committee would 

ensure the preservation of the professional distance required for the RAs to 

fulfil their statutory obligations under the HPCA Act whilst also meeting the 

needs of practitioners and addressing public health and safety concerns. Such 

an approach is possible under the current legislation. 

 

Consumer focus 

7. Does the HPCA Act keep the public safe, involve consumers appropriately in decision-

making and assist in keeping the public informed? 

 Yes 

 No 

 Not sure 

Comment: 

The primary purpose of the HPCA Act is to protect the health and safety of the 

public. It is inherent in the act to have a strong consumer focus. The Board 

widely consults on all major documents and initiatives that impact the 

profession and the services they provide, but recognises that it could consult 

more widely amongst consumer advocacy groups 

There is anecdotal evidence that public understanding of the HPCA Act in 

general is not great, so there is room for improvement. The public obtain most 

information from the media when things have not gone well. Public perception 

may be more positively effected if the Ministry of Health had a greater role in 

educating the public on the legislation. The Board considers it is incumbent on 

RAs and the government to be more proactive in informing the public of what 

goes on, but it is not necessarily through a detailed understanding of the Act 

that this happens. 

A shortened act or an act that is formatted with key principles highlighted at the 

beginning may make it more accessible to the public. 

There is potentially an increased role for the Office of the Health and Disability 

Commissioner in keeping the public informed and for the RAs in making 

additional information available to help consumers in the selection of health 

practitioners whilst still ensuring appropriate protection to individual consumer 

and health practitioner privacy. 

Currently the Board recognises that it is very difficult for consumers to access 

qualitative information on individual practitioners. Only basic information 

relating to dates of registration and the holding of an annual practising 

certificate relating to a general scope of practice is available on the public 
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register of practitioners. For example, conditions (including supervision) placed 

on a practitioner’s right to practise are only indicated on the Physiotherapy 

Board website with a ‘yes’ or ‘no’ with a direction for the public to contact the 

Board for further information. Information relating to locality of a practice is not 

consistently provided by practitioners. No information on complaints including 

the outcome of disciplinary action is available unless this results in removal of a 

practitioner from the register.  

The Board is committed under the current legislative framework to enhancing 

its communication with health consumers.  

 

8. Is information from RAs readily available, particularly as it relates to practitioners and the 

transparency of complaints and complaint processes? If so, is this information made good 

use of by the public? 

 Yes 

 No 

 Not sure 

Comment: 

The Board is transparent about all of its policies and processes. All information 

is available online and further information is provided regularly in newsletters 

which may also be viewed by the public online. In the past the Board has also 

worked with HRANZ to develop a pamphlet for consumers to outline the 

complaints process. 

An increase in the volume of complaints demonstrates that the public has a 

level of awareness of the Board and the Board’s role. Greater collaboration 

between RAs, employers, professional bodies, the Health and Disability 

Commissioner, and the Ministry could be undertaken to develop a clear 

message to the public and across the professions. The Board is cautious about 

releasing information about an individual complaint to anyone other than the 

parties involved. However, information on outcomes where there is a finding 

made against a practitioner in the Health Practitioners Disciplinary Tribunal are 

generally publicly released, along with the name of the practitioner concerned. 

 

9. Do we have the right balance of laypeople to health professionals on RA boards? 

 Yes 

 No 

 Not sure 

Comment: 

There is a distinction between lay representation and consumer representation. 

Lay members of the Board bring in outside expertise to help the Board in its 

functions. Consumers provide the perspective of a healthcare user to ensure 

that regulations and policies do not have unintended effects. 
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Currently, the Board feels that there is a good balance between lay members 

and physiotherapists. Although it is not currently an issue for the Board 

membership, it is also good to be aware that it is important to get a balance 

across different sectors of the profession. 

When considering criteria of Board members, cultural input is valuable as well. 

Currently setting the criteria for Board members is the responsibility of the 

Minister of Health, and each board is asked what skills are needed when 

considering new members. 

 

10. Should New Zealand consider introducing consumer forums, where the public can 

communicate with RAs on matters that concern them, as in the UK? 

 Yes 

 No 

 Not sure 

Comment: 

The current Act does not prevent an increased consumer focus or development 

of consumer groups. At times there is an absence of the consumer perspective 

and the Board supports development of increased consumer consultation in 

some form. 

Consumer forums could be used earlier in the development phase of new 

initiatives rather than consultation when proposal is well developed; and also, 

in identifying what the key concerns related to health professionals are for 

consumers. Consumers could also potentially be contacted for feedback in the 

future as part of the audit processes associated with recertification of 

practitioners. 

 

Safety focus 

11. Do we currently make the best use of legislation to keep the public safe from harm when 

accessing health and disability services? 

 Yes 

 No 

 Not sure 

Comment: 

The health and safety of the public is fundamental to the HPCA Act and all 

decisions the Board makes. 

The Board has developed thorough policies and procedures supported by a 

well trained Secretariat that capture early warning signs and low competence.  

The ground work has been laid for further enhancements to ensure that the 

health and safety of the public is protected and the Board wants to take a 

proactive approach to competence assurance. 

The Board is aware that it probably does not hear of competence and 
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complaint issues that do not meet the threshold. Further, there are studies that 

indicate that only 1 in 25 people with grounds for a formal complaint actually 

make a formal complaint.  

Section 34, regarding employer notification, requires an employer to make a 

final decision before notifying the Board of an issue. This is a good minimum 

bar to ensure that issues are brought to the Board, but there may be room to 

take a more supportive approach in the early intervention of competence 

issues. There is also concern that complaints managed within an organisation 

do not reach the Board. 

 

12. Can we make better use of other legislation or employer-based risk management systems 

and reduce reliance on statutory regulation? 

 Yes 

 No 

 Not sure 

Comment: 

Only 32% of physiotherapists work in a DHB environment; another 22% are 

employed in private practice, and a further 36% are self-employed. There is a 

gap in the model proposed in the review document that doesn’t account for 

roughly half of practising physiotherapists. To many employers health care 

delivery is not their core business and regulation and competence are 

secondary to them. Many of these smaller businesses do not have the Human 

Resources support to regulate staff and, even in the DHBs, some of the 

smaller DHBs are reducing their support of continuing professional 

development activities.  

There is potential for employer based risk management to be linked more 

closely to the regulatory model, but there are two key issues.  The first is as 

stated above; there is a vast range of capabilities amongst employers and 

amongst those practitioners who aren’t employed within a larger organisation.   

The second is in respect to credentialing, models of credentialing used over the 

last ten years in DHBs have been inconsistent.  

In the health sector if employer based regulation is pursued, then small 

employers and self-employed practitioners may not have the same 

opportunities as larger organisations and, therefore, may have to bear greater 

costs to achieve the same standard. This seems like a duplication of processes 

and a burden to practitioners. In larger organisations, the benefits will be 

evident but the true costs may be hidden. 

 

13. What more needs to be done to address gaps or overlaps in legislation that could improve 

the overall quality and safety of services? 

Comment: 

This is a larger piece of work that will require consultation with key 



 

 2012 Review of the Health Practitioners Competence Assurance Act 2003 15 

organisations, professions, regulatory bodies, and the public. It should be 

recognised that this has a strong focus on DHBs; some policies and legislation 

may not suit all heath care professions or environments, e.g. national 

reportable events may not easily translate to primary care environments where 

the RAs are being asked to focus. 

 

14. Is the HPCA Act clear about the level of risk that needs to be regulated by statute? If not, 

what would help to improve the match between level of risk and level of regulation? 

 Yes 

 No 

 Not sure 

Comment: 

The HPCA Act is clear about the level of risk that needs to be regulated. 

HRANZ have further developed this and have agreed upon definitions for risk 

of harm and risk of serious harm to ensure that regulation is consistent across 

the professions. 

The concept of tiered regulation needs to be considered, relative to the level of 

risk posed. Some professions, regulated and unregulated, inherently have 

greater opportunity for risk than others. 

A step towards this would be to consider expanding the current list of restricted 

practices. However, it should be noted that it is not just activities that pose risk. 

Practice environment, such as a rural sole-practitioner, or type of patient/client, 

such as paediatrics, may also pose greater risk. 

 

15. Do you have any suggestions how those in sole practice can better manage risks related to 

their clinical practice? 

Comment: 

Those who are sole practitioners may pose a greater risk of harm. It should 

also be noted that not all sole practitioners work in isolation. Some may be in 

an employed environment, but are the only employed physiotherapists. 

Developing a high risk profile would assist in identifying early warning signs 

and ensuring that practitioners receive the support they need.  

There are already mechanisms in place that could be enhanced to mitigate 

these risks. Perhaps, further exploration of recertification requirements for sole 

practitioners, such as greater frequency of participation in audit, could be 

explored. Or, during a Recertification Audit, a reflective statement on the risks 

of being in sole practice could be requested. Also, there could potentially be 

restrictions on new registrants to not work in sole practice for a certain number 

of years. 
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16. In the case of groups of practitioners that might be considered high risk, would it be useful 

for a risk-profiling approach to be applied by RAs? 

 Yes 

 No 

 Not sure 

Comment: 

As stated above, the Board agrees that it would be beneficial to develop a high 

risk profile that considers high risk tasks as well as other factors such as 

practice environment. However, that will not help with the simple activities that 

contribute to an adverse event. For example, in the root cause analysis it is not 

always the complex activity that causes the adverse event. The Board 

questions whether or not the HPCA Act would need to change in order to 

accommodate this as it believes the current Act allows for this already. 

 

Cost effectiveness focus 

17. What role do RAs play in considering the cost impacts of their decisions and the cost 

benefits of regulation? 

Comment: 

Cost and value for money is considered in all Board decisions as is reflected in 

the Board’s modest fees. The Physiotherapy Board has the third highest 

number of practitioners while maintaining the third lowest APC fee. This is an 

indication that the Physiotherapy Board currently runs efficiently and effectively 

while continuing to manage risk. 

The Board considers fees on the basis that these will be paid for by the 

individual practitioner, and for many physiotherapists this is the case. Further, 

all RAs currently meet the requirements of Office of the Auditor General. There 

is no evidence to indicate fees are being collected or applied irresponsibly that 

would justify the proposed extensive changes to current RAs’ operations. 

Other costs of regulation that are borne by practitioners and their employers 

are the costs of CPD. Firstly, the Board would like to note that CPD is an 

inherent part of professional practice and should be undertaken whether or not 

a profession is regulated. There is an assumption in the document that CPD is 

costly and that cost is born by the employer. Not all professions have the same 

contracts. Many smaller employers do not provide CPD as part of employment 

and many DHBs are decreasing funding for continuing education. CPD does 

not have to be an expensive activity. For example, self directed learning is an 

integral aspect of CPD that may be more of a time commitment than a 

monetary one.    

Being conscientious around cost has limited the initiatives the Board has taken. 

The Board is committed to providing more cost effective support to the 

profession and employers where this can be achieved without detriment and 

with possible benefit to the health and safety of the public. An example of this 

is the move by the Board to more online processes. 
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There is room for further work in terms of what constitutes value for money and 

what could be done with economies of scale.  This is specific to each RA and 

profession. Perhaps an audit of each RA’s effectiveness would be beneficial. 

 

18. Should the HPCA Act define harm or serious harm? 

 Yes 

 No 

 Not sure 

Comment: 

Currently HRANZ works from a common definition of harm and serious harm 

(refer to Appendix 2). This is published in an online document available on all 

RA websites. It provides a uniform level of risk recognised across all 

professions. As amalgamation progresses, and depending on potential 

credentialing or changes to the regulatory environment and legislation, it may 

be beneficial to have this clearly stated in the HPCA Act so that uniformity is 

not lost. Defining level of harm is useful for obtaining a common language and 

benchmarking; however, the Board will continue to look at major complaints 

and trends in complaints and use these to plan education and guidance for 

practitioners that may prevent unpredicted harm. 

 

19. Is HPCA Act clear about the level of risk that needs to be regulated by statute? If not, what 

would help to improve the match between level of risk and level of regulation? 

 Yes 

 No 

 Not sure 

Comment: 

The level of risk is clear. However, for a proactive approach to risk 

management the Board looks for the less high risk activity that could be a root 

cause of serious harm, such as inadequate note taking or lack of full disclosure 

from the patient/client. 

There is concern about the review document’s emphasis on boundary sharing 

and inter-professionalism. The Board is fully supportive of inter-professionalism 

and improving the ability to undertake shared practice; however, there are a 

number of complexities and risks that surround being able to achieve that.  For 

example, shared scopes of practice have the potential to create a less 

transparent health care role that would be difficult for the consumer to 

understand. 

Activities that are unique to a workplace have the option to be credentialed to 

reduce risk or a local process could be accredited by the appropriate RA. If this 

is the case, then RAs need to be mindful of the costs of these activities to 

smaller practices. The RAs would also need to ensure that these activities 

actually achieve their goals in terms of the current levels of risk and the 
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numbers of reported events. 

 

20. Is the right set of regulatory options being applied to manage the risk of harm to the public 

that different health professions might pose? 

 Yes 

 No 

 Not sure 

Comment: 

Perhaps a larger menu of regulating functions under section 118 would provide 

great flexibility and oversight. However, the Board considers the HPCA Act to 

be quite flexible in allowing it to establish mechanisms for protecting the health 

and safety of the public. Further workforce data is needed to ensure that any 

gaps are being considered and that there is not overlapping and inefficient 

functions. A tiered system of regulation that includes ‘newly recognised’ health 

practitioner related qualifications created to fill perceived gaps now and those 

anticipated in the future could be a start. 

 

21. Could the way RAs administer their functions be improved? 

 Yes 

 No 

 Not sure 

Comment: 

The amalgamation of secretariat functions is underway and should be able to 

achieve some of the goals described in the review document. This needs to be 

a cautious approach so that it does not result in a cumbersome new 

organisation that increases costs and adds extra processes to any Board 

decision. 

 

22. Should RAs be required to consult more broadly with relevant stakeholders? 

 Yes 

 No 

 Not sure 

Comment: 

The Board, and most other RAs, consult widely on any major decision, 

document, or initiative, well beyond the required consultation on scopes of 

practice, prescribed qualifications, and fees. The Board always seeks to be 

transparent in its processes and seek input when needed. This does not need 

to be legislated functions as such, but additional community and employer 

forums may further improve feedback. 
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23. Should the number of regulatory boards be reduced, as in the UK? 

 Yes 

 No 

 Not sure 

Comment: 

As amalgamation progresses and the shared secretariat matures in its 

processes, natural combinations of RAs may become apparent. The Board 

recommends that this occurs organically over time and is not enforced through 

legislation.  

As new professions seek to become regulated through an RA, the issue of tiers 

of risk and regulation could be helpful.  Lower risk groups seeking regulation 

could perhaps be regulated under the HPCA Act but not to the same extent as 

some other groups. This could potentially allow for regulation of lower risk 

groups at less cost. 

 

24. What is the ideal size of RA boards? 

Comment: 

The current Board has seven members, reduced from eight the previous year. 

This has had minimal impact on Board functionality, but decreasing Board 

membership further would greatly reduce Board effectiveness and efficiency 

and diversity of views would be reduced. 

 

25. Are there other issues you would like to raise? 

Comment: 

The Board would like to emphasise that many objectives presented in the 

review document can be achieved without any change to the HPCA Act. Also, 

it should be noted that some of the desirable outcomes expressed in the review 

document are unlikely to be achieved through changes to the HPCA Act. 

These will be achievable in other ways, and as amalgamation progresses 

these benefits may become evident. 

The Board would also like to note that the timeframe and transparency of 

meeting dates throughout the consultation have been insufficient for a robust 

consultation process. 
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I am an individual and practising optometrist 
 
I would like to see a copy of the summary of submissions 
 
I only wish to comment with regard to Safety focus 
 
 
 
Safety focus 
 
Under “principles for developing or reviewing scopes of practice” and specifically “setting 
qualifications that are the minimum requirements for public safety” 
 
This principle is understandable: the public should be safe and the cost to the public, the 
practitioner and or the practitioner’s employer should be reasonable and commensurate 
 
However the principle is flawed - its effect is to stop the natural evolution of better 
evidence based clinical practice 
 
Specifically in the case of Optometry: 
 
• There are two scopes of practice - the Optometry scope and the Therapeutic 

pharmaceutical agent (TPA) optometry scope  
• Entry into the optometry scope is via a 4 year BOptom program from a New Zealand or 

Australian optometry teaching institution (this course is no longer available) - entry into 
into the TPA scope is via a 5 year degree from the same institutions (now the only length 
of course available) or by completing a significant bridging course 

• About 50% of APC holders are registered in the TPA scope  
• It was the Board’s intention to let the optometry scope “fade away” through natural 

attrition (i.e. retirement death etc) 
 
• The Optometrists and Dispensing Opticians Board QC legal advice is that they must 

continue to register new applicants (from overseas jurisdictions) who have passed the 
Optometry Council of Australia and New Zealand’s overseas practitioner competency in 
optometry exams - so sustaining the outdated Optometry scope 

 
• There is a good case (including literature evidence) to assert that practitioners in the 

optometry scope are not as able at diagnosing glaucoma as are those in the TPA scope. 
The implication here is that hospital eye departments will be seeing plenty of false 
positive glaucoma referrals (and worse there will be some false negatives) so providing 
for an inefficient and wasteful system 

• And yet there is perhaps not enough evidence to assert that all Optometry scope 
practitioners should undertake a recertification program  

• The result is unenviable  
• The profession cannot evolve in a normal way and some will continue to practice in an 

outdated and inefficient way (by prescribing leeches and bloodletting which of course 
was legitimate care in the 19th century!) 

 
 



 

 

Perhaps the principle of setting a minimum requirement for public safety needs to be 
qualified or dropped altogether.  
 
A principle that permits the legitimate, matter-of-course progression of standards in clinical 
care within the  profession should be adopted rather than the maintenance of outdated 
(but arguably safe) modes of clinical practice 
 
 
 
 
 
 
 
 
 
 
 
 



 

How to have your say 
You are invited to submit feedback on the information set out in this document. In 

particular, it would be helpful to receive your responses to all or any of the specific 

questions included at the end of each section and gathered together at the end.  

 

You can download and email the submission form to: 

 

info@healthworkforce.govt.nz  

 

or post your submission to: 

HPCA Submissions 

Health Workforce New Zealand 

National Health Board, Ministry of Health 

PO Box 5013 

WELLINGTON 6145 

 

You can also download this document and other information including dates and 

venues for the regional public meetings from http://hpcaactreview.hiirc.org.nz. 

 

The closing date for submissions is Friday 26 October 2012. 
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Submitter’s details 

You do not have to answer all the questions or provide personal information if you do 

not want to. 

 

This submission was 

completed by: (name) 

Donna-Marie Parker  

Address: (street/box number) PO Box 80039 

 (town/city) Auckland 0643 

Email: admin@naturalhealthcouncil.org.nz 

Organisation (if applicable): Natural Health Council (NZ) Inc 

Position (if applicable): Chairperson and Executive Representative 

 

Are you submitting this as: 

(Tick one box only in this section) 

 an individual (not on behalf of an organisation) 

X on behalf of a group or organisation(s) 

 other (please specify) ...................................................................................................  

 

Please indicate which sector(s) your submission represents 

(You may tick as many boxes as apply) 

 Consumer  Family/whānau 

X Academic/research  Māori 

 Pacific  District health board 

X Education/training  Local government 

 Provider  Funder 

X Non-government organisation  Prevention/promotion 

X Professional association  Other (please specify): 

 ...............................................................  

 

All submissions will be acknowledged by the Ministry of Health and a summary of 

submissions will be sent to all those who request a copy. The summary will include the 

names of all those who made a submission, unless individuals request that their names 

not be published.  

 

Do you wish to receive a copy of the summary of submissions? 

X Yes 

 No 
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Your submission may be requested under the Official Information Act 1982. If this 

happens, the Ministry of Health will release your submission to the person who 

requested it. However, if you are an individual as opposed to an organisation, the 

Ministry will remove your personal details from the submission if you check the 

following box: 

 I do not give permission for my personal details to be released under the 

Official Information Act 1982. 

 I do not give permission for my name to be listed in the published summary 

of submissions. 

 

Questions  

Future focus 

1. We want to achieve the best outcomes for patients through integrated care, and 

so health professional regulation needs to keep pace with how integration 

improves care and service models. How can the HPCA Act improve this? 

Comment: 
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Integration between Complementary and Alternative Medicine (CAM) and Conventional Care 

(CC) is already occurring in New Zealand. However, this occurs in an informal manner primarily 

(Vempati, Dunn, Cottingham, Sibbritt, & Adams, 2012). 

With the increasing use of CAM by the public (A Portrait of Health: Key Results of the 2006/07 

New Zealand Health Survey, 2008, pp. 299-300) it is important that suitably qualified CAM 

professionals are recognised under HPCA to create an environment where there is better and 

more open communication (CAM with CC; CAM with patients; CC with patients), which enables 

integration to better serve the needs of the patients. We would argue that this lack of 

communication (often because of lack of regulation of CAM) leads to a potential compromising of 

patient safety. 

The HPCA act needs to widen its safety focus to include the potential risks of lack of formal 

processes (referral mechanisms, sharing of patient information and forums for dialogue between 

CAM and CC), which could compromise patient safety. 

Recognition of suitably qualified CAM professionals could also play a large part in shifting the 

focus of integrative care away from treatment to prevention, as the focus of CAM, whilst 

concerned with treatment, has a greater inclusiveness of health promotion and prevention of 

illness (particularly chronic illness). 

Consolidation of the RAs will assist complementary medicine practitioners in both administration 

and costs, which will help. We are certain that other smaller groups of practitioners are also in 

the same position, and we support this proposed consolidation. Hence our preference would be 

for: 

A single national administrative secretariat & fewer RAs  (suggest 4 or at max 5) based on risk of 

unregistered/unqualified profession and/or treatment & commonality of practice: 

1. (e.g. medical related [nursing, doctors, specialists, midwives, pharmacists]);  

2. Medical related allied health professions (e.g. optometry, optical dispensing, medical 

laboratory science, radiation therapists, anaesthetist technicians, dialysis technicians, 

paramedics, podiatrists) 

3. Dentistry [dentists, dental hygiene, clinical dental technology, dental technology, dental 

therapy] 

4. Other allied health professions [occupational therapy, dietitians, nutritionists, counsellors, 

psychologists, psychotherapists, hypnotherapists, physiotherapy, chiropractics, osteopaths, 

massage therapists, yoga therapists, naturopaths, medical herbalists, homeopaths, traditional 

Chinese Medicine, acupuncture, Rongoa Maori healers, Ayurveda practitioners, Kinesiologists]. 

Have only 2 community members (lay people) on each board [at least one Maori]. 

The RA should manage the following: 

 Registration process (includes English standard skills; criminal history registration 

standard, currency of practice registration standard, continuing professional 

development standard, automatic expiratory of registration, new common renewal date) 

 National data collection 

 Mandatory reporting 

 Publishes national registrar 

 Professional conduct/misconduct 

 Works with HDC to investigate community concerns, disciplinary hearings 

 Registration standards, competencies, scopes of practice 

 Registration renewal, standards, competencies, scopes of practice 

 Accreditation and monitoring of education providers 

 Sets & monitors criteria for Continuing professional development 

Provides advice to MoH about administration of national registration etc. 



 

 2012 Review of the Health Practitioners Competence Assurance Act 2003 5 

2. How can the HPCA Act be used to promote a more flexible workforce to meet 

emerging challenges faced by the health system? 

Comment: 

Recognition of CAM professionals could tap into a health workforce whose 

potential is underutilised in the spectrum of healthcare. As stated, integration 

(of CAM and CC) is unlikely to be fostered without such recognition. We 

contend that this recognition needs to be under the auspices of HPCA with 

suitably qualified CAM professionals.  

A study published in 2012 stated “CAM users present with risk factors which 

are priority public health issues…… CAM encounters may provide 

opportunities to coordinate health promotion and prevention messages with 

patients' primary care providers” (Hawk, Ndetan, & Evans Jr, 2012). This 

indicates a real role for CAM in addressing those sections of the NZ Health 

Strategy (King, 2000), a view endorsed by CAM professionals surveyed in the 

‘Mapping the Natural Health Landscape’ study (Vempati, et al., 2012). 

Complementary medicine practitioners can actively educate/treat the public in 

terms of identified NZ health strategies & should be used more widely in health 

promotion/maintenance & disease prevention. Recognition would then allow for 

greater flexibility, particularly in allowing CAM professionals to play a significant 

role in healthcare teams (clinical and community based), particularly as they 

are able to dedicate a considerably greater amount of time to patient’s 

healthcare needs than CC (Heiligers, de Groot, Koster, & van Dulmen, 2010; 

Vempati, et al., 2012). We argue that this would create a greater ability to 

respond appropriately, given the greater understanding created by spending 

more time with patients. We also argue that funding given to health promotion 

and disease prevention through utilisation of CAM professionals would be a 

better use of resources than the current allocation weighting to Primary and 

Secondary services  

The HPCA should be utilised to remove barriers associated with health 

professions and increase integration by grouping professions in terms of 

commonality of practice e.g. dietitians, nutritionists, naturopaths, psychologists, 

psychotherapists, counsellors, hypnotherapists. Limitations could be set 

around level of scope of practice e.g. dietitians provide specialised diets within 

the hospital setting, nutritionists and naturopaths provide nutrition in a clinical 

or community setting, including community education. 

The HPCA could provide a structure that enables the utilisation of allied health 

professions in integrative medicine practices, which would create a system for 

best management of patient that encourages self-responsibility in health & 

reduces budgetary pressure on health care while ensuring that best practice 

medical treatment is available when required. 

 

3.  
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How can the HPCA Act promote education and training that has a wider focus, such as 

effective ways of working in teams, improved communication skills and support 

for consumers’ self-management? 

X Yes 

 No 

 Not sure 

Comment: 

The question cannot be answered through a yes/no response.  

If CAM education has a greater opportunity to utilise projects/clinics within the 

current health care provision for training purposes/internships, etc. CAM 

practitioners potentially have a significant role to play in health care teams and 

integrative provision, particularly in supporting consumer’s self-management of 

chronic conditions. For this to occur, recognition, through registration under 

HPCA is essential. Therefore HPCA needs to ensure that its criteria and 

processes can facilitate such recognition for CAM. 

It could also: 

 Require core health education papers relevant to all health professions  

 Deliver a core educational programme that educates all health 

professionals about the competencies, scopes of practice of other 

health professions under the Act 

 Encourage a structure that enables Continuing Professional 

Development to include cross-professional education 

 Encourage a structure that supports collaborative research projects 

between professions 

 Encourage a structure that enables a hospital, integrative clinic, 

community based programmes component in all health professionals 

training so that all health professionals communicate and understand 

where different professional expertise lies 

Require NZ education system to extend number of years of student access to 

funding to provide sufficient education to achieve these outcomes 

 

4. Is there scope for the HPCA Act to better address the standardisation of codes of 

conduct, ethics and common learning across health professions? 

X Yes 

 No 

 Not sure 

Comment: 
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Possibly through a framework that contains common core of ethical standards and 

processes, with each profession having additional criteria and processes that meet the 

particular needs of that profession.  

This can be achieved by: 

 Requiring common education courses across all training institutions of health 

professionals.  

 Have common CPD requirements around codes of conduct & ethics. 

 RAs should have common statutory regulation, standards & monitoring of codes of 

conduct & ethics and where breaches occur should be communicated and used as 

a form of education to improve operation of all RAs. 

 All CPD could require online CPD examples of breach of codes of conduct & ethics 

as an ongoing education requirement (as opposed to RAs keeping such breaches 

under wraps & negating the learning opportunity for all health professions). 

 

 

5. Do we have the right balance between broad scopes of practice and sufficient 

providing information to inform people about what they can expect from a health 

practitioner? 

 Yes 

 No 

X Not sure 

Comment: 

Somewhat difficult to answer without examples of Scopes of Practice but, in 

general, we would submit that Scopes of Practice require some flexibility but, 

where that flexibility impinges on the core scope of practice of another 

profession (massage, physiotherapy, chiropractic and osteopathy are 

modalities where this is possible), there needs to be a forum whereby 

guidelines will need to be developed. 

 

6. Could/should RAs have a mandated role in health professionals’ pastoral care? If 

so, how can they carry this out? 

X Yes 

 No 

 Not sure 

Comment: 
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Through a CPD process such as: 

1.  Utilising supervision as a tool for learning about oneself as a health 

professional & improving the therapeutic relationship 

2. Requiring supervision associated with overseeing the required skill set is 

met when there has been some breach in professional health care. 

Currently DHBs provide supervision for health workers. This requires extension 

outside the hospital environment to ensure the health & safety of the health 

professional & to prevent burn-out & errors being made. All community based 

workers should be known to the local DHB and fit into their current system. 

This should be put in place for all health professions (up-skilling & supervision) 

where there has been a breach in ethics, quality practice to ensure a minimum 

standard to be met before being able to resume practice (temporary loss of 

registration until requirements are met). 

 

Consumer focus 

7. Does the HPCA Act keep the public safe, involve consumers appropriately in 

decision-making and assist in keeping the public informed? 

 Yes 

X No 

 Not sure 

Comment: 

Many health professions are not currently included under the HPCA Act e.g. 

paramedics, complementary medicine (main modalities: naturopathy, herbal 

medicine, homeopathy, massage therapy, traditional Chinese medicine, 

acupuncture, Rongoa Maori, Ayurvedic medicine, Kinesiology, Hypnotherapy). 

Other CAM practices should require national self regulation and should not be 

able to prescribe an oral or invasive treatment without regulation under HPCA 

Act. 

 

8. Is information from RAs readily available, particularly as it relates to 

practitioners and the transparency of complaints and complaint processes? If so, 

is this information made good use of by the public? 

 Yes 

 No 

X Not sure 

Comment: 
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Many complaints made against complementary therapists are made in the 

public arena (newspapers, television) and occasionally reach the associations. 

(It must be said that these are small compared to national statistics of 

complaints made to Health and Disability Commissioner).  These complaints 

are usually made against non-registered practitioners. 

A more transparent process between RAs, other health professions & the 

public would be advantageous and would result in improved learning for all 

health professions and the public. We suggest that there is documentation on a 

combined RA health related website. This could be used by education 

institutes for training in ethics and code of practice. Could also be drawn on for 

coverage of such under CPD. 

 

9. Do we have the right balance of laypeople to health professionals on RA boards? 

 Yes 

 No 

X Not sure 

Comment: 

There should be one member from each RA on each of the other RAs so that 

there is cross communication. This will ensure consistency and knowledge 

sharing across RAs as opposed to maintaining a protectionist or elitist stance 

of the particular profession. 

There should also be three consumers/lay people on an RA board: a lay 

person, at least one Maori rep. & a disability rep. on each board for consumer 

representation especially of marginalised groups [Maori, disabilities]. Could be 

same 3 people across all 4 RAs (again for consistency & transparency). Other 

minority cultures, such Pasifika and Asian would also need some form of 

representation. 

 

10. Should New Zealand consider introducing consumer forums, where the public 

can communicate with RAs on matters that concern them, as in the UK? 

X Yes 

 No 

 Not sure 

Comment: 

Would provide constant accountability and quality improvement. Stakeholder 

forums are utilised in other spheres, such as education, councils, etc. 
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Safety focus 

11. Do we currently make the best use of legislation to keep the public safe from 

harm when accessing health and disability services? 

X Yes 

 No 

 Not sure 

Comment: 

      

 

12. Can we make better use of other legislation or employer-based risk management 

systems and reduce reliance on statutory regulation? 

 Yes 

 No 

X Not sure 

Comment: 

      

 

13. What more needs to be done to address gaps or overlaps in legislation that could 

improve the overall quality and safety of services? 

Comment: 

Inclusion of other health professionals currently excluded under the HPCA Act 

e.g. paramedics, main complementary medicine modalities: herbal medicine 

practitioners, naturopaths, homeopaths, massage therapists, traditional 

Chinese medicine practitioners, yoga therapists, Ayurveda practitioners, 

Rongoa Maori practitioners, hypnotherapists, Kinesiologists. 

 

Reducing RAs to 4 (as per question 1) based on commonalities of practice. 
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14. Is the HPCA Act clear about the level of risk that needs to be regulated by statute? 

If not, what would help to improve the match between level of risk and level of 

regulation? 

 Yes 

X No 

 Not sure 

Comment: 

The word “risk” is not defined in the Act at all. This indicates that there is 

considerable uncertainty as to what constitutes “risk”. CAM professionals would 

argue that there is a risk if unqualified practitioners practiced certain modalities. 

The list of modalities could be wider than is previously thought. A short list 

could include: herbal medicine; massage and body therapies; naturopathy; 

yoga therapy; hypnotherapy, Kinesiology and Ayurvedic medicine. The risk is 

not only in having unqualified people practising, but also in the ability to 

communicate with other professions (referrals, sharing of records, etc.). 

 

15. Do you have any suggestions how those in sole practice can better manage risks 

related to their clinical practice? 

Comment: 

Peer review systems need to be instituted for all professions. These systems 

would allow the community of professionals to better manage risks and, in 

most cases, prevent serious harm occurring. 

 

16. In the case of groups of practitioners that might be considered high risk, would it 

be useful for a risk-profiling approach to be applied by RAs? 

X Yes 

 No 

 Not sure 

Comment: 

However, risk profiling is a contentious issue. Such profiling could only be 

created from within a profession. Risk is also commonly a result of work and 

life conditions and is not a constant, but a very labile situation. We need to be 

careful, but also to be able to assure the public of practitioner’s safety. This will 

need careful consideration 
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Cost effectiveness focus 

17. What role do RAs play in considering the cost impacts of their decisions and the 

cost benefits of regulation? 

Comment: 

Cost-benefit/risk is also a contentious issue. It can become a  pragmatic 

requirement due to financial constraints. RAs have a responsibility to consider 

cost impacts & cost benefits of regulation. It is important that there is a good 

basic structure (from the top down) that is not overly burdensome or 

imbalanced and that provides the consumer with safety and good quality health 

care. 

 

18. Should the HPCA Act define harm or serious harm? 

X Yes 

 No 

 Not sure 

Comment: 

If the HPCA Act is the major vehicle to protect the public from harm, it needs to 

clearly define harm and build that into policy. If “harm” is undefined the Act has 

the potential to create inconsistencies (which it has) and pluralistic health 

system: one which is nationally recognised (title protected, national education 

standards, CPD, disciplinary policy & related procedures) and another more 

marginalised one (no title protection and no required education standards nor 

required professional association membership).  If this continues there are 

considerable risks associated with practitioners with sub-standard or no 

qualifications or standards of practice, governed by no regulatory body 

(outlined previously in this submission).This situation poses real risk. There is 

no collection data around these forms of healthcare delivery. There is little 

sharing of important medical information, which poses a great risk (such as 

those associated with herb/drug & nutrient/drug interactions). This creates 

gaps in knowledge and understanding of our multi-faceted picture of health 

care in Aotearoa. 

 

19. Is HPCA Act clear about the level of risk that needs to be regulated by statute? If 

not, what would help to improve the match between level of risk and level of 

regulation? 

 Yes 

X No 

 Not sure 

Comment: 
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There are Acts that deal with harm e.g. HDC Act 1994, ACC Act 2001, 

Medicines Act 1981 & employment related Acts. The HPCA Act should act to 

prevent harm through registration of all qualified health professions, title 

protection, scopes of practice & limitations, education requirements & 

monitoring, codes of conduct, ethics, prescribed use of scheduled 

drugs/herbs/dietary supplements by those trained in their risk, application & 

treatment use, health data collection, and to lead the way in cross-professional 

communication to support the development of an integrative health care 

system that is safer than that currently. 

 

20. Is the right set of regulatory options being applied to manage the risk of harm to 

the public that different health professions might pose? 

 Yes 

X No 

 Not sure 

Comment: 

Paramedics, nutritionists, herbal medicine & complementary & traditional 

medicine practitioners are not included. 

 

21. Could the way RAs administer their functions be improved? 

X Yes 

 No 

 Not sure 

Comment: 

The numbers of RAs can be reduced to create more efficiency and reduce the 

costs to professionals that are registered. Scopes of practice need to be clearly 

defined between professions.  Modality specialties need to clearly delineated, 

with no confusion between them. There could be a flat fee for all practitioners, 

based on income earning potential. 

 

22. Should RAs be required to consult more broadly with relevant stakeholders? 

X Yes 

 No 

 Not sure 

Comment: 
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23. Should the number of regulatory boards be reduced, as in the UK? 

X Yes 

 No 

 Not sure 

Comment: 

Cost reduction and prevention of duplication of work are the main reasons this 

should happen. 

 

24. What is the ideal size of RA boards? 

Comment: 

Depends on the professions. Professions with similarities of approaches should 

be combined into one RA, with enough representation from the different 

professions to ensure that their voice is heard. Osteopathy, Chiropractic and 

Acupuncture and Chinese Medicine could be combined with the addition of 

Herbal Medicine, Naturopathy, Massage, Yoga Therapy and Ayurvedic 

Medicine, if and when those professions apply for registration. 

 

25. Are there other issues you would like to raise? 

Comment: 
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Questions  
Future focus 

1. We want to achieve the best outcomes for patients through integrated care, and 
so health professional regulation needs to keep pace with how integration 
improves care and service models. How can the HPCA Act improve this? 

Comment: 

• It is not recommended that “illness or conditions to be diagnosed, 
treated or managed” be part of scope of practice, as humans are 
complex, often present with overlapping health issues. This may allow 
for better integration of services between members of an 
interdisciplinary team. 

• The accreditation and monitoring of programmes could direct RAs to 
identify how educational institutions demonstrate how the curriculum 
provides for interprofessional learning. This is easily facilitated as most 
health care professions education and training takes place in the same 
institutional setting and would allow for cross fertilisation in 
undergraduate and postgraduate education. 

• Scopes of practice for professions need to be broadly defined allowing 
for growth both across the specific practice of the profession and 
enabling them to flex when models of healthcare services change. When 
practitioners are working at a higher level within their scope they should 
be given principled guidance from RAs to allow them to work at that 
level.   

• RAs need to be cognisant of the Governments health agenda and 
targets. There has to be a growing connection between the targets and 
how the scopes of practice of the health professions allow particular 
professions to meet those targets. This requires the scopes to be flexible 
or allow for vocational scopes of practice to be developed by RAs. A 
change to the legislation which allows RAs to adapt quickly to health 
needs by introducing vocational scopes would be one way to match 
changes to services model delivery with a particular professions 
practice.          
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2. How can the HPCA Act be used to promote a more flexible workforce to meet 
emerging challenges faced by the health system? 

Comment: 

• A simplified and expedited process for registering overseas trained 
practitioners may be of benefit to practitioners, employers and 
consumers. For occupational therapy, this could mean accepting those 
that are qualified from World Federation of Occupational Therapy 
(WFOT) accredited schools and then continuing with the supervision 
requirement within their scope of practice. However, this would need 
careful application and consideration as WFOT standards are only 
minimum standards.  

 
• The premise of the HPCAA was the protection of the public and not the 

promotion and delivery of a flexible workforce. There would need to be a 
change in the legislation which would recognise the need to connect the 
RA with workforce issues. This could be managed by extending the 
functions of the RA under section 118.    
 

• The development of MoU’s between RAs in other jurisdictions allowing 
practitioners to move freely between different countries. It would be 
helpful for the legislation to facilitate this formally. It is important that 
the HPCAA is viewed internationally as well as nationally, as New 
Zealand relies on attracting overseas trained practitioners.  

 
• There is a need for RAs to develop clear connection with the immigration 

service. Often overseas practitioners have to deal with two complex 
bureaucratic systems – RA and immigration. The development of a 
streamlined “one stop shop” allowing practitioners to register and obtain 
visa clearance should be investigated.     

 
• Ending the exclusion of the medical profession from the provisions 

within the TTMRA.  
 

• A section within the Act that allows RAs to allow practitioners to enter a 
research and innovation scope of practice. If this section is connected to 
health agenda targets and is underpinned by demonstrable 
knowledge/skills/experience of the practitioner then it could fast track 
health outcomes and allows the workforce greater and quicker flexibility. 
If this facility is connected to local ethics committees’ it would help 
mitigate risk and provide a monitoring process.  

 
• Strength section 118(a) and expand the monitoring functions so that it 

specifically looks at undergraduate and postgraduate programmes and 
their connection to innovation in healthcare and interprofessional 
practice.  
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3. How can the HPCA Act promote education and training that has a wider focus, 
such as effective ways of working in teams, improved communication skills and 
support for consumers’ self-management? 

 Yes 

 No 

 Not sure 

Comment: 

• The Act could promote common strands of learning including: 
communication, teamwork and cultural safety (last point has not yet 
been mentioned). Cultural competency could be supported through 
online courses such as Mauri Ora: 
http://www.mauriora.co.nz/web/index.php/courses/courses-list/62-
foundation-course-in-cultural-competency or CALD: 
http://www.caldresources.org.nz/info/Home.php  

 
• Self management is an area of significant debate within rehabilitation at 

present - it can be used as a strategy for the professional to relinquish 
control or to 'blame the patient for their 'failure' to self-manage. 

 
• The development of key generic standards for all health professional 

would go someway to ensure that essential skills such as communication 
and team-working are promoted. Standards in written communication 
interprofessional etiquette could also be developed.    

 
• A shared standardised code of ethics and code of conduct across all the 

health professions. 
 
  

 

 
  

http://www.mauriora.co.nz/web/index.php/courses/courses-list/62-foundation-course-in-cultural-competency
http://www.mauriora.co.nz/web/index.php/courses/courses-list/62-foundation-course-in-cultural-competency
http://www.caldresources.org.nz/info/Home.php
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4. Is there scope for the HPCA Act to better address the standardisation of codes of 
conduct, ethics and common learning across health professions? 

 Yes 

 No 

 Not sure 

Comment: 

• Yes; the Act could specify a generic Code of Conduct for regulated 
Health Care Professions. There appears to be significant overlap 
between codes of conduct for different health care professions (e.g. 
occupational therapy and physiotherapy), and it is believed that a joint 
code of conduct would be beneficial for practitioners, employers and for 
consumers of health care services. 
 

• It would be important for the codes to be written as principled minimum 
standard documents. This would allow professions to supplement codes 
reflecting there particular practice setting, client group and risk factors.    

 
• With respect to common learning – the United Nations is calling for all 

health care professions to recognise and take action to address the 
social determinants of health: 
http://www.who.int/social_determinants/en/. It is recommended that 
interdisciplinary learning in this area is adopted within the HPCA. 

 
• Strengthen requirements for reflective practice and make the connection 

explicit to patient outcomes with a standardised continuing professional 
development (CPD) model. Having a standardised CPD model tied to 
outcome would also argument team working. The connection to 
Government health targets would also be beneficial.  

 

 
  

http://www.who.int/social_determinants/en/
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5. Do we have the right balance between broad scopes of practice and sufficient 
providing information to inform people about what they can expect from a health 
practitioner? 

 Yes 

 No 

 Not sure 

Comment: 

 
• The occupational therapy scope of practice strikes the right balance 

between having a broad scope of practice while still informing the public 
on the role. 

 
• There is still potential to have a better informed public about what to 

expect from health practitioners. Most people understand and use the 
HDC code of patients’ rights, may be it is time to develop a similar code 
so people understand what to expect from health practitioners.  

 
• Plain English versions of the scopes of practice. Most scopes are written 

for the particular health profession. There is potential to change the 
language so that it reflects better what people can expect from a health 
practitioner. In short the scope is written for the person seeking the 
health service not the professional group providing it.   

 
• It is important to have scopes that allow Maori practitioners to practice 

in a manner that reflects the cultural and behaviour values of Maori. 
There is a great tendency to describe and write scopes of practice from 
a western European perspective rather than from a Maori or Pacifica 
perspective. There is increasing evidence that Maori and Pacifica 
populations have a disproportion health care need requirement than 
other New Zealanders. Scopes of practice need to change to allow for 
different forms of practice.   
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6. Could/should RAs have a mandated role in health professionals’ pastoral care? If 
so, how can they carry this out? 

 Yes 

 No 

 Not sure 

Comment: 

• It is difficult to see under current legislation and processes how RAs 
could both potential “punish” as well as support practitioners. Such 
activity may fit better with the associations and colleges.  

• There is potential to look at a supportive agency which sits outside the 
RAs. For example following the example of the National Clinical 
Assessment Agency in the UK may be a better option for supporting 
practitioners before they fail as well as pastoral support when they do.  

• Our experience is that we do support practitioners and we see this as a 
clear role for the Registrar or Deputy Registrar. Allowing operational 
staff to provide pastoral care allows the Board to remain at arms length, 
and in so doing maintain objectivity.   

 

Consumer focus 

7. Does the HPCA Act keep the public safe, involve consumers appropriately in 
decision-making and assist in keeping the public informed? 

 Yes 

 No 

 Not sure 

Comment: 

• There is a need to improve consumer representation on Governance 
Boards. However, choosing consumer representation can be difficult and 
it is important to obtain representation from consumer groups.  

• Training for governance on RA boards should be centralised and the 
development of key governance competences could be developed.       
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8. Is information from RAs readily available, particularly as it relates to 
practitioners and the transparency of complaints and complaint processes? If so, 
is this information made good use of by the public? 

 Yes 

 No 

 Not sure 

Comment: 

• Greater connection between HDC, ACC and RAs activity and reporting so 
that trends can be produced and inform practice and regulation.  

• A generic document to be published for the general public which is 
written in plain English and explains the role and functions of RAs.   

 

9. Do we have the right balance of laypeople to health professionals on RA boards? 

 Yes 

 No 

 Not sure 

Comment: 

• Should be 50:50 however, selection, support and training against key 
competencies is important see point 7 above.  

 

10. Should New Zealand consider introducing consumer forums, where the public 
can communicate with RAs on matters that concern them, as in the UK? 

 Yes 

 No 

 Not sure 

Comment: 

• HDC advocacy service and connections to RAs working more closely 
together to respond to lower level concerns (complaints) to arbitrate 
and reach consensus.  

• Consumer forums that relate to healthcare modalities rather than 
diseases would provider a richer resource.         
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Safety focus 

11. Do we currently make the best use of legislation to keep the public safe from 
harm when accessing health and disability services? 

 Yes 

 No 

 Not sure 

Comment: 

• Improve CPD activity so it relates to client outcomes rather than 
individual professional aspirations.  

• Strengthen recertification programmes as described in section 41. 
Having a formally identified recertification programme allows RAs to 
clear and decisive action with failing practitioners by using section 43. 

• Statutory requirement for new graduate to receive supervision and 
where applicable an intern year.        

 

12. Can we make better use of other legislation or employer-based risk management 
systems and reduce reliance on statutory regulation? 

 Yes 

 No 

 Not sure 

Comment: 

• Nationwide recording of recertification by employers of health 
practitioners, and the ability to cross reference against the RAs register.   

• Improve communication with practitioners on employer performance 
improvement plans (PIP’s). It would be helpful for the legislation to 
reflect that when a PIP is in place RAs should recognise and allow this 
employment process to continue uncomplicated by any RA activity.  

• Stronger connection with recertification programmes and employer 
appraisal systems. Often practitioners are faced with completing two 
forms of appraisal systems – one for the RA through recertification 
programmes and employers’ appraisal systems.  
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13. What more needs to be done to address gaps or overlaps in legislation that could 
improve the overall quality and safety of services? 

Comment: 

• Recertification programmes are tied to employer appraisal systems as 
described in 12 above.   

• The development of a national clinical assessment agency, which has a 
no faults no blame function in supporting practitioners and employers.  

• Further development of the credentialing process but to tie such activity 
in with the RAs. Having such a connection may reduce the need to 
develop time consuming scopes of practice.     

 

14. Is the HPCA Act clear about the level of risk that needs to be regulated by statute? 
If not, what would help to improve the match between level of risk and level of 
regulation? 

 Yes 

 No 

 Not sure 

Comment: 

• Having risk clearly defined in the Act would help.  

 

15. Do you have any suggestions how those in sole practice can better manage risks 
related to their clinical practice? 

Comment: 

• Recertification programme has mandated section and requirement for 
those in sole practice to have face to face peer meetings or peer review 
activities. 

• A credentialing process which is specific to sole practitioners.      
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16. In the case of groups of practitioners that might be considered high risk, would it 
be useful for a risk-profiling approach to be applied by RAs? 

 Yes 

 No 

 Not sure 

Comment: 

• Not sure if its practitioners at high risk or the type of practice 
undertaken by the practitioner. E.g. a dispensing pharmacist is 
potentially more at risk of fraud and drug misuse than an occupational 
therapist. While a nurse working in out patients has a different “risk 
rating” than a nurse in intensive care. It may be that we need to look at 
activities performed by practitioners rather than a blanket approach to 
all practitioners. However, clearly defined scopes of practice help clarify 
and mitigate risk in this area.    

• Intelligence from competence, health and conduct could be better 
analysed allowing trends and themes on risk to be better profiled.    

 

Cost effectiveness focus 

17. What role do RAs play in considering the cost impacts of their decisions and the 
cost benefits of regulation? 

Comment: 

• OTBNZ is cognisant of costs, such as deciding to resolve some 
complaints in house versus sending to a Tribunal, based on the fairness 
of the process and outcome. It also appears that the competencies were 
developed in such a way that practitioners are able to decide how best 
to meet them, which does not necessitate going on a course to remain 
current. There is however, a cost acknowledged for the OTBNZ with 
respect to the setup and management of the online CCFR platform, 
which may be beneficial to share across a range of professional groups. 

 

• Is there any evidence that supports or refutes the statement that 
“occupational regulation has reduced the number of people available to 
work in the regulated occupation” or that this has influenced 
“remuneration levels due to a smaller workforce being available”? 

• Having shared in-house legal advice could allow for a more efficient and 
cost effective service.     
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18. Should the HPCA Act define harm or serious harm? 

 Yes 

 No 

 Not sure 

Comment: 

• Yes, it appears that this would be useful to define within the Act. 

• Defining harm would be better expressed in the form of principles which 
would allow RAs to apply a lighter or heaver touch to their particular 
professional group dependent on risk of harm to the public.  

 

19. Is HPCA Act clear about the level of risk that needs to be regulated by statute? If 
not, what would help to improve the match between level of risk and level of 
regulation? 

 Yes 

 No 

 Not sure 

Comment: 

• It is our view that the document produced by the ministry earlier in the 
year has already provided a criteria for assessing risk.   

 

20. Is the right set of regulatory options being applied to manage the risk of harm to 
the public that different health professions might pose? 

 Yes 

 No 

 Not sure 

Comment: 

• Our present experience is that the regulatory functions at present allow 
us to manage risk. Our only comment would be the speed at which 
practitioner can be stopped from practising while allowing for natural 
justice.   

 
  



14 2012 Review of the Health Practitioners Competence Assurance Act 2003 

 

21. Could the way RAs administer their functions be improved? 

 Yes 

 No 

 Not sure 

Comment: 

• Consideration should be given to the development of a single, secure, 
nationally accessible database. In addition to workforce planning, 
consumers would be more likely to check that a health professional is 
appropriately registered, if the information on all health professionals 
was easily available.  

• There are a number of common activities that RAs perform that would 
lend themselves to improved and streamlined administration through a 
single organisation. The important element in any improvement would 
be the establishment of a single IT platform that allows for consistent 
processes for some RAs while allowing for bespoke activity for others 
reflective of risk factors to practice.     

 

22. Should RAs be required to consult more broadly with relevant stakeholders? 

 Yes 

 No 

 Not sure 

Comment: 

• It could be argued that RAs need to consult more broadly with relevant 
stakeholders, in particular consumers. The problem with this approach is 
the identification of consumers who could provide an objective and 
balanced approach to consultation.      

 

23. Should the number of regulatory boards be reduced, as in the UK? 

 Yes 

 No 

 Not sure 

Comment: 

• Not the number of RAs but the administrative functions of each RA could 
be streamlined as outlined in 21 above.  
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24. What is the ideal size of RA boards? 

Comment: 

• Not simply for the sake of it, only if evidence supports this move. This is 
also dependent on the decisions that the RAs are making – are they 
making decisions that are discipline specific? 

 

25. Are there other issues you would like to raise? 

Comment: 
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Questions  
Future focus 

1. We want to achieve the best outcomes for patients through integrated care, and 
so health professional regulation needs to keep pace with how integration 
improves care and service models. How can the HPCA Act improve this? 

Comment: 

The act needs to ensure that scopes of practice have enough latitude to allow 
for changes in practice eg advanced practice, role development aligned with 
each existing scope.  Where significant changes are proposed to the nature of 
work, which may involve overlapping scopes, mechanisms need to be put in 
place that allow the appropriate legislative governance in order to protect the 
public and at the same time, not be over-governing on the practitioner 

 

2. How can the HPCA Act be used to promote a more flexible workforce to meet 
emerging challenges faced by the health system? 

Comment: 

Healthcare is in fact becoming more specialised at a tertiary healthcare level.  
Within radiation therapy there are areas of clinical specialisation that have 
training and experience expectations beyond a beginning practitioner.  
However additional scopes are not necessarily required to manage this 
specialisation as there are other legislative processes to protect the patient. 

 

3. How can the HPCA Act promote education and training that has a wider focus, 
such as effective ways of working in teams, improved communication skills and 
support for consumers’ self-management? 
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 Yes 

 No 

 Not sure 

Comment: 

The role of the HPCA is to protect the public, not to be a legislatively imposed 
mechanism that forces change in the healthcare workforce structure without 
buy in from staff, organisations, patient lobby groups and educational providers 

 

4. Is there scope for the HPCA Act to better address the standardisation of codes of 
conduct, ethics and common learning across health professions? 

 Yes 

 No 

 Not sure 

Comment: 

There should be standardisation of codes of conduct and ethics.  There could 
be aspects of common learning across the professionals especially when 
related to understanding patient experiences.  However separate scopes exist 
for a valid reason (specialisation) and the majority of post qualification learning 
should reflect that. 

 

5. Do we have the right balance between broad scopes of practice and sufficient 
providing information to inform people about what they can expect from a health 
practitioner? 

 Yes 

 No 

 Not sure 

Comment: 

This question doesn’t make sense! 

 

6. Could/should RAs have a mandated role in health professionals’ pastoral care? If 
so, how can they carry this out? 

 Yes 
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 No 

 Not sure 

Comment: 

The role of the RA is to protect the public, not hold the practitioner’s hand. 

 

Consumer focus 

7. Does the HPCA Act keep the public safe, involve consumers appropriately in 
decision-making and assist in keeping the public informed? 

 Yes 

 No 

 Not sure 

Comment: 

There is certainly no transparency in the meetings of our RA.  It is a tight 
balance in having professional and lay representation on each RA. 

 

8. Is information from RAs readily available, particularly as it relates to 
practitioners and the transparency of complaints and complaint processes? If so, 
is this information made good use of by the public? 

 Yes 

 No 

 Not sure 

Comment: 

Information is available on the websites but patients should ideally have one 
place where complaints against practitioners can be laid 

 

9. Do we have the right balance of laypeople to health professionals on RA boards? 

 Yes 

 No 
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 Not sure 

Comment: 

On the MRTB there is only 1 Radiation Therapist to represent an entire scope 
of practice.  From my perspective this is the bare minimum.  One of the 
principles of professionalism is self governance and if you remove self-
governance you run the risk of removing a lot of the other benefits of 
professionalism.  3 lay members is an appropriate number on this board. 

 

10. Should New Zealand consider introducing consumer forums, where the public 
can communicate with RAs on matters that concern them, as in the UK? 

 Yes 

 No 

 Not sure 

Comment: 

Lay representation on a governance board doesn’t always mean that the 
consumers voice is being heard 

 

Safety focus 

11. Do we currently make the best use of legislation to keep the public safe from 
harm when accessing health and disability services? 

 Yes 

 No 

 Not sure 

Comment: 

In my opinion we are over legislated in regards to assuring patient safety.  
There needs to be a strategic review of legislation regarding patient safety to 
ensure avoidance of duplication and clarity of guidelines. 

 

12. Can we make better use of other legislation or employer-based risk management 
systems and reduce reliance on statutory regulation? 

 Yes 

 No 

 Not sure 
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Comment: 

We should not rely on employer based risk management to ensure patient 
safety as this has the potential for variance of application as well as the risks of 
sole practitioners.  Other legislation such as the  Health and Safety in 
employment Act and the HDC act should be used more effectively. 

 

13. What more needs to be done to address gaps or overlaps in legislation that could 
improve the overall quality and safety of services? 

Comment: 

      

 

14. Is the HPCA Act clear about the level of risk that needs to be regulated by statute? 
If not, what would help to improve the match between level of risk and level of 
regulation? 

 Yes 

 No 

 Not sure 

Comment: 

A general comment that management of risk is largely a systematic issue and 
legislation should consider how risk management systems are designed and 
operated to manage differing degrees of risk. 

 

15. Do you have any suggestions how those in sole practice can better manage risks 
related to their clinical practice? 

Comment: 
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16. In the case of groups of practitioners that might be considered high risk, would it 
be useful for a risk-profiling approach to be applied by RAs? 

 Yes 

 No 

 Not sure 

Comment: 

Sole practitioners carry a high amount of risk and there should be processes in 
place that alert authorities to this risk so measures can be put in place to 
minimise risk. 

 

Cost effectiveness focus 

17. What role do RAs play in considering the cost impacts of their decisions and the 
cost benefits of regulation? 

Comment: 

I think RA’s need to exercise due diligence in regards to operating expenses 
but cost should not be a determinant in affecting their effectiveness. 

 

18. Should the HPCA Act define harm or serious harm? 

 Yes 

 No 

 Not sure 

Comment: 
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I think the range of harm is immense and within each scope there needs to be 
latitude to assess the risk as required. 

 

19. Is HPCA Act clear about the level of risk that needs to be regulated by statute? If 
not, what would help to improve the match between level of risk and level of 
regulation? 

 Yes 

 No 

 Not sure 

Comment: 

Only 5 restricted activities?  This is a very subjective call and I’m not sure 
about the difference between scopes of practice and restricted activities and 
the public certainly wouldn’t understand the difference. 

 

20. Is the right set of regulatory options being applied to manage the risk of harm to 
the public that different health professions might pose? 

 Yes 

 No 

 Not sure 

Comment: 

As before mentioned we need to look at the role of legislation in providing safe 
systems according to the level of risk 

 

21. Could the way RAs administer their functions be improved? 

 Yes 

 No 

 Not sure 

Comment: 
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Needs to be more transparency eg open minutes. 

 

22. Should RAs be required to consult more broadly with relevant stakeholders? 

 Yes 

 No 

 Not sure 

Comment: 

RA’s should be consulting frequently with consumer bodies, professional 
organisations and employer groups. 

 

23. Should the number of regulatory boards be reduced, as in the UK? 

 Yes 

 No 

 Not sure 

Comment: 

Reduction of bodies may have a detrimental effect on other measures of 
professionalism and produce a class of automaton practitioners with no 
concern about professional standards or behaviour. 

 

24. What is the ideal size of RA boards? 

Comment: 

      

 

25. Are there other issues you would like to raise? 
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Comment: 
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2012 Review of the HPCA Act 2003 
 
Summary of discussion document Questions 
 

Future focus 

1. We want to achieve the best outcomes 
for patients through integrated care, 
and so health professional regulation 
needs to keep pace with how 
integration improves care and service 
models. How can the HPCA Act 
improve this? 

 
 

Notes 

The RA already have the ability to provide 
increased flexibility through scopes of 
practice. No need to change at this time. 

 

Could be useful to identify shared areas of 
clinical practice and areas that are restricted 
to groups. Not restricted activities as 
currently articulated, but wider areas that 
require HPCA regulated workforce with 
specific health education and training – ie 
what non regulated should not be doing. 

 

2.       How can the HPCA Act be used to 
promote a more flexible workforce to 
meet emerging challenges faced by the 
health system? 

 

As above – there are many areas of work that 
a new workforce will contribute, so clarity 
about what health activities need to be 
completed by HPCA would be useful.  

The public need to be assured that the person 
doing specific roles have the accepted 
training and education to do the role safely.  

3. How can the HPCA Act promote 
education and training that has a wider 
focus, such as effective ways of working 
in teams, improved communication 
skills and support for consumers’ self-
management? 

 

The RAs have an ability to make this an 
essential part of curriculum approval. 

But it really sits outside the Act 

4. Is there scope for the HPCA Act to 
better address the standardisation of 
codes of conduct, ethics and common 
learning across health professions? 

 
 

Not sure what would be gained by 
standardisation, as it would still need to be 
applied to different professions differently 
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5. Do we have the right balance between 
broad scopes of practice and sufficient 
providing information to inform people 
about what they can expect from a 
health practitioner? 

Broad scopes already in place, but the public 
are not sure of the difference between a 
health practitioner and a professional 
working in the health setting. There is huge 
confusion related to this area. 

Evidenced by the Social Worker 
Registatration Board wanting recognition  
under HPCA even though SW training is not 
focused on health and less than 30% of 
NZSW are employed in any health setting. 

6. Could RAs have a mandated role in 
health professionals’ pastoral care? If 
so, how can they carry this out? 

 
 
 

No. RA need to focus on competency, and 
fitness. The roles would become too blurred. 

 

Consumer focus 

7. Does the HPCA Act keep the public 
safe, involve consumers appropriately 
in decision-making and assist in 
keeping the public informed? 

 
 
 

 

To a degree, but action tends to be 
retrospective. There could be a great deal 
more public and consumer information to 
assist them evaluate the care they receive. 

8. Is information from RAs readily 
available, particularly as it relates to 
practitioners and the transparency of 
complaints and complaint processes? If 
so, is this information made good use 
of by the public? 

 

 

No … very little information is in the public 
forum. There is little information that 
provides an overview of the number of 
complaints, types of complaints and 
outcome. The public only hear if the media 
become interested. 

 

While it is important to protect the 
professionals’ right to privacy and a just 
process – this is used to limit information. 

9. Do we have the right balance of 
laypeople to health professionals on RA 
boards? 

 
 

Yes 
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10. Should New Zealand consider 
introducing consumer forums, where 
the public can communicate with RAs 
on matters that concern them, as in the 
UK? 

 

 

Could be useful but may be a cost that would 
impact on annual fees. 

Safety focus 

11. Do we currently make the best use of 
legislation to keep the public safe from 
harm when accessing health and 
disability services? 

 
 

 
The legislation framework is ok, but not well 
used or understood. Particularly around 
aspects of mandatory reporting – this needs 
to be more clearly understood and failures to 
report addressed. 

12. Can we make better use of other 
legislation or employer-based risk 
management systems and reduce 
reliance on statutory regulation? 

 
 

No – need to keep first line reporting to the 
RAs. 

Employers already struggle to meet 
requirements for completing performance 
appraisals  required for HPCA APCs 

 

13. What more needs to be done to address 
gaps or overlaps in legislation that 
could improve the overall quality and 
safety of services? 

 
 

Work appears to be already in hand, support 
the proposed changes currently in process – 
ie medicines act,  

 

14. Is the HPCA Act clear about the level of 
risk that needs to be regulated by 
statute? If not, what would help to 
improve the match between level of 
risk and level of regulation? 

 
 

This is not clearly articulated within the Act, 
nor is there a recognition of the different 
risks within the different professions. 

Don’t think that there needs to be matching 
between level of risk and regulation – simply 
clarity about how the  risks may be similar 
but different   
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15. Do you have any suggestions how those 
in sole practice can better manage risks 
related to their clinical practice? 

 
 

Use of independent assessors for annual 
appraisals. 

Supervision could be made a mandatory 
requirement. 

16. In the case of groups of practitioners 
that might be considered high risk, 
would it be useful for a risk-profiling 
approach to be applied by RAs? 

 

Yes would support this, as could add needed 
clarity 

Cost effectiveness focus 

17. What role do RAs play in considering 
the cost impacts of their decisions and 
the cost benefits of regulation? 

 
 
 

 

NCNZ is brilliant at this – most effective in 
keeping costs down. 

Other RAs need to learn from them 

18. Should the HPCA Act define harm or 
serious harm? 

 
 
 
 

 
It could be useful 

19. Is HPCA Act clear about the level of 
risk that needs to be regulated by 
statute? If not, what would help to 
improve the match between level of 
risk and level of regulation? 

 
 
 

No the Act is clearly focused on competence 
and fitness to practice – and articulates risk in 
terms of ‘public safety’. 

While there are some restricted activities, the 
list is very small and does not include many 
clinical activities that could be seen as high 
risk. 

20. Is the right set of regulatory options 
being applied to manage the risk of 
harm to the public that different health 
professions might pose? 

Can’t comment 
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21. Could the way RAs administer their 
functions be improved? 

 
 
 
 
 

Clearly. 

One of the main issues is around 
responsiveness and speed of process 

22. Should RAs be required to consult 
more broadly with relevant 
stakeholders? 

 
 
 
 

Think they do well aleady. 

23. Should the number of regulatory 
boards be reduced, as in the UK? 

 

 

Grouping some of the smaller allied health 
boards may help them become more efficient 
but medical and nursing need to left out of 
this equation. 

24. What is the ideal size of RA boards? 

 
 
 

8-12 members to allow mix of clinical 
expertise, elected and appointed members. 

 

An efficient back room administrative team 
is more essential to RA function. 

25. Are there other issues you would like to 
raise? 

 
 
 
 

Would suggest a move to a 3 yearly formal 
competency appraisal, not annual as is for 
NCNZ – annual for those in independent 
practice. 

Need to more to recognise that most 
clinicians maintain core competency without 
difficulty, and annual assessments aren’t 
useful. The current system does not work 
well, as managers are reluctant to identify 
competence issues using this system 

 

Enhancing the willingness to report concerns 
is a better way to identify competency/fitness 
issues.  



 

6 

 

 



 

How to have your say 
You are invited to submit feedback on the information set out in this document. In 
particular, it would be helpful to receive your responses to all or any of the specific 
questions included at the end of each section and gathered together at the end.  
 
You can download and email the submission form to: 
 
info@healthworkforce.govt.nz  
 
or post your submission to: 

HPCA Submissions 
Health Workforce New Zealand 
National Health Board, Ministry of Health 
PO Box 5013 
WELLINGTON 6145 

 
You can also download this document and other information including dates and 
venues for the regional public meetings from http://hpcaactreview.hiirc.org.nz. 
 

The closing date for submissions is Friday 26 October 2012. 

 

mailto:info@healthworkforce.govt.nz
http://hpcaactreview.hiirc.org.nz/
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requested it. However, if you are an individual as opposed to an organisation, the 
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Questions  
Future focus 

1. We want to achieve the best outcomes for patients through integrated care, and 
so health professional regulation needs to keep pace with how integration 
improves care and service models. How can the HPCA Act improve this? 

Comment: 

The HPCA act makes sure that professionals maintain their competancies. 
Having professionals with clear expectations from registration requirements, 
training etc.provides safety for the public. Professionals are fully able to work in 
an intergrated way whilst still maintaining a professional identity . Rather than 
blur the boundaries making integration unregulated and possibly dangerous to 
the public the HPCA act maintaining standards also ensures professional 
behaviour which will facilitate intergrated care. 

 

2. How can the HPCA Act be used to promote a more flexible workforce to meet 
emerging challenges faced by the health system? 

Comment: 

The HPCA act is only one factor in achieving the goals of better healthcare. 
Changes to practice, flexible ways of working are achieved by education, 
training, attitude change, professional behaviour by a workforce secure in their 
professional identity which validates the years of specialist training and 
experience achived by a professional so that they can work in flexible 
innovative ways. The HPCA act should be used to support professions which 
would be a better way of achieving the goal of flexible workforce. Only when 
people feel valued can there be room for innovation and flexibility. 

 

3. How can the HPCA Act promote education and training that has a wider focus, 
such as effective ways of working in teams, improved communication skills and 
support for consumers’ self-management? 
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 X  Yes 

 No 

 Not sure 

Comment: 

The act is just one part of this. Governament can use Boards to influence and 
promote training in teams, communication skills etc. This could be one of the 
factors that is accredited in training programmes. Strengthening professions 
gives professionals identity and ethical guidelines which would infact promote  
more interdisciplary practice. The skills and areas mentioned would infact be 
negatively impacted by reducing professional requirements. The HPCA act 
could be used to strengthen this by requiring individual boards include these 
areas within their competancies. 

 

4. Is there scope for the HPCA Act to better address the standardisation of codes of 
conduct, ethics and common learning across health professions? 

 Yes 

 No 

 Not sure 

Comment: 

Individual practitioners choose to enter particular fields because of many 
reasons. Although there is common learning, conduct and ethics the public 
requores professionals with specialist training and skills as well as some 
generic ones. Team work, ethics etc address how professionals do the job but 
specialist training, competancy etc is necessary as it guides what to do to 
address what ever the issue presented. 

 

5. Do we have the right balance between broad scopes of practice and sufficient 
providing information to inform people about what they can expect from a health 
practitioner? 

   X  Yes 

 No 

 Not sure 

Comment: 

The current act provides the correct balance. 
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6. Could/should RAs have a mandated role in health professionals’ pastoral care? If 
so, how can they carry this out? 

 Yes 

 No 

 Not sure 

Comment: 

I do not believe this is the role of the RA and I would say that they already 
provide some of what is mentioned and further doing this would be 
unnecassary duplication. In Psychology we have supervision which acts in this 
role. Within the DHBs we have structures which also provide this thus making 
that suggestion unnecessary. For private practitioners in the Psychology 
profession there are professional organisations,  supervision both of which 
provide pastoral care. 

 

Consumer focus 

7. Does the HPCA Act keep the public safe, involve consumers appropriately in 
decision-making and assist in keeping the public informed? 

           X Yes 

 No 

 Not sure 

Comment: 

Yes it currently does. The Board maintains a website and publishes information 
which informs the public on how to select and what to expect from a 
psychologist. 

 

8. Is information from RAs readily available, particularly as it relates to 
practitioners and the transparency of complaints and complaint processes? If so, 
is this information made good use of by the public? 

x Yes 

 No 

 Not sure 

Comment: 
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9. Do we have the right balance of laypeople to health professionals on RA boards? 

x Yes 

 No 

 Not sure 

Comment: 

Currently out of 7 Psychology  Board members 2 are lay members. We 
consider this the right balance. 

 

10. Should New Zealand consider introducing consumer forums, where the public 
can communicate with RAs on matters that concern them, as in the UK? 

 Yes 

 No 

 Not sure 

Comment: 

There are already mechanisms for consumer communication with RAs 
however increased consumer communication would be supported. 

 

Safety focus 

11. Do we currently make the best use of legislation to keep the public safe from 
harm when accessing health and disability services? 

   X   Yes 

 No 

 Not sure 

Comment: 

Quite a number of Acts protect the public already. 
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12. Can we make better use of other legislation or employer-based risk management 
systems and reduce reliance on statutory regulation? 

 Yes 

            x          No 

 Not sure 

Comment: 

Statutory regulation is the best way of assuring safety. Many practitioners are 
self employed and need external consistent regulation 

 

13. What more needs to be done to address gaps or overlaps in legislation that could 
improve the overall quality and safety of services? 

Comment: 

Education of professionals is the best way of assuring quality, ethical , safe 
practice. 

 

14. Is the HPCA Act clear about the level of risk that needs to be regulated by statute? 
If not, what would help to improve the match between level of risk and level of 
regulation? 

 Yes 

 No 

 Not sure 

Comment: 

      

 

15. Do you have any suggestions how those in sole practice can better manage risks 
related to their clinical practice? 
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Comment: 

Unfortunately those in sole practice are likely to need external regulation, they 
already have access to supervision and  professional organisations which they 
can use, they can contact more experienced colleagues etc Professionals in 
sole practice who do not recognise unethical or other risky behaviour need 
external regulation to reduce these risks. 

 

16. In the case of groups of practitioners that might be considered high risk, would it 
be useful for a risk-profiling approach to be applied by RAs? 

 Yes 

 No 

 Not sure 

Comment: 

      

 

Cost effectiveness focus 

17. What role do RAs play in considering the cost impacts of their decisions and the 
cost benefits of regulation? 

Comment: 

They need to consider these issues and also balance this with fair process to 
protect the public from incompetant professionals. 

 

18. Should the HPCA Act define harm or serious harm? 

 Yes 

                  No 

 Not sure 
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Comment: 

      

 

19. Is HPCA Act clear about the level of risk that needs to be regulated by statute? If 
not, what would help to improve the match between level of risk and level of 
regulation? 

 Yes 

 No 

 Not sure 

Comment: 

Not at present. 

 

20. Is the right set of regulatory options being applied to manage the risk of harm to 
the public that different health professions might pose? 

 Yes 

 No 

 Not sure 

Comment: 

      

 

21. Could the way RAs administer their functions be improved? 

 Yes 

 No 

 Not sure 

Comment: 
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22. Should RAs be required to consult more broadly with relevant stakeholders? 

 Yes 

 No 

 Not sure 

Comment: 

      

 

23. Should the number of regulatory boards be reduced, as in the UK? 

 Yes 

 No 

 Not sure 

Comment: 

      

 

24. What is the ideal size of RA boards? 

Comment: 

      

 

25. Are there other issues you would like to raise? 
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Comment: 

      

 



 

How to have your say 
You are invited to submit feedback on the information set out in this document. In 
particular, it would be helpful to receive your responses to all or any of the specific 
questions included at the end of each section and gathered together at the end.  
 
You can download and email the submission form to: 
 
info@healthworkforce.govt.nz  
 
or post your submission to: 

HPCA Submissions 
Health Workforce New Zealand 
National Health Board, Ministry of Health 
PO Box 5013 
WELLINGTON 6145 

 
You can also download this document and other information including dates and 
venues for the regional public meetings from http://hpcaactreview.hiirc.org.nz. 
 

The closing date for submissions is Friday 26 October 2012. 
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requested it. However, if you are an individual as opposed to an organisation, the 
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of submissions. 

 

Questions  
Future focus 

1. We want to achieve the best outcomes for patients through integrated care, and 
so health professional regulation needs to keep pace with how integration 
improves care and service models. How can the HPCA Act improve this? 

Comment: 

It is really important that the process does not become mediatised. Patients 
seek care from a variety of health professionals and if one profession would 
dominate then this would not be in the best interest of the patient. Integration 
must mean co-operation and respect within a multidisciplinary team. It cannot 
work if one profession e.g. medical doctors are in charge. The act must ensure 
that all professions retain their regulatory bodies, however, sharing 
administrative staff could be a good cost saver. 

 

2. How can the HPCA Act be used to promote a more flexible workforce to meet 
emerging challenges faced by the health system? 

Comment: 

The HPCA act has been doing an effective job of keeping registered 
professions regulated through their individual professional regulatory bodies. 
This should not change.  

 

3. How can the HPCA Act promote education and training that has a wider focus, 
such as effective ways of working in teams, improved communication skills and 
support for consumers’ self-management? 
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HPCA act like it is has ensured that regulatory bodies for a variety of health 
professionals are able to get on with their job. It is NOT the act that promotes 
education etc it is the regulatory body and each professions knows best what is 
appropriate for their consumer context. 

 

4. Is there scope for the HPCA Act to better address the standardisation of codes of 
conduct, ethics and common learning across health professions? 

 Yes 

 No 

 Not sure 

Comment: 

The regulatory authorities have done a good job so far. What is the actual 
reason for this question? 

 

5. Do we have the right balance between broad scopes of practice and sufficient 
providing information to inform people about what they can expect from a health 
practitioner? 

 Yes 

 No 

 Not sure 

Comment: 

This has been clear, not only from HPCA or the professional regulatory 
authorities but also via the Health and Disability Commissioners information, 
code of rights etc. 

 

6. Could/should RAs have a mandated role in health professionals’ pastoral care? If 
so, how can they carry this out? 

 Yes 

 No 

 Not sure 

Comment: 
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No, RA’s are the regulatory bodies, the professional bodies e.g. colleges can 
do that 

 

Consumer focus 

7. Does the HPCA Act keep the public safe, involve consumers appropriately in 
decision-making and assist in keeping the public informed? 

 Yes 

 No 

 Not sure 

Comment: 

      

 

8. Is information from RAs readily available, particularly as it relates to 
practitioners and the transparency of complaints and complaint processes? If so, 
is this information made good use of by the public? 

 Yes 

 No 

 Not sure 

Comment: 

I have found this to be readily available in particular with the midwifery and 
osteopath RA’s. The Medical Council was the worst! 

 

9. Do we have the right balance of laypeople to health professionals on RA boards? 

 Yes 

 No 

 Not sure 

Comment: 
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I am not sure about all of the RA’s. But the once I am interested in certainly 
have. Again the medical council falls short in this area. 

 

10. Should New Zealand consider introducing consumer forums, where the public 
can communicate with RAs on matters that concern them, as in the UK? 

 Yes 

 No 

 Not sure 

Comment: 

I thought in some respect this is already happening. All consumers can contact 
any RA and discuss their matter of concern. So not sure why this question is 
being ask. 

 

Safety focus 

11. Do we currently make the best use of legislation to keep the public safe from 
harm when accessing health and disability services? 

 Yes 

 No 

 Not sure 

Comment: 

The Health and Disability Commissioner Service is great, transparent and easy 
accessible. I am not sure why HPCA suddenly has to duplicate some of the 
work? I thought it was about cost saving matters 

 

12. Can we make better use of other legislation or employer-based risk management 
systems and reduce reliance on statutory regulation? 

 Yes 

 No 

 Not sure 

Comment: 
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13. What more needs to be done to address gaps or overlaps in legislation that could 
improve the overall quality and safety of services? 

Comment: 

There is no gap 

 

14. Is the HPCA Act clear about the level of risk that needs to be regulated by statute? 
If not, what would help to improve the match between level of risk and level of 
regulation? 

 Yes 

 No 

 Not sure 

Comment: 

      

 

15. Do you have any suggestions how those in sole practice can better manage risks 
related to their clinical practice? 

Comment: 



8 2012 Review of the Health Practitioners Competence Assurance Act 2003 

Sole practice does not mean practising in isolation and therefore risk increase. 
The Practitioner especially in a rural setting is still only a phone call away from 
networking/referral and also belongs to a professional body for support. In 
terms of risk management if the individual RA functions well then practitioners 
have to recertify with professional requirements e.g. keep a portfolio, collect 
professionals points, write professional reflections, have an annual or bi-annual 
practice review in order to gain an APC  

 

16. In the case of groups of practitioners that might be considered high risk, would it 
be useful for a risk-profiling approach to be applied by RAs? 

 Yes 

 No 

 Not sure 

Comment: 

      

 

Cost effectiveness focus 

17. What role do RAs play in considering the cost impacts of their decisions and the 
cost benefits of regulation? 

Comment: 

Totally involved. Compared to the medical council RA who has huge 
overheads, knowledge in this area can be gleaned from the smaller RA’s that 
have operated efficiently with a smaller budget 

 

18. Should the HPCA Act define harm or serious harm? 

 Yes 

 No 

 Not sure 

Comment: 
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Not their business 

 

19. Is HPCA Act clear about the level of risk that needs to be regulated by statute? If 
not, what would help to improve the match between level of risk and level of 
regulation? 

 Yes 

 No 

 Not sure 

Comment: 

      

 

20. Is the right set of regulatory options being applied to manage the risk of harm to 
the public that different health professions might pose? 

 Yes 

 No 

 Not sure 

Comment: 

Well done by most RA’s. Might have to revisit the medical council 

 

21. Could the way RAs administer their functions be improved? 

 Yes 

 No 

 Not sure 

Comment: 
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Most work very well 

 

22. Should RAs be required to consult more broadly with relevant stakeholders? 

 Yes 

 No 

 Not sure 

Comment: 

Most already do this well 

 

23. Should the number of regulatory boards be reduced, as in the UK? 

 Yes 

 No 

 Not sure 

Comment: 

Absolutely not, we are not the UK! Being able to regulate each its own 
profession ensures that consumer risk is minimised. 

 

24. What is the ideal size of RA boards? 

Comment: 

Have a look at Midwifery Council, that seems to be about the right size 

 

25. Are there other issues you would like to raise? 
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Comment: 

I think for consumer safety it is crucial that RA’s are retained. Each profession 
is unique and knows best what their regulatory requirements are to minimise 
risk. If one RA administers many smaller RA the essential regulatory 
requirements will not be understood and one profession will start to dominate, 
especially if they have more members.  
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Questions  

Future focus 

1. We want to achieve the best outcomes for patients through integrated care, 
and so health professional regulation needs to keep pace with how integration 
improves care and service models. How can the HPCA Act improve this? 

Comment: 

      
 

 

2. How can the HPCA Act be used to promote a more flexible workforce to meet 
emerging challenges faced by the health system? 



Comment: 

      
 

 

3. How can the HPCA Act promote education and training that has a wider 
focus, such as effective ways of working in teams, improved communication skills 
and support for consumers’ self-management? 

0 Yes 

0 No 

0 Not sure 

Comment: 

      
 

 

4. Is there scope for the HPCA Act to better address the standardisation of 
codes of conduct, ethics and common learning across health professions? 

0 Yes 

0 No 

0 Not sure 

Comment: 

      
 

 

5. Do we have the right balance between broad scopes of practice and sufficient 
providing information to inform people about what they can expect from a health 
practitioner? 

0 Yes 

0 No 

0 Not sure 

Comment: 



      
 

 

6. Could/should RAs have a mandated role in health professionals’ pastoral 
care? If so, how can they carry this out? 

0 Yes 

0 No 

0 Not sure 

Comment: 

      
 

 

Consumer focus 

7. Does the HPCA Act keep the public safe, involve consumers appropriately in 
decision-making and assist in keeping the public informed? 

0 Yes 

0 No 

0 Not sure 

Comment: 

      
 

 

8. Is information from RAs readily available, particularly as it relates to 
practitioners and the transparency of complaints and complaint processes? If so, is 
this information made good use of by the public? 

0 Yes 

0 No 

0 Not sure 

Comment: 



      
 

 

9. Do we have the right balance of laypeople to health professionals on RA 
boards? 

0 Yes 

0 No 

0 Not sure 

Comment: 

      
 

 

10. Should New Zealand consider introducing consumer forums, where the public 
can communicate with RAs on matters that concern them, as in the UK? 

0 Yes 

0 No 

0 Not sure 

Comment: 

      
 

 

Safety focus 

11. Do we currently make the best use of legislation to keep the public safe from 
harm when accessing health and disability services? 

0 Yes 

0 No 

0 Not sure 

Comment: 

      
 



 

12. Can we make better use of other legislation or employer-based risk 
management systems and reduce reliance on statutory regulation? 

0 Yes 

0 No 

0 Not sure 

Comment: 

      
 

 

13. What more needs to be done to address gaps or overlaps in legislation that 
could improve the overall quality and safety of services? 

Comment: 

      
 

 

14. Is the HPCA Act clear about the level of risk that needs to be regulated by 
statute? If not, what would help to improve the match between level of risk and level 
of regulation? 

0 Yes 

0 No 

0 Not sure 

Comment: 

      
 

 

15. Do you have any suggestions how those in sole practice can better manage 
risks related to their clinical practice? 

Comment: 



      
 

 

16. In the case of groups of practitioners that might be considered high risk, would 
it be useful for a risk-profiling approach to be applied by RAs? 

0 Yes 

0 No 

0 Not sure 

Comment: 

      
 

 

Cost effectiveness focus 

17. What role do RAs play in considering the cost impacts of their decisions and 
the cost benefits of regulation? 

Comment: 

      
 

 

18. Should the HPCA Act define harm or serious harm? 

1 Yes 

0 No 

0 Not sure 

Comment: 

      
 

 

19. Is HPCA Act clear about the level of risk that needs to be regulated by 
statute? If not, what would help to improve the match between level of risk and level 
of regulation? 



0 Yes 

0 No 

0 Not sure 

Comment: 

      
 

 

20. Is the right set of regulatory options being applied to manage the risk of harm 
to the public that different health professions might pose? 

0 Yes 

1 No 

0 Not sure 

Comment: 

      
 

 

21. Could the way RAs administer their functions be improved? 

1 Yes 

0 No 

0 Not sure 

Comment: 

      
 

 

22. Should RAs be required to consult more broadly with relevant stakeholders? 

0 Yes 

0 No 

0 Not sure 



Comment: 

      
 

 

23. Should the number of regulatory boards be reduced, as in the UK? 

1 Yes 

0 No 

0 Not sure 

Comment: 

     Dispensing Opticians do not need a regulatory board as there is no risk of 
harm to the public from the work they do. Their work is adequately covered by 
consumer guarantees. 

 

24. What is the ideal size of RA boards? 

Comment: 

      
 

 

25. Are there other issues you would like to raise? 

Comment: 

     Dispensing Opticians are not health professionals and they have no need to 
be regulated by the HPCA. This board is an unnecessary expense and has no 
function in protecting the public from harm.  
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Your submission may be requested under the Official Information Act 1982. If this
happens, the Ministry of Health will release your submission to the person who

requested it. However, if you are an individual as opposed to an organisation, the
Ministry will remove your personal details from the submission if you check the

following box:

I do not give permission for my personal details to be released under the

Official Information Act 1982.

I do not give permission for my name to be listed in the published summary
of submissions.

Questions

Future focus

1. We want to achieve the best outcomes for patients through integrated care, and
so health professional regulation needs to keep pace with how integration

improves care and service models. How can the HPCA Act improve this?

Comment:

A central overarching administrative body to support individual RA’s may be

appropriate to promote cost effective integrated care for patients, for example

to collate statistics in order to identify gaps in the health workforce, liaise with

employers, educators and professional associations, provide general

information to the public. However to ensure patient safety and best practice it

is essential that health practitioners maintain the rigour and integrity of their

specific profession.

The suggestion that integrated care will be supported via out-patient services

by the community, primary and secondary clinicians; and that health

practitioners will increasingly be required to work in a range of new types of

clinical settings requiring a broader range of knowledge, skills and commonality

across health professions, is concerning. This flies in the face of safe practice,

and could be potentially dangerous. Furthermore, there is a danger that the

level of professional rigour and consequently the health and safety of the public

may be lost or seriously impeded if a profession is diluted with a ‘one size fits

all’ mentality. It is also unclear how practitioners will obtain this broader range

of knowledge and skills.

In recent years there has been a move to more specialised care which is

reflected in current educational programmes. The cost of education continues

to rise rapidly and education for some health professions typically takes several

years before graduation and incurs additional costs. It then takes several more

years for graduates to integrate their knowledge and skills. It seems that in

order to achieve the proposed ‘future focus’ the options will be to re-structure

all educational programmes, or to expect practitioners to embark on additional

education. Both of these options will be very costly.

In order to achieve the best outcomes for patients, integrated care will need to

ensure maintenance of professional rigour and integrity.
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2. How can the HPCA Act be used to promote a more flexible workforce to meet
emerging challenges faced by the health system?

Comment:

This may be possible by identifying professions where there is an overlap of

specific skills, however, again caution needs to be exercised to ensure any

practitioner providing comparable treatment is fully competent to do so. In

order to ensure this, there would need to be a thorough formal assessment of

comparability. This is likely to require changes to educational programmes, see

previous comment about costs. There will also need to be on-going monitoring

of competence via professional development and recertification.

3. How can the HPCA Act promote education and training that has a wider focus,
such as effective ways of working in teams, improved communication skills and

support for consumers’ self-management?

Yes

No

Not sure

Comment:

This may be done through consultation with Educators and Qualification

Boards. Again caution needs to be exercised as there is the danger that this

could result in the dilution of knowledge and skills, with programmes being

required to produce ‘jacks-of-all-trade’ rather than specialist education to

ensure clinical competence. This move would not support the primary focus of

the HPCA Act to ensure the health and safety of the public.

Most DHB’s already operate within a multi-disciplinary or consult liaison model

which promotes a team approach. This can be effective for patients; however,

it does not necessarily promote or expect specialist professions to work outside

of their specific area of expertise or knowledge and skills. While the proposed

model of working may have some benefits, for example enabling staff

development, it does come with a financial cost which would be difficult to be

borne by smaller providers.

NB while some health professions work exclusively or inclusively within a multi-

disciplinary or consult liaison model there are other health professions that do

not, with many practitioners working in sole practice. These professions are

typically within the area of mental health such as psychotherapy which relies

on an exclusive relationship between practitioner and patient rather than a

wider team focus.

Improving inter-professional communication and collaboration in relation to

spoken and written communications and handover of patient care is an

important aspect to promote, however this will need to take into consideration

privacy issues.
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4. Is there scope for the HPCA Act to better address the standardisation of codes of
conduct, ethics and common learning across health professions?

Yes

No

X Not sure

Comment:

This may be possible in some areas, for example codes of conduct and ethical

practice. Broad clinical codes may also be standardised, however clinical

competencies need to be appropriate for each specific profession and must

be maintained.

5. Do we have the right balance between broad scopes of practice and sufficient
providing information to inform people about what they can expect from a health

practitioner?

X Yes

No

Not sure

Comment:
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While we support in principle broad scopes of practice we believe this must be

balanced with ensuring people registered in that scope fully meet the specificity

of it, and that stakeholders and the public have clear information as to what

they can expect from a practitioner registered in a particular scope of practice.

The current Act is very clear in its determination to ensure the health and

safety of the public by ensuring health practitioners are competent and fit to

practice. It therefore follows that the public must be assured as far as possible

that the practitioner assisting them is able to provide appropriate treatment, as

well as knowing when to consult and when to refer.

People accessing health services are often very vulnerable and frequently in a

distressed state, in order to reduce this vulnerability more education as to who

is the most appropriate practitioner to consult will go some-way toward this.

This is an area that requires further promotion, and funding from the

Government would aid the necessary level of promotion.

An area we believe needs further consideration is the confusion or potential to

misinterpret the ‘protection of title’ clause that is a requirement of the current

Act. Within this, it is stipulated that an ‘unqualified person must not claim to be

a health practitioner, or hold oneself out to be a health professional of a

particular kind unless that person holds a current practising certificate as a

health practitioner of that kind’. In our profession we have encountered a

number of situations where this is blatantly being ignored or circumvented by

people not using the ‘protected title’ but are clearly conveying to some sections

of the public that they are providing a particular service, and are therefore

holding themselves out to be a ‘health practitioner of a particular kind’. We

believe that in order for this clause to be effective, wherever people are found

to be blatantly contravening this regulation, they are prosecuted. At present this

does not appear to be happening and therefore there is no deterrent for people

to desist from this practice.

We would like to see more prominence given to the ‘holding oneself out’ clause

to ensure the safety of the public is better protected. Alternatively, this could be

further defined; for example “Persons offering a service that is a registered

profession under the HPCA Act, and who are not a registered health

practitioner, will be contravening the law and subject to prosecution. This will

include any situation where it would be reasonable for a member of the public

to believe they are accessing a registered health practitioner for the treatment

or purposes they are requiring.”

6. Could/should RAs have a mandated role in health professionals’ pastoral care? If
so, how can they carry this out?

X Yes

No

Not sure

Comment:
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We believe pastoral care is essential to good practice. RA’s could have a

pivotal role in ensuring this by developing policy that supports and mandates

pastoral care. Many health professions need to manage distressing situations.

For some professions this is a frequent occurrence and includes such

experiences as attending to severely unwell and/or dying people, including

children, people who are feeling hopeless and suicidal, supporting distressed

families, etc. This in turn has the potential to result in vicarious traumatisation

of the practitioner affecting their psychological and emotional wellbeing

impacting on their personal life, causing them to doubt their capabilities leading

to professional burnout.

We would like to see a mandatory requirement for health practitioners in such

professions to have regular pastoral supervision of their clinical practice with an

experienced clinician of the same profession, or an appropriate person who

has in-depth knowledge and experience of that profession. We see this as a

preventative measure and a way to ensure a healthier workforce that is a cost

effective.

We would also like to see the provision of pastoral support for practitioners

going through difficult situations such as a complaints process which can be a

harrowing and debilitating process for any practitioner. We believe that this

support needs to be an expected process for all practitioners to ensure they

are, and feel they are, supported throughout the process, enabling them to

maintain their dignity without feeling incompetent and undermined. We do not

however, necessarily see this as a primary role for the RA as it has the

potential to blur boundaries and compromise the relationship between the

practitioner and the RA. We would suggest the promotion of Professional

Associations or Governing Bodies taking up this role.

Consumer focus

7. Does the HPCA Act keep the public safe, involve consumers appropriately in

decision-making and assist in keeping the public informed?

Yes

No

X Not sure

Comment:
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There are good mechanisms included in the HPCA Act that go some way

toward protecting the health and safety of the public, such as ensuring that

each RA is made up of people with specific knowledge of that profession and

lay people who bring the consumer perspective. The role of lay people is

crucial to the make-up of each RA and is essential to be maintained.

The idea of involving consumers in decision making is worth considering as

this may provide valuable data to inform policy and decision making. This

involvement may be best sought by public forums, rather than a formal

appointment to an RA. Both of these options will of course incur costs, however

regular public forums may be more cost effective.

With regard to public safety; see point 5 regarding scopes of practice and

ensuring people are not blatantly contravening regulations by holding

themselves out to be a practitioner.

8. Is information from RAs readily available, particularly as it relates to

practitioners and the transparency of complaints and complaint processes? If so,
is this information made good use of by the public?

Yes

No

X Not sure

Comment:

More attention can be paid to this. Information is often readily available on

websites and publications however it is typically members of the profession

that are aware of how to access information via these avenues. Members of

the public and stakeholders are likely to be less aware of this. Further

education of the public is required to address this area.

The matter of transparency of complaints needs consideration. It is indicated

that at present consumers cannot review RA decisions or find out information

using the Official Information Act 1992. That RA’s decide what information to

release to the public which is consistent with their existing legal obligations. It is

suggested that with 16 RAs this can lead to inconsistencies. We contend that it

could be possible to develop broad guidelines with regard to what information

should be made transparent. Using these guidelines information can be

submitted to a central administrative body (see point 1) to be managed at an

administrative level. We further content that RAs needs to be able to exercise

discretion and sound judgement with regard to what information is made

transparent.

9. Do we have the right balance of laypeople to health professionals on RA boards?

Yes

No

X Not sure
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Comment:

As indicated in point 7 the role of lay people is crucial to the make-up of each

RA and is essential to be maintained. The balance of lay people on our Board

2:7 works well.

10. Should New Zealand consider introducing consumer forums, where the public
can communicate with RAs on matters that concern them, as in the UK?

Yes

No

X Not sure

Comment:

See point 7.

Safety focus

11. Do we currently make the best use of legislation to keep the public safe from
harm when accessing health and disability services?

Yes

No

X Not sure

Comment:

The profession our RA is responsible for, psychotherapy, has a high

percentage of self-employed practitioners, therefore government regulation is

the primary safeguard for competent practice and public safety. Both the HPCA

Act and HDC Act are essential to inform self- employed practitioners and

ensure protection of the public.

More focus could be put into educating the public and stakeholders about

these Acts and how they can be accessed

Also see Point 5 re. ‘holding self out’ clause.

12. Can we make better use of other legislation or employer-based risk management

systems and reduce reliance on statutory regulation?

Yes
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No

X Not sure

Comment:

The HPCA Act has a particular function and mandate and as such is vital as a

guiding document for the health and safety of the public. Other legislation and

systems may be used to support the HPCA Act but statutory regulation is the

most appropriate way to provide clarity to the public. This does however

necessitate regulations being adhered to and any breeches taken seriously.

We suggest that more education of practitioners is required to ensure they are

aware that they hold ultimate responsibility for maintaining their own

competence. Some professions / practitioners rely on other systems such as

employers for this.

13. What more needs to be done to address gaps or overlaps in legislation that could

improve the overall quality and safety of services?

Comment:

Overall the legislation appears to be working. Gaps are mainly around lack of

awareness by stakeholders, public and the professions of what is covered by

legislation.

14. Is the HPCA Act clear about the level of risk that needs to be regulated by statute?

If not, what would help to improve the match between level of risk and level of
regulation?

Yes

No

X Not sure

Comment:

The HPCA Act in itself provides helpful guidelines to identify risk that needs to

be regulated by statute, however, this is at times unclear, necessitating legal

consultation, and would benefit from clarity. It is unlikely that there will be an

‘across the board’ level of risk, therefore individual RA’s can best monitor this

process for their specific profession by providing specific clinical, cultural and

ethical standards.

Also see point 7 re enforcing regulation.
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15. Do you have any suggestions how those in sole practice can better manage risks

related to their clinical practice?

Comment:

With some professions such as Psychotherapy and Psychology who frequently

work in a sole practice, regular and on-going professional supervision of clinical

practice is an expectation and should be engaged in. This is a requirement for

registered psychotherapists holding an APC. It could also be a requirement for

all practitioners/professions working in sole practice.

Practitioners working in sole practice often align themselves to professional

bodies; this needs to be encouraged as it provides collegiality and avenue to

discuss clinical practice and update knowledge. It also provides a level of

monitoring.

16. In the case of groups of practitioners that might be considered high risk, would it

be useful for a risk-profiling approach to be applied by RAs?

X Yes

No

Not sure

Comment:

Yes, see point 6

Cost effectiveness focus

17. What role do RAs play in considering the cost impacts of their decisions and the

cost benefits of regulation?

Comment:
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This is something that needs to be consistently kept in mind by RA’s in relation

to their particular profession, including the size of that profession. Clearly there

is a wide range of salary parameters between professions and each RA needs

to be cognisant of this when setting APC fees, cost of educational

programmes, requirements for recertification and RA personal expenses.

A prime cost benefit of regulation is in the profiling of that profession. For some

professions this has resulted in broader employment opportunities, for example

within DHB’s. Profiling also has costs benefits for sole practitioners as the

public are able to verify the practitioner is a registered health practitioner who

has met the professional requirements and clinical standards of that

profession. Furthermore, that the practitioner is answerable to an Authority that

has mechanisms for addressing and assisting with complaints if they should

arise. More engagement between RA’s, stakeholders and the public will further

promote this professional profiling.

18. Should the HPCA Act define harm or serious harm?

X Yes

No

Not sure

Comment:

Some clearer guidelines will be useful as these are subjective terms that can

be open to interpretation. Individual RAs can develop these as appropriate to

the profession they are responsible for. The five restricted activities identified

under the HPCA Act are sound, as are the guidelines established by the

Medical Council, these can be used as guiding documents.

19. Is HPCA Act clear about the level of risk that needs to be regulated by statute? If

not, what would help to improve the match between level of risk and level of
regulation?

X Yes

No

Not sure

Comment:

It is difficult to provide absolute regulation for this. There needs to be a balance

of risk management guidelines and practitioner professional judgement and

clinical competence. Guidelines around risk management can be provided for

clinicians by way of competencies however, these can only be guidelines to

inform the clinician’s professional judgement.



2012 Review of the Health Practitioners Competence Assurance Act 2003 13

20. Is the right set of regulatory options being applied to manage the risk of harm to
the public that different health professions might pose?

Yes

No

X Not sure

Comment:

An overall set of regulatory guidelines are useful in a broad context. As

identified, risk of harm is likely to pose more risk in different professions

requiring different knowledge and management. This comes back to

practitioner knowledge, experience and professional development.

21. Could the way RAs administer their functions be improved?

Yes

No

X Not sure

Comment:

From our experience we believe that RA’s in general administer their functions

in an appropriate, timely and professional manner, keeping a good balance of

the primary function of the HPCA Act to protect the health and safety of public

while providing support and guidance for the profession they are responsible

for.

22. Should RAs be required to consult more broadly with relevant stakeholders?

X Yes

No

Not sure

Comment:

This would be helpful for both the profession and the public. Consultation can

be an added expense for the RA and consequently the profession, so needs to

be weighed up in terms of cost effectiveness. It is though necessary and needs

to be actively entered into.

23. Should the number of regulatory boards be reduced, as in the UK?

Yes

X No
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Not sure

Comment:

No, there does not appear to be any clear evidence from the UK as to the

benefit of this to the public and the profession.

24. What is the ideal size of RA boards?

Comment:

This will depend on a number of things such as the number of practitioners the

RA has responsibility for, the level of complexity and risk associated with the

profession in terms of public confidence and safety, number of complaints and

competence reviews.

It is also important that RA members do not become overly burdened with

operational tasks. As such it is important that the size of the RA reflects the

profession. If there are too many members this may result in some people

without a specific role which is costly and unproductive. Too few members can

result in lack of breadth in knowledge and skills resulting in narrow thinking.

Our RA comprises of nine members, five from the profession, two lay people,

one registrar and one registration officer, this works well for our profession.

25. Are there other issues you would like to raise?

Comment:
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We wish to convey our ascertain that overall the current Act is working well

although there is room for tightening up in some areas, e.g. enforcement of the

Act; clarification of subjective terms that may be open to interpretation;

education and promotion of the Act to the public.

We acknowledge that some administrative tasks may be able to be streamlined

across the RA’s resulting in more cost effective integrated care for patients, but

we believe the overarching premise of the HPCA Act, to protect the health and

safety of the public, must be preserved, and ask that this is kept at the forefront

of any decision making.

We would like to see mechanisms for direct links and personal communication

maintained. This needs to be with a person who understands the particular

profession they are communicating about i.e. a Registrar dedicated to that

particular profession. This is necessary for both the practitioner and the public.

People requiring assistance need to be able to speak with someone who is

able to help them in an informed way.

The idea that health professionals work outside their professional context and

that professional clinical knowledge and skills can be employed across

professions has the potential to dilute patient care and result in risk to the

patient. We would like this to be carefully thought about before any move

toward this level of cross-over care is considered.

The amendment Bill to the Medicines Act to streamline the prescribing of

medication framework may make it more responsive to innovation practice, i.e.

more health practitioners will be given prescribing rights within the scope of

practice for consumers in their care, and may be appropriate for some

professions. However, we believe careful consideration is needed before

promoting this level of cross-over care as a broadly accepted model for patient

care.

As identified within our submission any changes to the profile of clinicians will

require changes to training and education programmes. Without doubt this will

incur significant costs that will be borne by students and the taxpayer, and will

impact on educational providers. Similarly, current clinicians, including recent

graduates, are likely to need to engage in further study resulting in additional

costs, many of whom will still be paying off their original student loan/s.



 

How to have your say 
You are invited to submit feedback on the information set out in this document. In 
particular, it would be helpful to receive your responses to all or any of the specific 
questions included at the end of each section and gathered together at the end.  
 
You can download and email the submission form to: 
 
info@healthworkforce.govt.nz  
 
or post your submission to: 

HPCA Submissions 
Health Workforce New Zealand 
National Health Board, Ministry of Health 
PO Box 5013 
WELLINGTON 6145 

 
You can also download this document and other information including dates and 
venues for the regional public meetings from http://hpcaactreview.hiirc.org.nz. 
 

The closing date for submissions is Friday 26 October 2012. 

 

mailto:info@healthworkforce.govt.nz
http://hpcaactreview.hiirc.org.nz/
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Submitter’s details 
You do not have to answer all the questions or provide personal information if you do 
not want to. 
 

This submission was 
completed by: (name) 

Sally Dobbs 

Address: (street/box number) C/- School of Nursing 

 (town/city) Private Bag 90114 Invercargill 

Email: sally.dobbs@sit.ac.nz 

Organisation (if applicable): School of Nursing Southern Institute of Technology 

Position (if applicable): Academic Relationship Leader 

 
Are you submitting this as: 
(Tick one box only in this section) 
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 other (please specify) ...................................................................................................  
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(You may tick as many boxes as apply) 

 Consumer  Family/whānau 

 Academic/research  Māori 

 Pacific  District health board 

 Education/training  Local government 
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All submissions will be acknowledged by the Ministry of Health and a summary of 
submissions will be sent to all those who request a copy. The summary will include the 
names of all those who made a submission, unless individuals request that their names 
not be published.  
 
Do you wish to receive a copy of the summary of submissions? 

 Yes 

 No 
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Your submission may be requested under the Official Information Act 1982. If this 
happens, the Ministry of Health will release your submission to the person who 
requested it. However, if you are an individual as opposed to an organisation, the 
Ministry will remove your personal details from the submission if you check the 
following box: 

 I do not give permission for my personal details to be released under the 
Official Information Act 1982. 

 I do not give permission for my name to be listed in the published summary 
of submissions. 

 

Questions  
Future focus 

1. We want to achieve the best outcomes for patients through integrated care, and 
so health professional regulation needs to keep pace with how integration 
improves care and service models. How can the HPCA Act improve this? 

Comment: 

Unregulated professionals need to be registered eg students, paramedics, 
HCAs and pharmacy. 

 

2. How can the HPCA Act be used to promote a more flexible workforce to meet 
emerging challenges faced by the health system? 

Comment: 

Greater regulation of currently unregulated healthcare providers. 
Students to be regulated. (The recent incident of the medical student in 
Auckland highlights the need to be vigilant with students) 

 

3. How can the HPCA Act promote education and training that has a wider focus, 
such as effective ways of working in teams, improved communication skills and 
support for consumers’ self-management? 
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 Yes 

 No 

 Not sure 

Comment: 

Interprofessionals education of core skills eg communication. 
Language should be understandable. 

 

4.  Is there scope for the HPCA Act to better address the standardisation of codes of 
conduct, ethics and common learning across health professions? 

 Yes 

 No 

 Not sure 

Comment: 

Greater collaborative networking. 

 

5. Do we have the right balance between broad scopes of practice and sufficient 
providing information to inform people about what they can expect from a health 
practitioner? 

 Yes 

 No 

 Not sure 

Comment: 

Job titles eg CNS p.10 
Ambiguity of scopes p. 1 

 

6. Could/should RAs have a mandated role in health professionals’ pastoral care? If 
so, how can they carry this out? 

 Yes 
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 No 

 Not sure 

Comment: 

Employer should be the first line of contact and use agencies such as EAP 
There should be delineation between Discipline/Pastoral roles as there is 
potential for conflict of interest. 
Protect the public should be the prime consideration. 

 

Consumer focus 

7. Does the HPCA Act keep the public safe, involve consumers appropriately in 
decision-making and assist in keeping the public informed? 

 Yes 

 No 

 Not sure 

Comment: 

Open to interpretation 
Students need to be incorporated into the RAs 

 

8. Is information from RAs readily available, particularly as it relates to 
practitioners and the transparency of complaints and complaint processes? If so, 
is this information made good use of by the public? 

 Yes 

 No 

 Not sure 

Comment: 

Needs to be clearer for the public to understand.. 
Greater transparency in information. 
 Consider the “Rights” – HDC Act. 
Greater  collaboration of HPCA and HDC. 

 

9. Do we have the right balance of laypeople to health professionals on RA boards? 

 Yes 

 No 
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 Not sure 

Comment: 

There needs to be better representation of the general public – gender, age, 
ethnicity. 
Possibly incorporate an non-New Zealander. 
Greater transparency. 

 

10. Should New Zealand consider introducing consumer forums, where the public 
can communicate with RAs on matters that concern them, as in the UK? 

 Yes 

 No 

 Not sure 

Comment: 

Improves transparency. 

 

Safety focus 

11. Do we currently make the best use of legislation to keep the public safe from 
harm when accessing health and disability services? 

 Yes 

 No 

 Not sure 

Comment: 

Too many unregulated health workers eg homeopathy. 
Bringing together HDC and HPCA 

 

12. Can we make better use of other legislation or employer-based risk management 
systems and reduce reliance on statutory regulation? 

 Yes 

 No 

 Not sure 
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Comment: 

Working hours regulation as in the EEC – too many health professionals work 
double shifts with minimum breaks between shifts. Greater integration of HDC. 

 

13. What more needs to be done to address gaps or overlaps in legislation that could 
improve the overall quality and safety of services? 

Comment: 

As above. 

 

14. Is the HPCA Act clear about the level of risk that needs to be regulated by statute? 
If not, what would help to improve the match between level of risk and level of 
regulation? 

 Yes 

 No 

 Not sure 

Comment: 

What is meant by ‘risk’? 
Danger of being too risk adverse, that you won’t do anything. 

 

15. Do you have any suggestions how those in sole practice can better manage risks 
related to their clinical practice? 

Comment: 
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Sole practitioners should not happen – the Shipman case was a valuable 
lesson to practitioners in UK. With greater interprofessional collaboration this 
would reduce the opportunities for sole works. 
 

 

16. In the case of groups of practitioners that might be considered high risk, would it 
be useful for a risk-profiling approach to be applied by RAs? 

 Yes 

 No 

 Not sure 

Comment: 

Protection of professionals 

 

Cost effectiveness focus 

17. What role do RAs play in considering the cost impacts of their decisions and the 
cost benefits of regulation? 

Comment: 

RAs obtain significant funding from audits. 
How would the public know?! 

 

18.  Should the HPCA Act define harm or serious harm? 

 Yes 

 No 

 Not sure 

Comment: 
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19. Is HPCA Act clear about the level of risk that needs to be regulated by statute? If 
not, what would help to improve the match between level of risk and level of 
regulation? 

 Yes 

 No 

 Not sure 

Comment: 

Unregulated workers and  students. 

 

20. Is the right set of regulatory options being applied to manage the risk of harm to 
the public that different health professions might pose? 

 Yes 

 No 

 Not sure 

Comment: 

Harm and risk not defined. 
Human Rights Act – discriminate. 

 

21. Could the way RAs administer their functions be improved? 

 Yes 

 No 

 Not sure 

Comment: 
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Improved communication. 

 

22. Should RAs be required to consult more broadly with relevant stakeholders? 

 Yes 

 No 

 Not sure 

Comment: 

      

 

23. Should the number of regulatory boards be reduced, as in the UK? 

 Yes 

 No 

 Not sure 

Comment: 

Correct representation is the key. 

 

24. What is the ideal size of RA boards? 

Comment: 

Anything that reduces nepotism. 

 

25. Are there other issues you would like to raise? 
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Comment: 

Students to be registered and scope of practice defined. 
Audit of RAs. 
Reduce nepotism. 
Greater embracement of diversity. 

 



 

Submitter’s details 
You do not have to answer all the questions or provide personal information if you do 
not want to. 
 

This submission was 
completed by: (name) 

Siobhan Molloy 

Address: (street/box number) Level 9, 85 The Terrace 

 (town/city) WELLINGTON 6011 

Email: Siobhan@nzaot.com  

Organisation (if applicable): New Zealand Association of Occupational Therapists 
/ Whakaora Ngangahau Aotearoa 

Position (if applicable): Executive Director 
 
Are you submitting this as: 
(Tick one box only in this section) 

 on behalf of a group or organisation 
 
Please indicate which sector(s) your submission represents 

 Professional association  
 
About NZAOT: 
 
The New Zealand Association of Occupational Therapists / Whakaora Ngangahau Aotearoa 
(Inc) as the professional association has been supporting and representing occupational 
therapists/ nga kaiwhakaora ngangahau since 1949. 
 
The NZAOT vision is that the association as the touchstone for occupational therapy/ whakaora 
ngangahau in Aotearoa New Zealand; empowering individuals, whānau, organisations and 
communities to achieve health and wellbeing through occupation.  Our mission is, championing 
the profession of occupational therapy / whakaora ngangahau.  
 
Occupational Therapy / Whakaora Ngangahau is “a client-centred health profession concerned 
with promoting health and well-being through occupation.  The primary goal of occupational 
therapy [whakaora ngangahau] is to enable people to participate in the activities of everyday 
life. Occupational therapists [nga kaiwhakaora ngangahau] achieve this by working with people 
and communities to enhance their ability to engage in the occupations they want to, need to, or 
are expected to do, or by modifying the occupation or the environment to better support their 
occupational therapy engagement (WFOT, 2012). 
 
Occupations “are groups of activities and tasks of everyday life, named, organised, and given 
value and meaning by individuals and a culture: occupation is everything people do to occupy 
themselves, including looking after themselves (self care), enjoying life (leisure), and 
contributing to the social and economic fabric of their communities (productivity); [they are] the 
domain of concern and therapeutic medium of occupational therapy” (Townsend & Polatajko, 
2007, p. 369). 

mailto:Siobhan@nzaot.com
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Townsend, E.A., & Polatajko, H.J. (2007). Enabling occupation II: Advancing an occupational 

therapy vision for health, well-being, & justice through occupation. Ottawa, ON: CAOT. 
 
World Federation of Occupational Therapy. (2012). Definition of occupational therapy. Retrieved 

from: 
http://www.wfot.org/AboutUs/AboutOccupationalTherapy/DefinitionofOccupationalThera
py.aspx 

 
 
Do you wish to receive a copy of the summary of submissions? 

 Yes 

 

The New Zealand Association of Occupational Therapists / Whakaora Ngangahau 
welcomes the opportunity to comment on the 2012 review of the Health Practitioners 
Competence Assurance Act 2003 
 

Questions  
Future focus 

1. We want to achieve the best outcomes for patients through integrated care, and 
so health professional regulation needs to keep pace with how integration 
improves care and service models. How can the HPCA Act improve this? 

Comment: 

There appears to be an underlying assumption that the Act may somehow be 
impeding integrated care? 
 
NZAOT believes there are barriers to integrated care but the Act is not one of 
these. 
 
NZAOT believes that the current scope of practice and the education for an 
occupational therapist is sufficiently broad and supports working to together. 
 
NZAOT recently published their position on interprofessional education and 
collaborative practice (2012) which states that NZAOT supports the World 
Health Organisation's call for interprofessional education and collaborative 
practice and advocates for occupational therapists/nga kaiwhakaora ngangahau 
to be leaders and integral members of interprofessional collaborative models of 
care. 

Ref: 
http://www.nzaot.com/downloads/contribute/NZAOTInterprofessionalEducation
andCollaborativePracticeMarch2012.pdf  

 

http://www.nzaot.com/downloads/contribute/NZAOTInterprofessionalEducationandCollaborativePracticeMarch2012.pdf
http://www.nzaot.com/downloads/contribute/NZAOTInterprofessionalEducationandCollaborativePracticeMarch2012.pdf
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2. How can the HPCA Act be used to promote a more flexible workforce to meet 
emerging challenges faced by the health system? 

Comment: 

NZAOT believes that while it is important to ensure legislation does not 
interfere with the workforce, the priority in this Act is to protect the public and 
there is a potential conflict of interest if the Act attempts to water down its 
obligations to protect the public.  We would also be concerned at a reduction in 
consumer confidence. 
Ensure gazetted scopes of practice are sufficiently broad to be flexible. 

 

3. How can the HPCA Act promote education and training that has a wider focus, 
such as effective ways of working in teams, improved communication skills and 
support for consumers’ self-management? 

Comment: 

Unsure if the ACT needs to prescribe core compentencies common to all 
health practitioners or if there is some other mechanism that can ensure that 
supports working in teams, improved communication skills and support for 
consumers’ self-management.  Undoubtedly these competencies are 
important. 
Health practitioner training is spread across a range of institutions, within both 
the polytechnic and university systems – if any barriers exist, it seems essential 
that institutions be encouraged to work together to support interprofessional 
learning. 

 

4. Is there scope for the HPCA Act to better address the standardisation of codes of 
conduct, ethics and common learning across health professions? 

 Yes 

Comment: 

A minimum standard code of conduct should be common across all disciplines.  
There may be the need to have some specifics for particular disciplines. 

 

5. Do we have the right balance between broad scopes of practice and sufficient 
providing information to inform people about what they can expect from a health 
practitioner? 

No Comment: 
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6. Could/should RAs have a mandated role in health professionals’ pastoral care? If 
so, how can they carry this out? 

 Not sure 

Comment: 

It is difficult to conceive of RAs providing pastoral care at the same time as 
being the authority that has the potential to decide on disciplinary actions for 
certain practitioner behaviour.  How this might be perceived and the potential 
for a conflict of interest is difficult to reconcile. 
 
On the other hand  - an arms length committee who work with individuals on a 
voluntary basis doing preventative pastoral care may provide a cheaper 
alternative than the full weight of the RA process. 
 
Associations already informally provide pastoral care though a range of 
resources – however membership is voluntarily and accessing resources such 
as special interest groups, articles, case scenario online discussions etc is of 
course at discretion of individual practitioner.  If associations were to formally 
have a role in pastoral care perhaps by referral from the RAs and/or by self 
referral, they would need financial recompense.  
 
NZAOT would want to know if there is evidence that pastoral care being done 
by RAs or by an arms length committee, does indeed improve practitioner 
behaviour?  There are naturally added costs either way which are passed onto 
the practitioner – and ultimately the employer and/or consumer. 

 

Consumer focus 

7. Does the HPCA Act keep the public safe, involve consumers appropriately in 
decision-making and assist in keeping the public informed? 

 Not sure 
 

8. Is information from RAs readily available, particularly as it relates to 
practitioners and the transparency of complaints and complaint processes? If so, 
is this information made good use of by the public? 

 Not sure 
 

9. Do we have the right balance of laypeople to health professionals on RA boards? 

 Not sure 

Comment: 
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NZAOT is unclear how people are ‘chosen’ to be appointed to RAs – the 
process does not appear very transparent. 

 

10. Should New Zealand consider introducing consumer forums, where the public 
can communicate with RAs on matters that concern them, as in the UK? 

 Not sure 

Comment: 

Perhaps making it a KPI of all RAs to collectively survey consumers (including 
complainants) might be a useful way to obtain feedback including an ongoing 
open feedback portal. 
 
NZAOT appreciates intent to ensure consumer feedback but this needs to be 
balanced with cost. 

 

Safety focus 

11. Do we currently make the best use of legislation to keep the public safe from 
harm when accessing health and disability services? 

 Not sure 
 

12. Can we make better use of other legislation or employer-based risk management 
systems and reduce reliance on statutory regulation? 

 Not sure 
 

13. What more needs to be done to address gaps or overlaps in legislation that could 
improve the overall quality and safety of services? 

No Comment: 

 

14. Is the HPCA Act clear about the level of risk that needs to be regulated by statute? 
If not, what would help to improve the match between level of risk and level of 
regulation? 

No Comment: 

 

15. Do you have any suggestions how those in sole practice can better manage risks 
related to their clinical practice? 

Comment: 
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NZAOT would prefer to consider the term ‘isolated’ practice – as it is all to do 
with systems in place to support practice and isolation even within a large DHB 
can potentially be as risky as those in sole practice. 
Suggest mandatory membership of their professional association which 
promotes best practice, provides continuing competency resources, networking 
and support.  It also ensures connection, strength and identity with own 
profession’s core philosophy and practice. 
Ensure competencies for recertification includes evidence of participation in 
their professional association events/activities such as scientific conferences, 
special interest groups and other continuing learning opportunities.  

 

16. In the case of groups of practitioners that might be considered high risk, would it 
be useful for a risk-profiling approach to be applied by RAs? 

 Not sure 
 

Cost effectiveness focus 

17. What role do RAs play in considering the cost impacts of their decisions and the 
cost benefits of regulation? 

No Comment: 

 

18. Should the HPCA Act define harm or serious harm? 

 Yes 

Comment: 

Given the historical complications of agreeing to a definition – agree a 
definition but keep them broad. 

 

19. Is HPCA Act clear about the level of risk that needs to be regulated by statute? If 
not, what would help to improve the match between level of risk and level of 
regulation? 

No Comment: 

 

20. Is the right set of regulatory options being applied to manage the risk of harm to 
the public that different health professions might pose? 

 Not sure 

Comment: 
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It is difficult to conceive that the management of the risk of harm is being 
achieved when some health professions are regulated, and others are not.  
Also those that are regulated, have the same level of regulation under the 
HPCAA  – so for example doctors and occupational therapists have the same 
strong level of regulation.   
Perhaps this topic requires further research to tease out if different levels 
should apply to different health professions. 

 

21. Could the way RAs administer their functions be improved? 

No Comment: 

 

22. Should RAs be required to consult more broadly with relevant stakeholders? 

No Comment: 

 

23. Should the number of regulatory boards be reduced, as in the UK? 

No Comment: 

 

24. What is the ideal size of RA boards? 

No Comment: 

 

25. Are there other issues you would like to raise? 

Comment: 

Agree that robust data is required to inform sector intelligence and planning.   
 
NZAOT believes it is urgent to define that data set requirement, and for the 
information to be collected, analysed and accessable in a timely manner.  

 
 



























































 

How to have your say 
You are invited to submit feedback on the information set out in this document. In 
particular, it would be helpful to receive your responses to all or any of the specific 
questions included at the end of each section and gathered together at the end.  
 
You can download and email the submission form to: 
 
info@healthworkforce.govt.nz  
 
or post your submission to: 

HPCA Submissions 
Health Workforce New Zealand 
National Health Board, Ministry of Health 
PO Box 5013 
WELLINGTON 6145 

 
You can also download this document and other information including dates and 
venues for the regional public meetings from http://hpcaactreview.hiirc.org.nz. 
 

The closing date for submissions is Friday 26 October 2012. 
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Submitter’s details 
You do not have to answer all the questions or provide personal information if you do 
not want to. 
 

This submission was 
completed by: (name) 

withheld 

Address: (street/box number)  

 (town/city)  

Email:  

Organisation (if applicable): Family Planning  

Position (if applicable):  

 
Are you submitting this as: 
(Tick one box only in this section) 

 an individual (not on behalf of an organisation) 

* on behalf of a group or organisation(s) 

 other (please specify) ...................................................................................................  
 
Please indicate which sector(s) your submission represents 
(You may tick as many boxes as apply) 

 Consumer  Family/whānau 

 Academic/research  Māori 

 Pacific  District health board 

* Education/training  Local government 

 Provider  Funder 

* Non-government organisation * Prevention/promotion 

 Professional association  Other (please specify): 
 ...............................................................  

 
All submissions will be acknowledged by the Ministry of Health and a summary of 
submissions will be sent to all those who request a copy. The summary will include the 
names of all those who made a submission, unless individuals request that their names 
not be published. A copy of all submissions received will be forwarded to the Gambling 
Commission to assist its independent consultation process. 
 
Do you wish to receive a copy of the summary of submissions? 

* Yes 

 No 
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Your submission may be requested under the Official Information Act 1982. If this 
happens, the Ministry of Health will release your submission to the person who 
requested it. However, if you are an individual as opposed to an organisation, the 
Ministry will remove your personal details from the submission if you check the 
following box: 

*         I do not give permission for my personal details to be released under the 
Official Information Act 1982. 

Questions  

Future focus 

1. We want to achieve the best outcomes for patients through integrated care, and 
so health professional regulation needs to keep pace with how integration 
improves care and service models. How can the HPCA Act improve this? 

Comment: 

The health workforce includes personnel from the non-government sector 
including nurses and doctors.  The review of the HPCA, like other areas of 
health, has failed to take non-government workforce needs and opportunities 
into account.  This needs to be addressed.  The Act could be improved by 
addressing the specific needs of the NGO sector taking into account their 
limited access to funding and resources.  Integration should not be achieved at 
the expense of a professional workforce.    

Changes in care will mean that more clinicians will be working in community 
settings. These clinicians do not see themselves as primary care workers.  The 
language and narrative of the health policy, and the HPCA needs to reflect the 
increasing presence on clinicians external to the formal health service structure 
(PHOs, DHBs etc)   

 
 

2. How can the HPCA Act be used to promote a more flexible workforce to meet 
emerging challenges faced by the health system? 

Comment: 

The health system, and supporting legislation needs to accommodate greater 
integration across RAs.  For example a midwife may work in one context within 
that scope but then should also be able to work in an NGO as a nurse.  Our 
experience is that there is inadequate communication across RAs.   
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3. How can the HPCA Act promote education and training that has a wider focus, 
such as effective ways of working in teams, improved communication skills and 
support for consumers’ self-management? 

 Yes 

 No 

 Not sure 

Comment: 

It seems a bit odd to have this level of detail about training in the HPCA. The 
HPCA should support the principle of collaboration – The Act does not seem 
the appropriate place to set our the operational components of training and 
education.  

 

4. Is there scope for the HPCA Act to better address the standardisation of codes of 
conduct, ethics and common learning across health professions? 

 Yes 

Comment: 

This depends on whether the Act is going to determine the number of, or 
threshold from establishing RAs.  Lowering the numbers of RAs will indirectly 
lead to greater standardisation across agencies.  

 

5. Do we have the right balance between broad scopes of practice and sufficient 
providing information to inform people about what they can expect from a health 
practitioner? 

 Yes 

Comment: 

N/A 

 

6. Could/should RAs have a mandated role in health professionals’ pastoral care? If 
so, how can they carry this out? 

 No 

Comment: 
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We think this is very dangerous.  Already PCC investigations are fraught with 
problems.  As an employer, we have had two staff who are under PCC 
investigations – serious issues – with no communication regarding the 
contents of the complaints. There needs to be a lot more thought about the 
role of RAs in relation to employers.  This is already blurred within investigating 
complaints via the PCC process.  This could become worse if pastoral care is 
included as well.  

 

Consumer focus 

7. Does the HPCA Act keep the public safe, involve consumers appropriately in 
decision-making and assist in keeping the public informed? 

 Not sure 

Comment: 

Employers are not sufficiently involved, informed or kept engaged in decision 
making.  See our prior comments about the PCC process.  

 

8. Is information from RAs readily available, particularly as it relates to 
practitioners and the transparency of complaints and complaint processes? If so, 
is this information made good use of by the public? 

 No 

Comment: 

See our comments re the PCC process.  One complaint took 2 years to 
resolve.  The current one has been underway 1 year and is not resolved.  
There needs to be greater employer involvement and tighter time frames. The 
process is heavily weighted to protect the clinicians privacy at the expense of 
employers and public safety.  We have no idea as an employer, about the 
contents of complaints.  The clients involved have no idea about the content of 
complaints.  

 

9. Do we have the right balance of laypeople to health professionals on RA boards? 

 Not sure 

Comment: 
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10. Should New Zealand consider introducing consumer forums, where the public 
can communicate with RAs on matters that concern them, as in the UK? 

 No 

Comment: 

This would incur high costs.   It would be better to have good information on 
line.  Money would be better spent on investing in putting more efficient 
systems in place to investigate complaints.   

 

Safety focus 

11. Do we currently make the best use of legislation to keep the public safe from 
harm when accessing health and disability services? 

 No 

Comment: 

See our previous comments about the weight given to clinical privacy versus 
the needs of employer and public safety.  

 

12. Can we make better use of other legislation or employer-based risk management 
systems and reduce reliance on statutory regulation? 

 Yes 

 No 

 Not sure 

Comment: 
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It would be good to explore this further.  Currently I would not advise a patient          
to complain to a RA alone as the response process is  too slow.  As an 
employer, if I had received the complaint, I have to respond, investigate and 
resolve a complaint promptly.  I can’t take 1 – 2 years to do it as is the case 
with the two PCC’s we have been involved with.  

 

13. What more needs to be done to address gaps or overlaps in legislation that could 
improve the overall quality and safety of services? 

Comment: 

See our comments above re timeliness.  

 

14. Is the HPCA Act clear about the level of risk that needs to be regulated by statute? 
If not, what would help to improve the match between level of risk and level of 
regulation? 

 Not sure 

Comment: 

      

 

15. Do you have any suggestions how those in sole practice can better manage risks 
related to their clinical practice? 

Comment: 
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16. In the case of groups of practitioners that might be considered high risk, would it 
be useful for a risk-profiling approach to be applied by RAs? 

 Yes 

 No 

 Not sure 

Comment: 

      

 

Cost effectiveness focus 

17. What role do RAs play in considering the cost impacts of their decisions and the 
cost benefits of regulation? 

Comment: 

      

 

18. Should the HPCA Act define harm or serious harm? 

 Yes 

 No 

 Not sure 

Comment: 
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19. Is HPCA Act clear about the level of risk that needs to be regulated by statute? If 
not, what would help to improve the match between level of risk and level of 
regulation? 

 Yes 

 No 

 Not sure 

Comment: 

      

 

20. Is the right set of regulatory options being applied to manage the risk of harm to 
the public that different health professions might pose? 

 Yes 

 No 

 Not sure 

Comment: 

      

 

21. Could the way RAs administer their functions be improved? 

 Yes 

 No 

 Not sure 

Comment: 
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22. Should RAs be required to consult more broadly with relevant stakeholders? 

 Yes 

 No 

 Not sure 

Comment: 

      

 

23. Should the number of regulatory boards be reduced, as in the UK? 

 Yes 

 No 

 Not sure 

Comment: 

      

 

24. What is the ideal size of RA boards? 

Comment: 
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25. Are there other issues you would like to raise? 

Comment: 

There needs to be more consideration about the role of employers and their 
role in relation to clinicians and RAs.  

There could be some gains made by bringing some functions of RAs together. 
Each should still maintain an oversight of the profession, but things like 
training, registration and PCC investigations could be streamlined.  There 
would be less duplication and therefore financial savings.  

 



 

How to have your say 
You are invited to submit feedback on the information set out in this document. In 
particular, it would be helpful to receive your responses to all or any of the specific 
questions included at the end of each section and gathered together at the end.  
 
You can download and email the submission form to: 
 
info@healthworkforce.govt.nz  
 
or post your submission to: 

HPCA Submissions 
Health Workforce New Zealand 
National Health Board, Ministry of Health 
PO Box 5013 
WELLINGTON 6145 

 
You can also download this document and other information including dates and 
venues for the regional public meetings from http://hpcaactreview.hiirc.org.nz. 
 

The closing date for submissions is Friday 26 October 2012. 

 

mailto:info@healthworkforce.govt.nz
http://hpcaactreview.hiirc.org.nz/
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Submitter’s details 
You do not have to answer all the questions or provide personal information if you do 
not want to. 
 

This submission was 
completed by: (name) 

Gary Lees 

Address: (street/box number) Lakes DHB      

 (town/city) Rotorua 

Email: Gary.lees@lakesdhb.govt.nz      

Organisation (if applicable): Lakes DHB 

Position (if applicable): Director of Nursing and Midwifery 

 
Are you submitting this as: 
(Tick one box only in this section) 

 an individual (not on behalf of an organisation) 

 on behalf of a group or organisation(s) 

 other (please specify) ...................................................................................................  
 
Please indicate which sector(s) your submission represents 
(You may tick as many boxes as apply) 

 Consumer  Family/whānau 

 Academic/research  Māori 

 Pacific  District health board 

 Education/training  Local government 

 Provider  Funder 

 Non-government organisation  Prevention/promotion 

 Professional association  Other (please specify): 
senior nursing 

All submissions will be acknowledged by the Ministry of Health and a summary of 
submissions will be sent to all those who request a copy. The summary will include the 
names of all those who made a submission, unless individuals request that their names 
not be published.  
 
Do you wish to receive a copy of the summary of submissions? 

 Yes 

 No 
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Your submission may be requested under the Official Information Act 1982. If this 
happens, the Ministry of Health will release your submission to the person who 
requested it. However, if you are an individual as opposed to an organisation, the 
Ministry will remove your personal details from the submission if you check the 
following box: 

 I do not give permission for my personal details to be released under the 
Official Information Act 1982. 

 I do not give permission for my name to be listed in the published summary 
of submissions. 

 

Questions  
Future focus 

1. We want to achieve the best outcomes for patients through integrated care, and 
so health professional regulation needs to keep pace with how integration 
improves care and service models. How can the HPCA Act improve this? 

Comment: 

  By five yearly review of individual professional requirements/focus, and collaboration across 
health disciplines RAs      

 

2. How can the HPCA Act be used to promote a more flexible workforce to meet 
emerging challenges faced by the health system? 

Comment: 

   HPCA should require RAs to consult with each other where there are 
obvious changes in models and cross over in scopes. 
Acknowledge and enable continuing practice for professionals already 
registered in two scopes without undue barriers, e.g. Registered Nurse also 
registered Midwife 

    

 

3. How can the HPCA Act promote education and training that has a wider focus, 
such as effective ways of working in teams, improved communication skills and 
support for consumers’ self-management? 
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 Yes 

 No 

 Not sure 

Comment: 

    HPCA encourage RAs to incorporate and maintain agreed standards for 
education around these areas in all scopes. 
 

Require training establishments to engage regularly with RAs to ensure training 
fits practice needs “fit for purpose”   

 

4. Is there scope for the HPCA Act to better address the standardisation of codes of 
conduct, ethics and common learning across health professions? 

 Yes 

 No 

 Not sure 

Comment: 

     HPCA encourage regulatory authorities take responsibility to engage with 
each other  on commonalities and present cohesive and consistent models   

 

5. Do we have the right balance between broad scopes of practice and sufficient 
providing information to inform people about what they can expect from a health 
practitioner? 

 Yes 

 No 

 Not sure 

Comment: 

     We believe so, in absence of sufficient robust evidence to the contrary on 
current scopes. 
We believe the marketing of scopes and expectations of health practitioners to 
the public could be improved 

  

 

6. Could/should RAs have a mandated role in health professionals’ pastoral care? If 
so, how can they carry this out? 

 Yes 
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 No 

 Not sure 

Comment: 

   This is the work of professional organisations, colleges  and local systems in 
employing organisations. 

RAs must retain focus on the public safety not role of advocate for individual 
practitioner in need.    

 

Consumer focus 

7. Does the HPCA Act keep the public safe, involve consumers appropriately in 
decision-making and assist in keeping the public informed? 

 Yes 

 No 

 Not sure 

Comment: 

    The act provides an adequate framework to promote public safety through 
the work of the Regulatory Authorities. 

   

 

8. Is information from RAs readily available, particularly as it relates to 
practitioners and the transparency of complaints and complaint processes? If so, 
is this information made good use of by the public? 

 Yes 

 No 

 Not sure 

Comment: 

   Need to know where to look for outcomes of disciplinary tribunals, or RA 
monitoring committees. 

HPCA should direct RAs to inform current employer of practitioners who have 
specific conditions on practice or have been censured as part of a formal 
process.    

 

9. Do we have the right balance of laypeople to health professionals on RA boards? 

 Yes 

 No 
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 Not sure 

Comment: 

      

 

10. Should New Zealand consider introducing consumer forums, where the public 
can communicate with RAs on matters that concern them, as in the UK? 

 Yes 

 No 

 Not sure 

Comment: 

    In principle yes, though this should not require increase in membership 
fees for practitioners.   

 

Safety focus 

11. Do we currently make the best use of legislation to keep the public safe from 
harm when accessing health and disability services? 

 Yes 

 No 

 Not sure 

Comment: 

      

 

12. Can we make better use of other legislation or employer-based risk management 
systems and reduce reliance on statutory regulation? 

 Yes 

 No 

 Not sure 
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Comment: 

    Organisation systems lack national model or consistency, and validated 
risk management systems.  Organisations primary focus is to be risk averse, 
and ensure public confidence and fiscal management, therefore any internal 
process will take the big picture view at the expense of any employee.   

 

13. What more needs to be done to address gaps or overlaps in legislation that could 
improve the overall quality and safety of services? 

Comment: 

      

 

14. Is the HPCA Act clear about the level of risk that needs to be regulated by statute? 
If not, what would help to improve the match between level of risk and level of 
regulation? 

 Yes 

 No 

 Not sure 

Comment: 

    Each RA defines appropriate action by it’s members, and has processes for 
review of  risk. 
Act already calls upon every HCP to report aspects of concern and notify formal 
authorities of risk to public. 

To mitigate risk, RAs have to be seen to act appropriately, on occasions this 
appears not to be robust, and onus is put back on employing organisation, 
rather than the individual.  RAs need to be more robust and not appear to 
“protect” the individual HCP rather than the public.   

 

15. Do you have any suggestions how those in sole practice can better manage risks 
related to their clinical practice? 

Comment: 
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    RAs insist all health practitioners have a professional support network, and 
provide evidence of robust audit and professional reflection    

 

16. In the case of groups of practitioners that might be considered high risk, would it 
be useful for a risk-profiling approach to be applied by RAs? 

 Yes 

 No 

 Not sure 

Comment: 

      

 

Cost effectiveness focus 

17. What role do RAs play in considering the cost impacts of their decisions and the 
cost benefits of regulation? 

Comment: 

     RAs decisions are based against a regulatory template for reasons of 
public safety, which must not be compromised. 

Minimising regulation or aggregating regulatory authorities would create such 
broad scopes that it would be difficult to track a profession’s or practitioner 
groups activity and competence.   

 

18. Should the HPCA Act define harm or serious harm? 

 Yes 

 No 

 Not sure 

Comment: 
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  HPCA could direct RAs to create a better and uniform understanding of what 
is harm or serious harm, in consultation with the new Safety and Quality Health 
Commission      

 

19. Is HPCA Act clear about the level of risk that needs to be regulated by statute? If 
not, what would help to improve the match between level of risk and level of 
regulation? 

 Yes 

 No 

 Not sure 

Comment: 

The Act does provide adequate provision for risk management as laid out in the 
section on “purposes” of the act.  However there may need to be stronger 
direction to regulatory authorities to fulfil their mandate of upholding the 
public safety when considering practitioners competence/breaches of scope. 
The integrity of the RAs must never be clouded by collusion with the adjunct 
professional organisations whose mandate is protecting the individual 
professional.  If the boundaries are blurred, this poses a risk to the RAs need 
for independent decision making  and the balance of collaboration regarding 
professional scopes and competency setting 

 

20. Is the right set of regulatory options being applied to manage the risk of harm to 
the public that different health professions might pose? 

 Yes 

 No 

 Not sure 

Comment: 

YES for those under HPCA regulation. 
For those operating outside HPCA this does constitute a risk where the 
authorising body or professional organisation does not have a robust 
competency framework or review of competency process which focuses 
primarily on safety of the public rather than the individual practitioner. 

 
 

21. Could the way RAs administer their functions be improved? 

 Yes 

 No 

 Not sure 
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Comment: 

All organisation are able to improve their productivity and effectiveness and 
RA’s should always be looking for ways to improve 

 

22. Should RAs be required to consult more broadly with relevant stakeholders? 

 Yes 

 No 

 Not sure 

Comment: 

      Where there is good evidence that sector expectations for health care 
delivery are changing, then mechanisms for proactive consultation are 
required. 

 

23. Should the number of regulatory boards be reduced, as in the UK? 

 Yes 

 No 

 Not sure 

Comment: 

      There would appear to be some complementary clusters that could be 
melded under one RA, without losing the uniqueness of the individual 
professional strand and possibly enabling development of flexible delivery 
options within the cluster.   

 

24. What is the ideal size of RA boards? 

Comment: 

    Numbers and mix of representatives would appear to be a result of 
deciding what the key functions and requirements are for governance of each 
RA, but between 8-10 would seem a reasonable range.   

 



 

 2012 Review of the Health Practitioners Competence Assurance Act 2003 11 

25. Are there other issues you would like to raise? 

Comment: 

   We believe the existing RAs and HPCA Act does achieve what its meant to.  
In terms of managing risk/harm to the public by other professional or groups 
of employees working within the health sector who do not have a robust RA or 
registering structure – then possibly the existence of a Part B to the Act might 
help in directing all Health employers to keep a register/schedule of health 
related employees who must have their names recorded.  This could then be 
utilised in a National Data base to ensure transparency over who is working in 
the health sector outside of a regulatory authority and who should not be 
because of the risk some individuals carry with them. 
RA’s should have some responsibility for students engaged in a programme of 
education that leads to registration. A type of student membership which would 
allow the requirements for entering the profession to be applied at the 
beginning of training and would allow unacceptable behaviour by students to 
be dealt with at the time. Currently we have to wait until they apply for 
registration. 
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