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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: 
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      The New Zealand College of Midwives represents over 90% of all 
practising midwives in New Zealand- both employed and self employed. The 
College supports the current Health Practitioners Competence Assurance Act 
2003 and consider that it has been successful in providing a framework for 
regulating health professions, ensuring public safety and is also sufficiently 
enabling to permit development of those professions as they need to respond to 
changing health priorities in our society. 
 
The College is firmly of the view that each profession with a clear scope of 
practice requires its own regulatory authority if it is to be effective in protecting 
public safety. 
The College challenges the definition of integration in this consultation and 
questions the assumption that regulation is a primary factor governing the ability 
of health professionals to provide an integrated service. Integrated services are 
possible with the legislation as it is.  
Regulation is not the best mechanism for ensuring service integration. The 
HPCA’s primary function is to protect the public and it must provide a framework 
which enhances this. It is of concern that this role may be compromised by a 
‘blurring’ of boundaries in relation to professional roles under the guise of 
improving integration. 
 Integrating services requires continuity (virtual or actual), effective coordination, 
communication and professional respect for the colleagues with differing scopes 
of practice who provide different aspects of the required service.  It requires the 
patient to remain central to all conversations with the health professionals 
involved and a system that is supportive of all practitioner roles acknowledging 
that differing scopes add value at different times for patients. Specialist and 
generalist services are important in this mix. This definition is not a sign of 
provider isolation or others not being necessary in health, but rather they are not 
required to take a lead role for that patient at that point in their health/ life stage. 
Different professionals take the lead role at differing times. Integrated services 
accept all of this as true and recognises that much of the health of patients 
occurs in the community and not within a hospital. Again when services are 
integrated there is respect for the importance of the roles of other health 
professionals both in the community and the hospital. The patient remains at the 
centre, is the focus of all discussions and receives the appropriate level of 
service for their condition. 
The current legislation is sufficiently flexible to ensure that the professionals it 
regulates can work to the scopes determined by their RAs, are guided by the 
competencies they must have and the Code of Conduct/ Ethics and 
recertification requirements they must meet. RA’s can update these frameworks 
as necessary and in response to evidence and patient need under the current 
legislation so we see no need to alter this in the Act. As noted above the current 
legislation does not obstruct or prevent integration occurring.  
The future proofing capability can be achieved now with the current legislation if 
required. The College cautions against adopting priorities based on workforce 
priorities rather than strict public protection. 
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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: 

     It is not clear what is meant by flexible. If flexibility is ensuring the patient 
receives appropriate care from the appropriate professional/service then the 
current HPAC enables this now. There is nothing in the Act itself which 
prevents the development of a more flexible workforce.  It is important to 
ensure that flexible does not start to equate with a service or professional with 
less education resulting in poorer quality of service for the public. If cheaper is 
the driver of this question then that needs to be said upfront so the consultation 
can address that. 
The current legislation requires robust education at an undergraduate level and 
certainly for midwifery, the HPCA has enabled our profession to continue to 
evolve and develop both at undergraduate as well as post graduate levels. 
Continuing education has long been taken seriously by the non medical 
regulators. The HPCA regulates these professionals but the government needs 
to get behind them to fund and action their potential. This is the way to 
enhance flexibility. 
 However Ron Patterson (The Good Doctor) refers to the medical profession as 
a “reluctant regulator.” It is the Colleges view that historically this reluctance 
appears confined to the medical profession. Medicines reluctance to accept 
other scopes such as the midwife and the nurse practitioner is well 
documented. Medical training traditions and rules and overly generous working 
hour conditions in the medical collective awards restrict flexibility and impact 
hugely on the effective use of other disciplines. The HPCA is not the barrier 
and it does not need every profession changed in order to address the medical 
issues.  

 

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: 
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     It is governments, education and health policy that dictate the way in 
which health services are offered and it is these agencies that need to ensure 
an integrated overall plan for effective health services. DHBs and PHOs in the 
main dictate the culture in which most health professional’s work. The 
Midwifery Council sets the framework for midwifery education curricula that 
already includes all these factors. So do many other non medical RA curricular. 
 There is nothing in the HPCA which prohibits these goals now and it is a 
discussion between the professions and the RAs about how they see their 
future workforce being educated. This does not belong within the review of the 
HPCA as it is a discussion that is currently enabled by the HPCA. It is not 
something that needs to be further legislated.  
Midwifery already has a broad curriculum based on relationships, partnerships 
and self determination. It is woman centred and consumer focussed at all 
levels of education and professional oversight that accompanies that 
education. This is supported by the Midwifery Council in their interpretation of 
the legislation and by the profession in the delivery of the 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 

x  No 

 Not sure 

Comment: 
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     The College do not believe that one size fits all. Maybe it is more that 
there could be some commonly accepted fundamental principles that will 
inform all Codes of Conduct and Ethics e.g. communication/english language 
skills, criminal history records, national workforce data collection system 
 
The previous Health Workforce Advisory Committee work found little evidence 
that common learning in undergraduate programmes is more effective in 
ensuring patient safety. Forming and owning the identity of your chosen 
speciality is a more important in building knowledge and expertise related to 
their scope in what is a very complex and demanding world. Sharing 
undergraduate education with medicine over medicalises all professions and 
that is neither appropriate nor safe...  
Public expectations when woman choose a midwife for example is dictated to 
by understanding their specialised role- they do not expect a generalist with no 
particular in depth knowledge. 
Midwifery Council has already undertaken an extensive review of the 
undergraduate education programme for midwives under the current Act. They 
have also canvassed widely for the key topics that should for part of a 
midwife’s recertification. Midwives also have the flexibility to choose their own 
topics for the elective education component of recertification. Shared learning 
has a role at postgraduate level. The Act does not prevent multi disciplinary 
learning and midwives have been participating at this level for many years.  

 

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 Midwifery Council has done this well and it is facilitated by the 
current legislation. 

 

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

 Yes 

x  No 

 Not sure 
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Comment: 

     There is a tension and a potential conflict of interest for the RAs in taking 
on a pastoral care role. As the regulator they are charged with public safety 
and have a consumer focus. They are not focussed on the health practitioner’s 
interests to the same extent other than ensuring that the principles of natural 
justice have been adhered to, enabling education if it is required and health 
support if that is necessary. Professional bodies and employers are 
responsible for the wellbeing of the professionals who are their members or 
employees. More emphasis on pastoral care for those professions or 
employers who may not do this well should be encouraged but this does not sit 
within the regulatory mechanism. 

 

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: 

     The Midwifery Council achieves this at all levels and this is not prevented 
by current legislation. 

 

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: 

     There are regular updates from the Midwifery Council. Midwives report 
there is accessibility if information is required and this is provided in a timely 
manner. Consumers also report they too can access information easily and 
readily from the Midwifery Council. 

 

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

 No 

 Not sure 

Comment: 

     Yes the Midwifery Council has done this well but it may be advantageous 
to change the term to ‘consumer’ member rather than ‘lay’ people as we are 
aware that for some RAs this has opened up this role for political placements 
rather than consumers with a consumer organisation background. 

 

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: 

     The College of Midwives would fully support this. 

 

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: 
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     Yes the Midwifery Council do this well. Within midwifery we have the 
opportunity for women to provide feedback into the quality assurance process if 
they have concerns. About 25,000 women cared for by both employed and self 
employed midwives provide feedback on the care they received from their 
midwife/midwives to the College of Midwives every year- most of which is very 
positive. If all health professionals asked for such feedback and integrated it 
into their quality assurance frameworks that would also reassure the RAs. 
 
Midwifery Standards Review, which is the College of Midwives quality 
assurance framework, is a compulsory component of recertification for 
midwives and feedback from consumers is a compulsory component of the 
review process. 
 
We consider the section of the Act dealing with Quality Assurance Activities 
(QAA) could be usefully reviewed. In our experience, LMC midwives are often 
advised a proposed meeting is "confidential and protected" when it is not in 
fact a QAA activity. We are aware of cases where meetings become blame-
focussed. Different DHBs use the QAA process differently. We believe 
therefore, some further education and standardisation of the use and 
application of QAAs would better clarify their purpose and usefulness and 
whether they protect self-employed practitioners to the same extent as 
employed practitioners. 

 

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: 

     Employer based systems historically favour the employer and have a 
bias towards considering their risk as the priority. Patients can be poorly served 
in an employer based risk management system. That is why it is so important 
for the health consumer in New Zealand that they have the RAs, HDC and 
ACC so that their views/ concerns can be investigated without the bias and 
potential risk adverse process an employer may bring. 

 

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: 
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     We are unsure of this question and are unaware of gaps and overlaps. 
Service provision and regulation are not the same thing and not all issues can 
be solved by legislating for them. In health it is relationships and fair, equitable 
work environments that are more likely to improve services. 

 

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? 

x  Yes 

 No 

 Not sure 

Comment: 
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      Firstly it is a human right for members of the public to determine their 
own risk. It is the health sectors role to inform and educate in a way that 
enables the public who access health services to give truly informed consent. 
All risk is relative so consequently no one person will see it the same. 
Legislating restrictive boundaries can impinge on human rights.  
Secondly health professionals make decisions based on professional 
judgement and the context of each patient. There has to be a balance then 
between regulating for risk and honouring human autonomy and choices. Most 
RAs appear to have this balance right. 
Thirdly there is a considerable lack of evidence for substantial amounts of 
health care practice. Opinion and tradition play a large part in care decisions in 
these instances. Legislating without evidence of benefit or harm is 
unacceptable. 
Currently the College of Midwives notes the level of unregulated health workers 
in acute areas of health is increasing. The unregulated workers are considered 
a cheaper and more flexible full time equivalent (FTE) worker who can be 
directed anywhere at any time. Quantity over quality is the preferred operating 
ideology in some of these cases. Responsibility for ensuring they know what 
they are doing and the limit to what they should do is guided by the employer. 
Sometimes the use of this cheaper workforce is based on the organisation’s 
multiple needs and not always on patient need. The regulated workers are 
expected to provide oversight of the unregulated and in maternity this has led 
to unsafe working environments in acute secondary and tertiary settings. It also 
affects workforce recruitment and retention. Patients/consumers may be 
unaware that the health worker they have caring for them is unregulated and 
therefore their expectations of their ability are distorted. In acute areas of 
health, unregulated workers should have clearly defined non clinical roles if we 
wish to preserve public safety. Once the role is clearly non clinical there is no 
need for them to come under the HPCA. The public can then have confidence 
in acute health services with an appropriately skilled workforce.  

 

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

Comment: 

. It is the College’s view that sole practitioners are required to meet the same 
competencies, recertification requirements, standards of care, code of conduct 
and code of ethics as everyone else. In a rural country like New Zealand this 
means government and DHB support must be available to ensure health 
professionals can fulfil their QA requirements. As with all practitioners they 
should be supported by their professional bodies and monitored by their RA to 
ensure that this is the case. 
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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 

x  No 

 Not sure 

Comment: 

     No . The fact that the profession is regulated is because all have 
identified a level of risk associated with practicing under their scope of practice. 
RA’s manage this risk and there is no evidence that the Midwifery Council does 
not manage this appropriately. 

 

Cost effectiveness focus 

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

Comment: 

     The RAs have the same responsibility as any other public good business 
to be fair and efficient and must be accountable to the health professionals 
they regulate and the public. However not all RA’s are equal at financial 
management. An example according to the RA review background paper 
provided by the Ministry is the Medical Council who is very expensive in 
comparison with others. 

 

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

 Yes 

x  No 

 Not sure 

Comment: 

No. It is up to each RA to make a judgement of the risk under their jurisdiction. 
The risk is not generic as each RA has a different focus. Each RA provides 
polices and procedures that guide the management of this risk. 
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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? 

x  Yes 

 No 

 Not sure 

Comment: 

     . Regulation IS risk management and under the current Act each RA 
judges its own risk as defined by the scope of practice of each profession with 
patient safety always the priority. Risk is judged within the context it occurs or 
could occur. It is currently quite clear how this can be achieved within the 
current legislation. 

 

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? 

x  Yes 

 No 

 Not sure 

Comment: 

      The Act is good at giving flexibility around options. e.g. suspension, 
supervision, requiring education /updating etc. In the end RA decisions can be 
tested in Appeal Courts and this sets the precedents that then further guide the 
RAs. 
The Midwifery Council has the right approach in regard to this now. One size 
does not fit all and the organic evolution of most of the RAs has been further 
enabled by the HPCA. Risk has been determined by them in relation to the 
work of that profession with public safety as the driver.  
Having said that, as the exercise of statutory regulatory powers by an RA can 
impact at every level on a health professional’s professional and working life, it 
is important to ensure RAs receive appropriate funding to ensure they can 
properly carry out aspects of the role which include statutory interpretation 
and natural justice issues. A number of these issues will be common to every 
RA. 
 

 

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

 Yes 

 No 

x  Not sure 

Comment: 



 

 2012 Review of the Health Practitioners Competence Assurance Act 2003 15 

     This depends on how they are currently performing. The Midwifery 
Council administers their functions well especially when compared to others. 
According to Ron Patterson (ex HDC) consideration should be given to why 
medicine, historically at least, appears reluctant to intervene earlier, take more 
action and audit more than they do. However the majority of RAs are not 
reluctant and interpret the Act well. Legislation must be fair and equitable and 
review must consider each RA function and share experiences to improve their 
effectiveness. RAs that provide good preventative education and support 
frameworks for practitioners to also improve practice are more effective that 
prescriptive legislation based on punishment and blame. The Act could be 
stronger in demanding reporting by RAs on how they promote and achieve 
effective continuing education frameworks for all practitioners and promote 
programs for supporting practitioners to meet the expected standards of the 
discipline. 

 

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

 Yes 

 No 

x  Not sure 

Comment: 

     The Midwifery Council has an open consultation process and does 
consult on scope of practice, education of midwives, recertification 
programmes and code of conduct expectations. We understand not all RAs are 
this open. The HPCA enables this now, so it is not the legislation which is 
preventing this occurring but we suggest that it may be entrenched, historic 
views that deter this consultation. 

 

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

 Yes 

x  No 

 Not sure 

Comment: 

     Not for the Nursing, Midwifery or Medical Councils because of the size of 
these groups 
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24. What is the ideal size of RA boards? 

Comment: 

     This depends on whether this question is in relation to the Council or the 
Secretariat? Both depend on the size of the workforce being regulated and 
therefore the workload of the RA. Too small a Council threatens the scope of 
perspectives required to make fair judgements. To big a secretariat increases 
the bureaucracy and demands on the workforce. Midwifery Council is the right 
size for the regulation of the midwifery profession. However it needs the ability 
to elect at least 1-2 midwife members in the same way as the Nursing and 
Medical Councils. 

 

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

Comment: 
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     This is the second time the College of Midwives has provided feedback 
about the HPCA in the past five years. We are interested it is being reviewed 
so soon when the other recommendations from the previous review have not 
yet been implemented. The HPCA was leading edge legislation and is working 
well in most disciplines. It is a model of regulatory legislation that other 
countries are trying to catch up with. 
Whilst the health sector is changing, the HPCA is flexible and enabling of that 
development. This does require those reading the Act to interpret it with that 
view and an open mind. Our impression is that almost all of the RAs have 
interpreted the HPCA in this way. We have noted reluctance by some to accept 
and reconsider the way in which the health professionals they regulate are 
educated and also how they demonstrate ongoing competence throughout 
their professional life. This particularly relates to medical education and 
regulation. Health is changing and most professions are well ahead of the 
education and social changes which demand a different approach to the 
development of a safe and responsive practitioner. However, it appears that it 
is medicine that is most unprepared for both the change required to well 
established customs and ways of working and the flexibility of service delivery 
it will require from medicine if we are to incorporate the contribution non 
medical professions can make. There is a perception then that all professions 
are in a similar state of unreadiness to medicine and this is simply not the 
reality. 
The questions behind this review of the Act seem confused and are sending 
very mixed messages to the sector. On one hand the inference is that the RAs 
are not flexible, punitive and directional enough to ensure safety while on the 
other hand introducing more non regulated workforces (where RAs have no 
jurisdiction) is seen as a better solution to workforce issues. The Act is there to 
provide regulation of health professionals to protect public safety. It is well 
demonstrated that good regulation achieves this.  
Regulation does not work in isolation however. IT is only one pillar that makes 
a strong and safely practicing profession. The International Confederation of 
Midwives identifies the need to also have a strong education framework 
(undergraduate and postgraduate) and a strong professional association 
(http://www.internationalmidwives.org) to provide an effective continuing 
education oversight This review also seems to be suggesting that regulation 
should be linked to employment. Employers need to understand that by 
employing a regulated workforce keeps both the patient and the organisation 
safe. It means that patients receive care by regulated professions meets 
certain national and international standards. The RAs under the HPCA are 
expected to work with the professional organisations, employers, unions and 
the public to achieve the workforce that meets contemporary health and safety 
requirements of the population. This requires a workforce that is prepared at an 
undergraduate level as well as demonstrating ongoing competence post 
registration to meet patient/service needs. Some employers are not prepared 
to pay for such a skilled workforce and are trying to find mechanisms to cross 
cut such requirements. The College of Midwives cautions using regulation 
legislation to solve workforce issues and urges the continued upholding of. the 
intent of the HPCA- the protection of public safety through regulation. 

http://www.internationalmidwives.org/
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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: 

By continuing to focus on patient safety when determining a health 
practitioner’s scope of practice. 
By strengthening authorities’ ability to monitor and act upon breaches of 
scopes of practice and other relevant rules (e.g. Pharmaceutical Schedule 
Rules). 
By providing the RAs with statutory authority to issue guidelines that sit 
underneath a code of conduct or scope of practice.  Guidelines would be a 
means to address how the given profession is expected to inter-relate with 
other professions in certain multi-disciplinary team situations as well.  Providing 
that profession and other professions, consumers and stakeholders with 
greater certainty without unduly restricting the profession’s scope of practice or 
making it so loose and flexible as to provide confusion and uncertainty as to 
what a particular practitioner is or is not permitted to do in such an integrated 
service model. 

 

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

Comment: 
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By including wording that permits flexibility, or removing wording that prevents 
it 

 

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: 

By requiring RA’s to provide such education and training. 
By having the statutory authority for RAs to issue guidelines that sit underneath 
a code of practice.  Guidelines could be used to address inappropriate system 
practices and lessons learned from a particular complaint.  Furthermore, such 
guidelines provide greater certainty to practitioner, consumers and 
stakeholders alike about a particular practice or obligation in the code of 
conduct without unduly restricting or narrowing that code of conduct or scope 
of practice. 
Guidelines would be a means to address how the given profession is expected 
to inter-relate with other professions in certain multi-disciplinary team situations 
as well.  
By encouraging and promoting “plain English” and cultural competency training 
for health professionals and health literacy programmes for 
patients/consumers. 

 

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: 
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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: 

 

 

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: 

      

 

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: 
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Based on our experience and feedback from our Consumer Advisory 
Committee, many consumers are not well involved in decision making and are 
not aware of their ability to be so.  Furthermore, we find the public generally not 
well informed about the roles of health professionals, their RAs and patients. 

 

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: 

Feedback from our Consumer Advisory Committee (CAC) indicates that 
information from RAs is not readily available or well publicised to 
consumers/patients.  CAC feedback, and PHARMAC’s experience, also 
highlights that the complaint process is not well known by those for whom it is 
intended, where many consumers do not utilise the complaints process 
established by RAs/the HPCA, but rather the Health and Disability 
Commissioner or the practitioner’s employer. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

It is not clear who are on the boards of the different RAs nor what their role is.  
As such, it is difficult to determine if the right balance of laypeople to health 
professionals exists on these boards.  We would recommend the HPCA be 
clear about the role of laypersons, how these roles relate to health consumers, 
and how these roles are filled. 
 
PHARMAC’s Consumer Advisory Committee (CAC) recommends the HPCA 
call for health consumer representatives, as distinct from laypersons, to be 
included on RA boards and in the complaints process.  These representatives 
should be knowledgeable about the area of practice under consideration and 
able to gain the trust and confidence of practitioners that they are capable and 
add value to the process. 
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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? 

 Yes 

 No 

 Not sure 

Comment: 

We note that PHARMAC, and many other health sector agencies, already have 
mechanisms in place to ensure consumer input.  These existing processes 
could be leveraged to more efficiently connect consumers to RAs. 
Also, given constrained fiscal spending, particularly in the health sector, 
alternative mechanisms may be more desirable.  For example, better 
publication and promotion of the role of RAs and how consumers can 
communicate with them may be more appropriate.  Online services provide a 
number of opportunities for increased engagement at lower resource impact. 

 

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: 

PHARMAC considers that the RAs do not necessarily make the best use of 
legislation to keep the public safe and ensure that the professions for whom 
they are the authority comply with their code of conduct and practice within 
their scope of practice.  Greater vigilance in considering and processing 
complaints, and giving equal priority to complaints relating to a breach of a 
scope of practice (particularly where it is connected with inappropriate 
expenditure or claiming of public funds).  See our comments in section 25 
below. 

 

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: 

      

 

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: 
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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: 

PHARMAC considers that the RAs need to have a statutory obligation to 
consider the responsible use of public funding when carrying out their 
obligations under the HPCA.   

 

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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We believe RAs should take a more vigilant approach to disciplining health 
practitioners who breach their scopes of practice and/or other relevant rules 
(such as the Pharmaceutical Schedule rules).  Recent experiences of 
PHARMAC have highlighted the difficulty in enforcing certain rules, primarily 
those meant to maintain sustainable pharmaceutical expenditure. 
The HPCA should be clear that it does not simply apply to complaints that 
relate to harm to particular consumers but also to any material breach of the 
relevant scope of practice.  Whilst such a breach may not necessarily harm an 
individual consumer, the impact or cost of such a breach may inadvertently 
harm a significant number of consumers given the inappropriate and wasteful 
expenditure of public funds from inappropriate prescribing and dispensing; 
funds that could otherwise be used to meet other pharmaceutical needs of the 
public.  See our further comments in section 25 below. 

 

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: 
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24. What is the ideal size of RA boards? 

Comment: 

      

 

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

Comment: 

PHARMAC’s role includes the management of the Pharmaceutical Schedule and 
promoting the responsible use of medicines.  In carrying out its statutory functions, 
PHARMAC becomes aware from time to time of individual or systemic practices on the 
part of one or more pharmacists or medical practitioners, which are clinically 
inappropriate and often also a breach of the relevant practitioner’s code of conduct (in 
some cases) resulting in inappropriate or fraudulent claiming or prescribing. 
 
Inappropriate practice 
 
PHARMAC has previously been concerned with the practice of certain medical 
practitioners and pharmacists, either in individual cases where particular prescribing or 
dispensing is clinically inappropriate, or collectively where the prescribing and/or 
dispensing practice appears to be a more systemic practice that is entirely 
inappropriate.  In both cases the inappropriate clinical behaviour is also in breach of the 
relevant code of conduct. 
Previous examples have included the prescribing and dispensing of a combination of 
pharmaceuticals – dabigatran and warfarin – that should not generally be used in 
combination, the fraudulent completion of Special Authority applications (i.e. stating 
that a specialist has signed it off when this is not the case), or the claiming of subsidies 
for pharmaceuticals that were not purchased by the pharmacist but rather provided to 
the pharmacist free of charge.  All of these examples breach the code of conduct which 
either medical practitioners or pharmacists must comply with. 
Such actions/practices can be directly harmful to patients, place the safety of patients 
at risk, highlight (in respect of systemic practices, particularly around the prescribing of 
clinically inappropriate pharmaceutical combinations) a potential lack of education or 
knowledge on the part of practitioners, and in many cases results in increased and 
wasteful expenditure of public funds.  Furthermore, the waste of public funds in such 
circumstances means that there are less public funds available to the health sector for 
appropriate uses. 
In such circumstances, PHARMAC’s preference is to take a multi-pronged approach.  
In a number of previous circumstances there have been possible grounds for the 
applicable District Health Board to take action against the particular practitioner under 
its funding agreement, PHARMAC to initiate criminal proceedings through the police for 
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a breach of section 228 (dishonestly taking or using document) of the Crimes Act 1961, 
or to make a complaint or encourage the applicable RA to take action in relation to the 
particular practitioner’s practising certificate.  There are impediments with each of these 
approaches that the HPCA could help address. 
 
Consideration of complaints 
 
The impediment with the current HPCA approach is whether the relevant RA will give 
weight to the issue or complaint raised by PHARMAC and be prepared to consider the 
clinical aspects of that issue in light of the stated breach of the code of conduct.  
Another impediment is whether the RA would do so within a reasonable period of time. 
The purpose of raising such an issue or complaint with the relevant RA is simply to 
obtain assistance from the RA to ensure that the clinically inappropriate behaviour is 
stopped, which in turn (in many cases) stops the inappropriate expenditure of public 
funds as well.  For example, PHARMAC would be seeking that: 

• the practitioner in question is ordered by the RA to stop the practice; 

• a condition be placed on the practitioner’s practising certificate accordingly; or 

• where the issue is more serious, the practitioner’s practising certificate is 
suspended or withdrawn.   

Given the advertised turnaround times for complaints with the RA or the Health and 
Disability Commissioner range (when PHARMAC has been considering them) from 6 
months to 2 years, PHARMAC has in practice not necessarily filed complaints with the 
applicable RA.  This is despite the matter being (at times) a systemic practice that is 
clinically inappropriate and resulting in wasteful expenditure of a significant amount of 
public funding.  In such circumstances, PHARMAC has attempted to take other routes 
to address the practice but recognises that, in the event the RAs could act in a more 
timely manner or were required to act in collaboration with other public entities over 
matters relating to the responsible use of medicines, PHARMAC is likely to be able to 
resolve the issue in a satisfactory manner in less time and with the practitioner’s taking 
heed of the issues more quickly. 
Unlike a one-off incident that can be the focus of other complaints to an RA, the 
practices PHARMAC often becomes aware of through its statutory functions are 
continuing and systemic practices.   
PHARMAC considers that there should be the requirement for the RAs (and the Health 
and Disability Commissioner) to turnaround and respond to issues/complaints within a 
defined statutory period.   
Furthermore, PHARMAC considers that issues or complaints raised that are a clear 
breach of the code of conduct of the particular profession and which significantly affect 
the use of public funds be given the same priority as consideration of complaints of 
serious issues that have resulted in serious harm to a particular consumer. 
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Practising guidelines 
 
Aside from the change to the complaints process, and the RAs approach to that 
process, PHARMAC considers that there should be a related educational/guidelines 
process that could be used for more systemic practises as well as highlighting lessons 
learned from the investigation and consideration of individual incidents. 
PHARMAC envisages a process whereby a particular systemic practice can be brought 
to the applicable RA’s attention, along with the rationale as to how this practice is 
inconsistent with the applicable profession’s code of conduct or scope of practice.  
Following consideration of the practice, the RA should be able to issue guidelines 
which relate to a particular obligation in the code of practice.  The guideline could 
specify what is permitted and what is not permitted in practice in relation to that 
particular obligation.  This provides greater certainty and educational learning for 
practitioners, greater certainty and transparency for the public, and greater certainty 
and transparency for stakeholders in relation to appropriate or inappropriate practice in 
future. 
Such guidelines can also be of assistance to the RA when considering applications 
from a particular medical professional for a future practising certificate, in light of 
determining any inappropriate practices carried out by that person.  Similarly, a 
complaint and the findings of the professional conduct committee should also be taken 
into account in any such consideration. 

The use of the guidelines, which effectively describe how a particular obligation in a 
code of conduct or aspect of a scope of practice applies in a given situation (and thus 
does not narrow the application of the code of conduct or scope of practice in 
question), may also shorten the time it takes a PCC to consider and rule on complaints 
that arise in respect of a practice or situation that has previously arisen and is the 
subject of guidelines. 

Although the RAs are not governing statutory principles in the same manner as the 
Privacy Commissioner, conceptually the RAs and Privacy Commissioner are each 
governing and ensuring compliance of relevant persons with stated obligations (privacy 
principles, scopes of practices/codes of conduct) in order to ensure the safety and 
protection of persons or their privacy interests.  The Privacy Commissioner’s use of 
guidance notes to underpin and describe in more detail the privacy principles – the 
obligations it is governing – depict the manner in which the guidelines we envisage 
could work. 

 

Conclusion 

 

In summary, PHARMAC considers that the following amendments should be 
considered and made to the HPCA: 

• a requirement for RAs to work in collaboration with statutory entities who 
have statutory functions relating to the profession that they govern, for 
example, to work in collaboration with PHARMAC (as reasonably requested 
by PHARMAC) in promoting the responsible use of medicines; 
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• that issues or complaints raised that are a clear breach of the code of 
conduct of the particular profession, and which may affect the use of public 
funds, must be considered by RAs and given the same priority as 
consideration of complaints of serious issues that have resulted in serious 
harm to a particular consumer; 

• that there should be the requirement for the RAs (and the Health and 
Disability Commissioner) to turnaround and respond to issues/complaints 
within a defined statutory period, in order to minimise undue delay and 
expenditure of public funds; 

• that systemic clinical practices can be considered and ‘ruled’ on by RAs 
resulting in the release of appropriate guidelines to further explain what are 
appropriate or inappropriate practices underpinning certain aspects of a 
scope of practice or code of conduct of the relevant health profession; 

• that RAs can issue guidelines to further explain what are appropriate or 
inappropriate practices underpinning certain aspects of a scope of practice 
or code of conduct of the relevant health profession – these can be used for 
educational as well as regulatory purposes, and provide greater 
transparency and certainty to practitioners, consumers and stakeholders 
alike. 

 



 

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) 

Mary Doyle 

Address: (street/box number) PO Box 11-905  

 (town/city) Wellington 

Email: mary.doyle@medsci.co.nz 

Organisation (if applicable): Medical Sciences Council of New Zealand 

Position (if applicable): Registrar 

 

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): 
Regulatory Authority 

 

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: 

The Medical Sciences Council (the Council) believes the current model already 

provides for integrated care through mechanisms that allow for extensions 

and/or limitations on practitioners' scopes of practice thereby enabling flexibility 

within health workforces in response to both national and regional needs. 

 

An example is the inclusion of anaesthetic technicians under the Act.  

Development of the specific regulatory policies and processes for this group of 

health practitioners has included ongoing consultation and negotiation with 

various nursing bodies (both regulatory and professional) due to commonalities 

in the roles of registered nurses working in anaesthesia and anaesthetic 

technicians.  Section 127 of the Act was applied in this example. 

 

While the current model provides for integrated care, there is always room for 

improvement.  For example, through a collaborative approach RA’s could 

develop consistent standards in respect of working in multidisciplinary teams, 

hand over, and consultation. 
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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: 

The Council is not confident that legislation will effectively address workforce 

issues.  However in saying that, we do believe that RA's could have more of a 

role in working collaboratively with HWNZ, employer groups and other relevant 

stakeholder groups to consider the impact of regulation on workforce issues 

with a view to agreeing and implementing strategies to address those.  Any 

such initiatives must not compromise the core of the intent of the Act to protect 

the health and safety of the public in respect of the various health professions. 

 

We believe that this is already happening to a certain extent within many RA's 

although it is dependent on the goodwill of the individual authorities.  This could 

be remedied by including a reference under the roles and functions of RA's to 

work collaboratively with providers to promote flexibility within health 

workforces in response to changing demands on health services.  

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 

Note - the above tick boxes do not align with the framing of the question, hence 

we have omitted this. 

Comment: 

Again, we see this as being something that sits outside of legislation.  However 

RA's will have valuable contributions that could be made through other 

channels such as national and regional developmental initiatives.  Also, the 

pending establishment of shared secretariat services could be a key 

mechanism to develop inter-RA initiatives.  Once such strategy could be for all 

RA's to develop and adopt a set of common competencies in respect of 

communications skills and support mechanisms for consumer's self-

management 
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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: 

The Council fully supports the idea of developing consistent standards in respect of core 

requirements that are common to all groups of health professions.  We believe that 

common codes of conduct and ethics could be very effective in helping to clarify the role of 

registered health practitioners for the public.  The sharing of secretariat services could 

provide an effective forum for the development of common codes, etc.  

 

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: 

There is a wide range of formats used amongst all of the RA's in respect of defining and 

describing the various scopes of practice.  While it would be a folly to think that all scopes 

of practice could be defined/described in the same way, there is room for RA's to work 

collaboratively to develop and adopt a set of common principles as to the formulation of 

definitions and descriptions of scopes of practice.  This work could be promoted and driven 

through the shared secretariat framework.  

 

Care needs to be taken that scopes of practices are not too broadly written as the health 

and safety of the public could be significantly compromised if practitioners are not provided 

with explicit parameters within which they can practise. 

 

 

 

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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RA’s currently have a role in recommending/mandating rehabilitative activities 

for some practitioners through mechanisms such as counselling, supervision, 

and peer support (these examples are not exhaustive).  Moving beyond this 

role would not only be difficult but also raises questions as to appropriateness.  

RA’s need to maintain a reasonable level of independence in their regulatory 

role.  Wider pastoral care beyond that already allowed for in the Act is more 

appropriately the domain of employers, unions, professional bodies, etc. 

 

 

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 Council is confident the Act has worked well in terms of public safety.  

However the other two aspects of consumer focus - involving consumers in 

decision-making and keeping the public informed - could be improved.  This 

could be done in a variety of ways and achieved through collaborative 

initiatives across all RA's and delivered through a shared secretariat 

framework. 

 

The Council is convinced that the current exclusion of RA's from the Official 

Information Act must remain as this allows RA's to continue to function without 

undue interference from lobby groups, unions and employers. 
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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: 

All RA's have explicit references to their complaints processes through their public 

websites.  The Council has some doubt that the public's primary interest is on addressing 

the competency of an individual practitioner and instead tends to veer more towards to 

seeking compensation. 

 

The Council regularly updates its public website to ensure information is not only current 

and comprehensive but also reader-friendly. 

 

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

�  Yes 

 No 

 Not sure 

 Comment: 

Laypeople are extremely valuable when they are selected to bring an appropriate 

governance skill set to the RA table.  RA's need to ensure they have explicit guidelines on 

the roles of members including both the common and distinct contributions that are 

expected from laypeople and members from the health professions 

 

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: 

While the Council has limited knowledge about this type of interaction, theoretically it 

sounds like a good way for involving the public at least on one level.  This would need to 

be subject to ongoing cost-benefit analyses to ensure the benefits outweigh any financial 

costs.  It must not have a negative impact on the level of practitioner fees.  
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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: 

The Act allows for a variety of mechanisms where questions of safety are 

raised and these link in with other pieces of legislation and organisations (such 

as the HDC and ACC). 

 

As confirmed in the 2008 review, the Act continues to meet its core intent of 

keeping the public safe from harm in respect of health services 

 

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: 

The Council is confident that the various pieces of legislation work reasonably 

well together.  While there is room for improvement for improving the 

communication channels across the various agencies responsible for 

administering various pieces of legislation (e.g. HDC - RA's - ACC), this is very 

much at the operational level rather than requiring any changes to legislation. 

 

Employers of health practitioners vary greatly in terms of their size and 

organisational structures, including self-employed, large corporations, single 

and multi-ownership models, profit and non-profit frameworks, etc.  There is 

significant potential for financial imperatives to be in conflict with a focus on 

public safety. 
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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: 

RA's and/or the MoH need to have the ability to better address issues 

associated with practitioners who, while not using a protected title (such as 

medical laboratory scientist/doctor, etc.), do engage in health practices related 

to a protected title.  Current provisions within the Act do not allow these 

practitioners to be readily managed.    

 

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 Act does not provide an explicit on what constitutes a risk of harm or serious harm and 

this is something that RA's have grappled with since the inception of the legislation.  Like 

the Medical Council, the Medical Sciences Council has developed its own policy 

statements pertaining to the levels of risk.  These policy statements are very similar to 

those used by the Medical Council. 

 

The Council believes that the Act should be more transparent and include generic 

definitions of the levels of risk of harm 

 

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

their clinical practice? 

 Comment: 

While the majority of practitioners regulated by the Council are not in sole practice 

situations, we do believe that there are a number of issues associated with practitioners in 

sole practice that need to be better addressed.  We suggest that strategies such as buddy 

systems, peer group assessment, remote assistance and logs, and consumer group 

mechanisms could play a role here. 

 

RA's should adopt a consistent approach when regulating sole practitioners and again this 

could be coordinated through a shared secretariat framework  
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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: 

There would need to be agreement across RA's on the definitions of high risk 

and risk-profiling framework.    

 

Cost effectiveness focus 

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

 cost benefits of regulation? 

 Comment: 

The Medical Sciences Council is very conscious of cost impacts to practitioners 

and employers and this is a primary factor in all Council decisions without 

compromising our core role of protecting the health and safety of the public. 

 

There are rigorous processes in place through the Regulations Review 

Committee who consistently analyse all fee reviews and require RA's to 

provide robust information in support of any fee increases. 

 

 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: 

This question has already been asked and replied to under 14 

 

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: 

The Council urges that an amendment is made to the Act in respect of managing 

notifications of criminal convictions.  Current wording means that an RA must refer 

relatively minor criminal convictions to a PCC and this has a significant cost impact.  For 

example, all notifications of drink-drive convictions currently have to be referred to a PCC 

as this offence comes within the bounds of being punishable by imprisonment for 3-months 

or longer.   

 

However the financial pecuniary penalty and are usually first-time offences.  Allowing RA's 

to manage such conviction notifications without having to refer to a PCC would achieve 

considerable cost savings without compromising the robustness of the investigation 

process and its outcomes.  There would need to be clear guidelines set about the 

threshold for in-house management of such notifications.  
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21. Could the way RAs administer their functions be improved? 

  �  Yes 

   No 

   Not sure 

Comment: 

The Council supports the move towards to a shared secretariat, providing of 

course that there is strong evidence the agreed framework will achieve both cost 

savings and effective and efficient service delivery 

 

 

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

   Yes 

   No 

   Not sure 

   Comment: 

The Act currently requires RA's to consult on issues pertaining to fees and 

scopes of practice.  However, many RA's, including the Medical Sciences 

Council, consult on a much wider range of topics.   

 

The Council is confident it engages in robust consultation processes and is 

aware that other RA's do the same.  Interestingly, despite all measures taken 

by the Council to date in respect of inviting a broad range of stakeholders to 

participate in various consultations, the response rate has tended to be 

relatively low.  

 

RA’s need to be protected from becoming paralysed by competing agendas 

that could compromise their core responsibility of protecting public health and 

safety in respect of health professions.  

 

 

 

 

 

 

 

 

 

 

 



 

 2012 Review of the Health Practitioners Competence Assurance Act 2003 13 

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

   Yes 

  �  No 

   Not sure 

  Comment: 

The current number and mix of RA's is working well and entry of any new 

professions under the Act can be more than adequately regulated by an 

existing RA which effectively reduces the cost of regulation for new-entrant 

professions significantly (as has been the case for Anaesthetic Technicians) 

without compromising the quality of the regulatory framework for said 

professions . 

 

 

 

24. What is the ideal size of RA boards? 

  Comment: 

The Council supports the recommendation of the CHRE in the United Kingdom 

that regulatory authorities should not be any less than 8 and up to a maximum 

of 12 members 

 

 

 

 

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

 Comment: 



14 2012 Review of the Health Practitioners Competence Assurance Act 2003 

The Council would like to recommend the Act is adjusted to allow for the election of RA 

Chairs (and Deputies) to be on a 2-yearly basis rather than the current annual requirement.  

This will support an RA’s capacity to build a stronger leadership basis.  
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26 October 2012 

 

Dr Ruth Anderson 

Manager, Workforce Education, Intelligence and Planning 

HWNZ 

1 The Terrace 

PO Box 5013 

Wellington 6145 

 

Dear Ruth 

 

Review of the Health Practitioners Competence Assurance Act 2003 

Thank you for the opportunity to provide feedback on the discussion document in relation to 
the Health Practitioners Competence Assurance Act 2003 (HPCAA or the Act.)  Given the 
very brief time in which to consider the proposed changes to the HPCAA the Royal 
Australasian College of Physicians (the College) is not in the position to provide a 
comprehensive response to the discussion document. The College would appreciate an 
opportunity to discuss the principles of the HPCAA further with Health Workforce New 
Zealand (HWNZ). We would anticipate that during the next consultation phase that senior 
Fellows of the College are able to meet with HWNZ to provide additional advice regarding 
proposed revisions to the Act.   
 
The College’s Recommendations 
  
A summary of College’s recommendations is provided below. 
 

1. Workforce development remains the responsibility of organisations outside the 

regulatory framework (i.e. RAs). 

2. Scopes of practice must remain under the jurisdiction of RAs who by working 

with the key stakeholders are best placed to ensure the SOPs are relevant to 

the health practitioner group.  

3. The development of pastoral care for health practitioners remains outside the 

regulatory framework. 

4. That the focus of the review should be on patient safety with consideration 

given to the cost of regulation. 

5. Costs in assessing overseas trained doctors must be balanced against any 

lowering of standards or “short cutting the process” to allow overseas doctors 

into the New Zealand health sector. 
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6. Defining safety, competence and harm would assist the regulator, employer, 

the public and the health practitioner in understanding the Act.   

7. Data collection is critical but it needs to be driven by HWNZ rather than RAs.  

8. The Act needs to be examined carefully with some analysis of how the 
regulatory framework has impacted on patient safety and how it may in the 
future. 

 
9. Section 52 requires greater emphasis to ensure all health practitioners utilise 

this section to bring quality assurance initiatives into their practice and to have 

the liberty to discuss these issues in a safe environment. 

10. Patient safety and assuring the public are adequately protected from avoidable 
injury should be the key focus of the review. 

 
11. A tiered approach to regulation for some groups of practitioners may be cost 

effective and still provide a “safety net” with regards to risk of harm. 
 

12. That further investigation is undertaken regarding the role of the consumer in 
relation to understanding the HPCAA. 
 

13. That laypersons are fully encouraged to be involved in the regulatory process 
as this process currently appears to be functioning well.  

 
 General Comments 
 
The purpose of regulation is to improve quality, provide assurance that minimal acceptable 
standards are achieved, and to provide accountability, both in relation to performance and 
value for money.1 In the College’s view the Act is working effectively2 and since its inception 
there have been fewer high profile misadventure cases3. An external review of two 
responsible authorities (RAs) - the Medical Council of New Zealand (MCNZ) and the Nursing 
Council of New Zealand - has demonstrated that these organisations have high professional 
standards and have implemented comprehensive and quality standards in regard to their 
regulatory obligations4.  
 
The key tenet of the Act is to address patient safety and ameliorate any potential harm to the 
public.  We strongly advocate that the role of the Act is to set clinical, ethical, and cultural 
standards and to define competence and safety. These principles do not appear to be pivotal 

                                                           
1
 Based on the concepts put forward by Kim Sutherland &  Shelia Leatherman in  Regulation and quality 

improvement : a review of the evidence, 2006, The Health Foundation, United kingdom 

2
 This view is supported by Council of Healthcare Regulatory Excellence, UK. See their reports on the Medical 

Council of New Zealand and Nursing Council of New Zealand.  Performance review of the Medical council of 

New Zealand ( 2010) and  A review conducted for  the Nursing Council of New Zealand ( 2012), 

3
   Since the inception of HPCAA  there have been fewer  high –profile medical misadventure claims such as 

those outlined in the  Cull Report  (The review of process concerning adverse medical events ) 2001. This report 

formed the basis of the HPCAA. 

4
  The MCNZ and the Nursing Council of New Zealand have been reviewed by Council of Healthcare Regulatory 

Excellence, UK and the reviews were very positive. The Medical Council was reviewed in 2010 and the Nursing 

Council  has just completed their review. 
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in driving the revision of the Act.  In our view the cost associated with regulation, the “burden 
of regulation” and other proposals to extend the HPCAA’s jurisdiction (i.e. pastoral care) 
have an undue prominence.  
 
The College would anticipate that when the consultation process moves into the next phase 
more attention is given to substantiating the assumptions made in the discussion document. 
The College works from an evidenced-based paradigm.  There are numerous statements or 
opinions expressed in the document which are not referenced or supported by empirical fact. 
These include statements such as ‘the type of regulation currently in the HPCA Act is 
considered an expensive way to ensure the public are safe from harm when accessing 
services’ (p19).  If cost is to be one of the drivers in this current review, then supporting 
information is necessary to substantiate this claim and inform both a robust cost analysis 
exercise and consideration of alternative models. 
 
The College contends that proposals, such as introducing regulations to improve pastoral 
care or develop multi-disciplinary teams, cannot be regulated or governed by statute. 
Pastoral care, for example, develops when there is a positive culture within the workplace 
with strong clinical leadership and appropriate clinical supervision5.  The College would 
submit that a regulator’s role is to set standards, review competence and if necessary 
implement disciplinary procedures rather than to provide support to health practitioners i.e. 
“RAs could provide better care to health professionals to support their health, competence 
and welfare“. Providing collegial support, developing networks and a point of focus for the 
profession reside with other stakeholders within the health sector, namely professional 
organisations and Colleges. The College has a role in ensuring, through their Professional 
Qualities Curriculum, that physicians develop relevant skills to mentor and support other 
doctors and trainees. RAs would experience role conflict if they were required to support 
health practitioners alongside their regulatory role; furthermore it is not clear if RAs have the 
resources and capacity to take on additional roles. 
 
Regulators’ chief roles are to prescribe qualifications, authorise registration, assess fitness to 
practice, ensure competence and set standards.  However, some of the responsibility to 
ensure the public are protected and that health practitioners are competent to practice 
resides with the employer. There needs to be some acknowledgement of the symbiotic 
relationship the regulator must have with the employer and to a lesser degree with other 
stakeholder groups within the health sector. For example, by delivering training and 
managing CPD programmes the Colleges must, to some extent, work with the MCNZ to 
ensure standards of entry into the profession are upheld and that, through continuing 
education and professional development, on-going professional competence is maintained. 
 
One of the stated purposes of the review is to ‘support health priorities’, however, the 
College would contend that this is the role of the government and the regulators must be at 
‘arm’s length’ from health targets and government health priorities in order to maintain 
independence. The College is unable to see how a regulatory body could successfully be the 
regulator of health practitioners and yet be responsible for ensuring there is an adequate 
workforce to meet current health needs and government health priorities. These two latter 
activities need to be undertaken by separate organisations to avoid regulation being entirely 
driven by external forces. For example, if there is a chronic shortage of registered health 
practitioners then the regulators could, by lowering qualifications and standards, possibly 
address the shortage by adjusting entry into the professions. The College maintains that it is 

                                                           
5
 NHS ( 2008)  Employing and supporting speciality doctors 

http://www.rcplondon.ac.uk/sites/default/files/nhs-employers-spec-doc-guidance.pdf 
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the responsibility of HWNZ to develop the health workforce and, in accordance with 
standards and qualifications agreed by stakeholders, ensure the workforce is aligned with 
health sector needs.  
 
The College questions the need to “mirror” international jurisdictions. The New Zealand 
health sector, in comparison with other countries, has differing health structures (e.g. a 
predominantly publicly funded system) and unique regulatory levers (e.g. the ACC non–fault 
compensation scheme for treatment injury). It is also one of the most efficient health systems 
in the world6. The HPCAA has been identified as a revolutionary piece of legislation7 and it 
has been noted that there is much other countries could learn from New Zealand regarding 
the functionality of the regulatory framework: 
 

“we were impressed with many aspects of the approach to regulation that has been 
adopted in New Zealand ………there are many aspects to this approach that could 
usefully be applied by regulators in other countries”8. 

  
The College is not in a position to review all the relevant legislation that may impact on the 
HPCAA but we would see significant value in HWNZ undertaking an analysis to identify 
potential gaps in the current legislation. The assumption in the discussion paper is that 
regulation and legislation are required to bring about changes in clinical practice within the 
health sector i.e. to improve integration and team work. However, current clinical networks 
(the paediatric and cardiac networks) are examples of team work, integration and quality 
improvement developing without legislation. The College‘s Fellows are already engaged in 
leading and developing multidisciplinary teams and this occurs within the context of their 
clinical settings. These processes occur naturally in optimal clinical settings9 and cannot be 
legislatively determined. 

 
In summary, the College is of the view that the review should consider how the Act 
contributes to patient safety rather than from a calculation of risk paradigm (where the focus 
is minimising harm and loss10). Key principles we would like to see considered within the 
legislative review are: developing an Act that aims at raising the competence of all health 
practitioners and encouraging practitioners to understand that safety is a ‘dynamic non- 
event11’ and their value system places more emphasis on this than avoiding sanctions and 
blame. 
 
The issues we have raised will be further discussed in our response. We have addressed 
the issues as they arise under the four specific focus areas identified in the discussion 
document. 
 

                                                           
6
  See Professor  Don Matheson’s address to Association of Salaried Medical Specialists – 21

st
 Annual 

Conference  2009  “How the New Zealand health system compares with other  countries’ 
7
 Get reference from conference  held in 2004 

8
 Council for healthcare regulatory excellence ( 2010) “Performance review of the Medical Council of New 

Zealand” 

9
 Atkinson S et al ( 2011) Engaging doctors: What can we learn from trusts with high levels of medical 

engagement?  NHS London UK 

10
 Roberts, P ( 2003) Snakes and ladders: the pursuit of a safety culture in New Zealand public hospitals, Victoria 

University Wellington, NZ   

11
 ibid 
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The Four Focus Areas 

 Future Focus  

In the view of the College, one of strengths of the HPCAA is its application across all health 
practitioner groups: when enacted it repealed eleven other Acts, and set up a common 
disciplinary tribunal, allowing health practitioners to be regulated by one governance 
structure.12 The resultant Act ensures that all health practitioners are scrutinised to the same 
ethical and cultural standards and practise within the same regulatory framework with 
commonly understood terminologies. Other countries such as Australia have enacted similar 
legislation in regards to health practitioner regulation.13 
 
Scopes of Practice & Health practitioners working in teams 

The College is of the view that scopes of practice (SOP) should remain broad to enable 
flexibility in the workforce: particularly in the face of changing technology, health systems 
and demography. However, there should be clear boundaries in regards to training, 
competencies and skills of the health professional when developing principles and guidelines 
relating to SOPs.  Broad scopes of practice are particularly important in New Zealand where 
there is propensity towards generalisim in medical practice. SOPs play a part in defining 
health practitioner roles within a multi-disciplinary team – who does what and when.  In our 
experience, scopes of practice are well understood and do not hinder efficiency within the 
clinical setting. The College questions the assumption in the discussion paper that SOPs 
have had a negative impact on team co-operation. For example, the proposed changes to 
nurses’ SOP14 will allow them to develop wider clinical skills and the College is keen to work 
with the Nursing Council of New Zealand in implementing these changes to health service 
delivery. 
 
The College does not see how legislation or regulation can improve team work and 
integration within the health sector.  Teams supported by strong clinical leadership and 
governance are more likely to be integrated across the health sector.15   Evidence indicates 
that sharing common goals and demonstrating professional behaviours within a team results 
in engagement and integration16 and regulation has minimal impact. 

                                                           
12

 Corkill, R ( 2003) HPCAA Exploring the proposed disciplinary process , Conference Proceedings from Practical 

implications of the HPCAA, Wellington, NZ  25-26 march 2003. 

13
 Health Practitioner Regulation National Law 2009-2010 

14
 There are proposals to widen nurses prescribing rights. The Medicines Act 1981 is currently under 

consideration. If the Medicines Act is changed then the scope of practice for nurses will need to be amended.   

15
  Ministerial task group on clinical leadership  ( 2009)  In Good Hands, Wellington New Zealand 

16
 Atkinson, S et al (2011) Engaging doctors: what can we learn from trusts with high levels of medical 

engagement? NHS, London, UK  
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Workforce development and the purpose of HPCAA 

The College notes that the expectation of the RAs to have a key role in workforce 
development is beyond their regulatory function and capacity.  
 

“RA’s influence the shape of the workforce through how they set qualifications, 

scopes of practice, competence standards and ongoing professional development 

requirements” (p.5) 

Workforce development is not a regulatory or legislative premise. The College maintains that 
health practitioner training, ongoing education and professional development predominantly 
sits with Colleges, associations, employers and specialty societies.  
 
Improving pastoral care of health practitioners 

The regulatory process (that may include such concepts as discipline, competence and 
assurance) must be separated from health professional on-going support and guidance.  
The concept of pastoral care is not clearly defined in this discussion document.  
 
In our view, pastoral care would include guiding young doctors through their career or a 
difficult clinical encounter, mentoring Māori doctors, supporting doctors in rural and isolated 
areas or assisting doctors with their CPD. The College strongly advocates that pastoral care 
resides with colleges, associations and societies. The College has recently produced three 
documents: “Supporting physicians’ professionalism and performance” 17 “Physicians in 
practising in isolation” and “Surviving as a new consultant”18.The objective of these 
publications is to provide physicians and their employers with practical advice to encourage 
them to reflect upon their practice. 
 
Pastoral care within the wider context of regulation may extend to those activities that 
include the rehabilitative and restorative process that is facilitated by the regulator in regards 
to the impaired doctor. Part of the regulator’s role (see part 3 of the Act) is to protect the 
public from impaired practitioners but also to ensure the well-being of the impaired 
practitioner is not compromised i.e. is overly punitive. The Medical Council has a 
“conciliatory and remedial approach designed to get them [doctors] back into effective 
practice as quickly as possible”19  and from our experience the Medical Council has systems 
in place (i.e. peer review, oversight) to deliver a process that addresses the unique  issues of 
the doctor, the public and the employer. This approach appears to work well and meets the 
requirements of the Act. We would wish to continue working in partnership with the RA and 
to facilitate a restorative process that currently works well within the New Zealand health 
sector. 
 

                                                           
17

 http://www.racp.edu.au/page/sppp 

18
 These two documents are available from the College. They are currently in print production. 

19
 Council for healthcare regulatory excellence ( 2010)  Performance review of the Medical Council of New 

Zealand 
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The College recommends: 
 

1. Workforce development remains the responsibility of organisations 

outside the regulatory framework (i.e. RAs). 

2. Scopes of practice must remain under the jurisdiction of RAs who by 

working with the key stakeholders are best placed to ensure the SOPs are 

relevant to the health practitioner group.  

3. The development of pastoral care for health practitioners remains outside 

the regulatory framework. 

Cost Effectiveness 

Please note, the College has not commented extensively on RAs as we have already 
provided a robust submission on “How Do We Determine if Statutory Regulation is the Most 
Appropriate Way to Regulate Health Professions?“ in 2010. 

Risk framework underpinning the HPCAA 

With regards to the risk framework, the College argues that clear definitions of ‘harm’, 
’safety’ and 'competence’ are required. The definition of ’harm’ presented by the MCNZ is a 
workable solution and understood within the health sector.  The College would make one 
amendment to MCNZ’s definition provided on page 17 of the discussion document: 
 

“risk of harm may be indicated by a single incident that demonstrates an 
unequivocal  departure from accepted standards of medical practice”. 

 
The College strongly advocates for developing a definition of ’safety’ as a first step in 
improving patient safety and raising clinical standards. Defining ’safety’ would set standards 
assisting health practitioners in building attitudes, competencies and patterns of behaviour 
that have a preventative focus,20 and thus incorporating continuous quality improvement into 
clinical practice. Conversely, over–emphasising harm leads health professionals to focus on 
what has occurred after the event rather than thinking pro-actively to managing risk. 
 
Safety needs to be placed on the central stage, rather than cost seen as a defining factor.  
The long term costs of harm to the public, if regulation is seen to be expensive, needs to be 
included in any calculation relating to regulation. ACC payments, unintended hospital 
admissions and ongoing follow-up, will far outweigh the costs of regulation21  and therefore 
this issue must be considered further with supporting data. 
 
The College also strongly recommends that a definition of ’competence’ is clearly articulated 
in the HPCAA. Part 3 of the Act is concerned with managing competence and much of the 
Act makes reference to ’competence’, for example assessing and reporting on competence. 
However, there is very little information to assist the regulator, employer, the public or the 
health practitioner in understanding what competence means within the context of the 
legislation.  

                                                           
20

  Health and  Safety  Commission, UK  cited in Roberts, P ( 2003) Snakes and ladders: the pursuit 

of a safety culture in New Zealand public hospitals, Victoria University Wellington, NZ  

21
 Davis, P  et al (2001) Adverse events in New Zealand  public hospitals: principal findings from a 

national survey, Ministry of Health, Occasional  paper No 3,  New Zealand  
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Improving employers’ ability to manage cost impacts 

Whether the Act is amended or not, the costs of annual practicing certificates, and 
continuing education requirements are a necessary requirement of health practitioner 
functionality in New Zealand. The discussion document briefly mentions the indirect costs of 
restrictions imposed on RA’s and implies that these costs are the only factor impacting on 
the supply of health practitioners. It is important to note that this is not the case and that 
other variables such as: a shortage of training positions in the health sector, young doctors 
feeling under-valued22, the poor working conditions in hospitals, and the onerous on-call 
requirements of senior medical officers23 are all impacting on retention and supply of doctors 
in New Zealand.  
 
Further consideration should be given to the assessment of overseas trained health 
practitioners and costs associated with their employment in the New Zealand health sector. 
The section on balancing the cost of public protection with access to services (p19) tends to 
imply that standards will be lowered to allow the workforce to include these individuals. The 
assessment of overseas trained health practitioners must be based on standards and best 
practice rather than work force shortages or public demand. It is not only professional 
qualifications that must be robustly assessed.  Communication, ethical and cultural skills 
must also be considered; the process is therefore resource intensive. Any lowering of 
standards would be damaging to the quality of medical practice in New Zealand and could 
adversely affect our international reputation for health care quality. 
 
Importance of data collection systems to inform sector intelligence and planning 

The College strongly advocates for a single, reliable and valid data set that can be integrated 
to produce meaningful data on the status of the current workforce and to provide direction in 
regards to future work force needs. 
 
The RAs (by collecting fees for annual practising certificates and registration from the 
registered health practitioner) are a valuable conduit between HWNZ and the individual 
health practitioners and, whilst it may be the RA’s role to collect the data, it is for HWNZ to 
define the data requirements.  Therefore, as a way forward, we would support the RA’s 
collection of data, as defined by HWNZ, and making the data available for stakeholders in 
the health sector. We understand that there may be concerns of privacy but these could be 
addressed when revising the Act.  
 
The College recommends: 
 

4. That the focus of the review should be on patient safety with 

consideration given to the cost of regulation. 

5. Costs in assessing overseas trained doctors must be balanced against 

any lowering of standards or “short cutting the process” to allow 

overseas doctors into the New Zealand health sector. 

                                                           
22

 Ministry of Health ( 2009) Treating people well   

23
  Ministry of Health ( 2010)  Senior Doctors In New Zealand : securing the Future 
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6. Defining safety, competence and harm would assist the regulator, 

employer, the public and the health practitioner in understanding the Act.   

7. Data collection is critical but it needs to be driven by HWNZ rather than 

RAs.  

Safety Focus 

The HPCAA includes references to competence and assurance in its title, thereby indicating 
its key purpose. The key driver of the review should be a focus on how the Act ensures 
health practitioners are competent and fit to practice; and how these activities protect the 
public from potential harm. High-profile cases have damaged the public’s  and the media’s 
perception of medical professionals24 and any proposed changes to legislation must address 
the public’s need to be assured that the system is effective in reducing the potential for 
harm. These high profile cases have given rise for the need for stronger regulation of health 
professionals25 and the view that professional regulation has not kept up with the changing 
demands of the public.26 
 
Managing risk of harm 
 
There is very little emphasis on those sections of the HPCAA relating to the disciplinary 
process (part 4) or any in-depth analysis of how the competence, fitness to practice and 
quality assurance sections of the HPCAA (part 3) are working.  These sections, from the 
College’s perspective, form the central core of the HPCAA and the other three focus areas 
identified in the discussion paper must be placed in context around competence, discipline 
and quality assurance. We accept that regulation must not be financially burdensome and 
that future proofing the legislation is prudent, however, these focus areas should not shape 
the review at the expense of patient safety. 
 
In the College’s view, one of the key strengths of the HPCAA is section 52, which allows 
quality assurance activities to be protected for the purposes of improving the “practices or 
competence of one or more health practitioners by assessing the health services 
performed”27. From our experience, this section is not well understood by health practitioners 
and resources are required to ensure greater dissemination amongst health practitioners. 
 
The Health Practitioners Disciplinary Tribunal (Section 84 of HPCAA) should be identified as 
an area where the Act has reduced cost, brought about consistency and has developed a 
body of knowledge in regards to procedural efficiencies and precedent. 
 
Section 41, in the College’s view, provides a range of activities that can be utilised to meet 
future and current recertification requirements. This broad approach to recertification 
appears appropriate to clinical practice and should allow recertification programmes to 
contribute to patient safety.  To date, extensive research into this area has not been 

                                                           
24

 Davis, G ( 2011) Professionalism of surgeons: a collective responsibility, ANZ journal of Surgery, 10 

January 2011.  Davis outlines how the public and government perceptions can influence regulation. 

25
 Otago Daily Times ( 2011)  Call for closer monitoring of doctors, Tuesday 02 08 2011 

26
  Royal College of Physicians  ( 2005) Doctors in society : medical Professionalism in a changing world, London 

United Kingdom 

27
 The  Health Practitioners Competence Assurance Act 2003, section 53 
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conclusive28 therefore we do not favour a very prescriptive definition relating to recertification 
programmes.  
 
Credentialing has been suggested as a possible regulatory tool.  The College views 
credentialing as an important contributor to quality and safety but its relationship to 
regulation requires further evaluation. 
  
Mandatory Reporting  
 
Sections 34, 35 and 45 of the HPCAA outline the situations when a health practitioner 
should be reported to various bodies, including the respective RA. 
  
We would support these mechanisms remaining unchanged.  More research is required to 
understand the relationship between mandatory reporting and its impact on clinical 
performance and patient safety:  “however, the indications from the US are that publicly 
reporting performance can have a positive effect on care29“ But with any reporting there must 
be robust management regarding how the information is disseminated amongst the public 
i.e. the contextual information is critical.  Heath practitioners will avoid treating high risk 
patients and undertaking complex procedures if there is an increased or an adverse 
outcome. 
 
A tiered approach to regulation 
 
The College suggests that regulation is not a case of “one size fits all”.  A tiered system 
whereby some practitioners are either regulated or licensed (certified) via a registry 
according to their entry level standards, SOP and public risk profile, may provide a solution 
to managing the burden of regulation and reducing cost. For example, Chinese medicine 
practitioners and acupuncturists, could be monitored via an online registry system, whilst 
medical practitioners, physiotherapists, and pharmacists maintain their regulatory standards 
under the auspices of HPCAA. The validity of this approach is supported in the 
recommendations from a paper presented to the UK Government by the Secretary of State 
for Health30, which states: 
 

“In many cases, the risk to service users and the general public posed by groups of 
unregulated health workers is not considered to be such that regulation of individual 
workers is necessary…. the Government does not believe that the extension of 
statutory regulation to all workers in the health sector is an proportionate response. 
The emphasis should be on employers of unregulated workers to take responsibility 
for the quality of services provided.”(p.16) 
 

In recognising the need for a more flexible system to enable employers to be assured 
prospective employees have met adequate standards, and individual members of the public 
are satisfied about the standards of care they receive, the paper proposes a system of 

                                                           
28

 Sutherland, K  & Leatherman, S (2006)  Regulation and quality improvement : a review of the evidence, The 

Health Foundation, United kingdom 

29
 Sutherland, K  & Leatherman, S (2006)  Regulation and quality improvement : a review of the evidence, The 

Health Foundation, United kingdom 

30
 Secretary of State for Health by Command of Her Majesty (2011) Enabling Excellence: Autonomy and 

Accountability for Healthcare Workers, Social Workers and Social Care Workers. United Kingdom: Stationary 

Office Limited. Available from: 

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_124374.pdf 

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_124374.pdf
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‘assured voluntary registration’ for groups which are not subject to high-level professional 
regulation. 
 

“Voluntary registration is a more proportionate way of balancing the desire to drive up 
the quality of the workforce…. and costs associated with regulation.”(p.16) 

 
The College recommends: 
 

8. The Act needs to be examined carefully with some analysis of how the 
regulatory framework has impacted on patient safety and how it may in 
the future. 

 
9. Section 52 requires greater emphasis to ensure all health practitioners 

utilise this section to bring quality assurance initiatives into their practice 

and to have the liberty to discuss these issues in a safe environment. 

10. Patient safety and assuring the public are adequately protected from 
avoidable injury should be the key focus of the review. 

 
11. A tiered approach to regulation for some groups of practitioners may be 

cost effective and still provide a “safety net” with regards to risk of harm. 
 
Consumer Focus 
 
Public Understanding of HPCCA 
 
Medical care must be patient-centred, therefore the consumer voice needs to be considered 
when developing regulatory frameworks. The College does not agree that the public needs 
to be fully conversant with all aspects of the HPCAA but that they should be made aware 
that the Act exists for their safety and protection.  We welcome further investigations into the 
role of the consumer shaping regulation and suggest the work undertaken by Pharmac 
regarding the role of consumer’s in decision-making31 could usefully contribute to the debate. 
 
We understand that all RA Boards are required to have layperson representation and that 
this process currently works well in balancing the health practitioner perspective.  
 

Transparency of information & process 

The College questions at what stage RA decisions32 should be made available to the public. 
While we agree the public have a right to know if there are conditions on a health 
practitioner’s practising certificate, this information should only be made available once the 
process of natural justice has been followed and the case is fully resolved through the 
appropriate channels. Prior knowledge of disciplinary action may have serious 
consequences for a health practitioner’s reputation and practice.  
 

                                                           
31

 PHARMAC ( 2011) Consumer Advisory Committee - Terms of reference: summary of consultation. 

http://www.pharmac.govt.nz/patients accessed 12 October 2012  

32
  This may include, but is not an exhaustive list, decisions  to review practitioner competence ( section 36),  to 

place orders on practitioners ( section 38) ,  to suspend practising certificates ( section 69) 

http://www.pharmac.govt.nz/patients
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We do not support the ’rating’ of doctors and other health practitioners on public websites33. 
As noted earlier, such information is subject to interpretation by the media and the public. 
 
However, it is important that users of the health system are able to access comprehensive 
information regarding the health practitioner who is treating them. In a good therapeutic 
relationship based on trust it is critical that information is not unduly withheld from the 
patient.   
 
The College recommends: 
 

12. That further investigation is undertaken regarding the role of the 
consumer in relation to understanding the HPCAA. 
 

13. That laypersons are fully encouraged to be involved in the regulatory 
process as this process currently appears to be functioning well.  

 
In Conclusion 

In the College’s opinion the HPCAA appears, on the whole, to be working effectively and a 
wholesale review of the regulatory framework is unwarranted. Proposals to extend the 
HPCAA to include pastoral care or develop multi-disciplinary teams are outside the remit of 
legislation. The College strongly encourages that attention is given to those sections of the 
Act that impact directly on patient safety, health practitioner competence and assurance. 
Regulatory frameworks must be cost effective and one suggestion we propose is to use a  
tiered approach to regulation where those treatments or interventions that have a lower 
threshold of harm are ’regulated’ via a registry  or through a  voluntary ‘registration’ system34  
rather than being considered within the parameters of HPCAA. 
 
Thank you for the opportunity to comment on the discussion paper. If you require further 
information regarding this submission please contact Rosemary Matthews, Senior Executive 
Officer on 04 460 8124 or email  rosemary.matthews@racp.org.nz 
 
 

Yours sincerely 

 

Dr John O ‘Donnell 
New Zealand President 
The Royal Australasian College of Physicians 

                                                           
33

 A website has been launched that allows patients to rate individual GPs and hospital doctors and share 

information about their healthcare experiences.  www.iWantGreatCare.org,  

34
 Health Professionals Council, (2011) Policy statement on voluntary registration, HPC UK. This 

document outlines the benefits and short coming of this approach. 

mailto:rosemary.matthews@racp.org.nz
http://www.iwantgreatcare.org/
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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: 

While the Medical Radiation Technologists Board (MRTB) is confident the 

current model provides for integrated care, there are a number of areas that 

could be enhanced.  For example, through a collaborative approach RA's could 

develop consistent standards in respect of working in multidisciplinary teams, 

hand over, and consultation. 

 

 

 

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

emerging challenges faced by the health system? 

Comment: 

Workforce flexibility would be difficult to achieve through legislation that is 

primarily applied in respect of individual health practitioners rather than the 

collective health profession. 

 

The MRTB agrees that flexibility in health workforces is becoming increasingly 

important and believe that RA's have a role through collaboration with HWNZ, 

employer groups and other relevant stakeholders to consider the impact of 

regulation on workforce issues with a view to agreeing and implementing 

strategies to address those.  In doing this, the core intent of the Act, that is, to 

protect the health and safety of the public, must not be compromised. 
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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 

 

Note: these tick boxes do not align with the framing of the question, hence we 

have omitted this 

Comment: 

While this may not be something readily addressed through legislation, the 

MRTB believes RA's will have valuable contributions that could be made 

through other channels.  The pending establishment of shared secretariat 

services could be a key mechanism to develop inter-RA initiatives.  One such 

strategy could be for all RA's to develop and adopt a set of common 

competencies in respect of communications skills and support mechanisms for 

consumer's self-management 

 

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, there is scope for this to be achieved but it does not necessarily require a 

legislative solution.  The sharing of secretariat services could provide an 

effective forum for facilitating the development of common codes of conduct 

and ethics across 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 

 Not sure 

Comment: 
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The MRTB acknowledges that there is increasing overlap of scopes of practice 

both within and across health professions and that tailored solutions are 

required to achieve flexibility in the collective health workforce.  We 

recommend that any such solutions need to look beyond a medical/nursing 

dominance model. 

 

Using a shared secretariat forum, RA's could work collaboratively to develop 

and adopt a set of common principles as to the formulation of definitions and 

descriptions of scopes of practice.   

 

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: 

RA's currently have a role in recommending/mandating rehabilitative activities 

for some practitioners through mechanisms such as counselling, supervision, 

peer support, to name a few.  To move beyond this role would not only be 

difficult, but questionable as to its appropriateness.  RA's need to ensure they 

maintain a reasonable level of independence in their regulatory role.  Wider 

pastoral care beyond that already allowed for in the Act is more appropriately 

the domain of employers, unions, professional bodies, etc. 

 

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 MRTB is confident the Act has worked well in terms of public safety.  

However the other two aspects of consumer focus - involving consumers in 

decision-making and keeping the public informed - could be improved.  This 

could be done in a variety of ways and achieved through collaborative 

initiatives across all RA's and delivered through a shared secretariat 

framework. 
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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: 

All RA's have explicit references to their complaints processes through their 

public websites.  The MRTB regularly updates its public website to ensure 

information is not only current and comprehensive but also reader-friendly. 

 

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

�  Yes 

 No 

 Not sure 

Comment: 

Laypeople bring an important consumer perspective to the RA Boards.  The 

current balance of laypeople and professional members provides for specific 

professional knowledge that is crucial to the function of the RA. 

 

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: 

Theoretically it sounds like a good way for involving the public at least on one 

level.  This would need to be subject to ongoing cost-benefit analyses to 

ensure the benefits outweigh any financial costs.  It must not have a negative 

impact on the level of practitioner fees. 
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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: 

The Act allows for a variety of mechanisms where questions of safety are 

raised and these link in with other pieces of legislation and organisations (such 

as the HDC and ACC). 

 

As confirmed in the 2008 review, the Act continues to meet its core intent of 

keeping the public safe from harm in respect of health services 

 

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: 

Employers of health practitioners vary greatly, including self-employed, large 

corporations, single and multi-ownership models, profit and non-profit 

frameworks, education providers, etc.  There is significant potential for financial 

imperatives to be in conflict with a focus on public safety. 

 

The MRTB is confident that the various pieces of legislation work reasonably 

well together.  While there is room for improving the communication channels 

across the various agencies responsible for administering various pieces of 

legislation (e.g. HDC - RA's - ACC), this is very much at the operational level 

rather than requiring any changes to legislation 

 

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: 
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The notification of convictions through the courts system is spasmodic and 

there needs to be a better understanding from those agencies of their 

responsibilities as currently provided for within the legislation. 

 

It would also be helpful to have a centralised process for ensuring RA's are in 

the loop to receive timely notification of legislative changes that affect health 

practitioners. 

 

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 Act does not provide an explicit statement on what constitutes a risk of 

harm or serious harm and this is something that RA's have grappled with since 

the inception of the legislation.  Like the Medical Council, the MRTB has 

developed its own policy statements pertaining to the levels of risk.  These 

policy statements are very similar to those used by the Medical Council. 

 

There is room for improvement for the Act to include generic definitions of the 

levels of risk of harm 

 

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

related to their clinical practice? 

Comment: 

The MRTB has some experience of facilitating appropriate support for 

practitioners working in provincial locations as the sole medical imaging 

practitioner.  Mechanisms such as ongoing audit, buddy system, and peer 

assessment and review have worked well.  Input from the relevant professional 

bodies could also work well for practitioners in sole practice.   

 

 

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? 
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 Yes 

 No 

�  Not sure 

Comment: 

Any approach would need to include an agreed definition of what would 

constitute high-risk for specific groups of practitioners. 

 

Cost effectiveness focus 

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

cost benefits of regulation? 

Comment: 

The MRTB is very conscious of cost impacts to practitioners and employers 

and this is a primary factor in all MRTB decisions without compromising our 

core role of protecting the health and safety of the public. 

 

There are rigorous processes in place through the Regulations Review 

Committee who consistently analyse all fee reviews and require RA's to 

provide robust information in support of any fee increases. 

 

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

 Yes 

 No 

�  Not sure 

Comment: 

While there may be some benefits to including a definition of harm and serious 

harm into the Act, it could be alternatively argued that there are also benefits to 

not being too prescriptive. 

 

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 
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�  No 

 Not sure 

Comment: 

The Medical Radiation Technologists Board strongly believes that when 

applying radiation or strong magnetic fields to the public this needs to be 

included in the specified list of restricted activities.  Not only is imaging central 

to patient management providing a basis for decisions as to what treatment 

and care the patient may or may not receive, radiation and delivery of strong 

magnetic fields can cause intergenerational harm and harm that is not 

immediately apparent.  It is a discrete aspect of science not widely understood. 

 

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: 

The MRTB urges that an amendment is made to the Act in respect of 

managing notifications of criminal convictions.  Current wording means that an 

RA must refer relatively minor criminal convictions to a PCC and this has a 

significant cost impact.  For example, all notifications of drink-drive convictions 

currently have to be referred to a PCC as this offence comes within the bounds 

of being punishable by imprisonment for 3-months or longer.   

 

However the majority of drink-drive notifications received by this Board have 

been subject to a financial penalty and are usually first-time offences.  Allowing 

RA's to manage such conviction notifications without having to refer to a PCC 

would achieve considerable cost savings without compromising the robustness 

of the investigation process and its outcomes.  There would need to be clear 

guidelines set about the threshold for in-house management of such 

notifications.  

 

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

 Yes 

 No 

 Not sure 

Comment: 
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The MRTB supports the move towards to a shared secretariat, providing of 

course that there is strong evidence the agreed framework will achieve both 

cost savings and effective and efficient service delivery 

 

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

 Yes 

 No 

 Not sure 

Comment: 

The Act currently requires RA's to consult on issues pertaining to fees and 

scopes of practice.  However, many RA's, including the MRTB, consult on a 

much wider range of topics.   

 

The MRTB is confident it engages in robust consultation processes and is 

aware that other RA's do the same.  RA's need to be protected from becoming 

paralysed by competing agendas that could compromise their core 

responsibility of protecting public health and safety in respect of health 

professions 

 

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

 Yes 

�  No 

 Not sure 

Comment: 

The current number and mix of RA's is working well and entry of any new 

professions under the Act can be more than adequately regulated by an 

existing RA which effectively reduces the cost of regulation for new-entrant 

professions significantly (as has been the case for Anaesthetic Technicians) 

without compromising the quality of the regulatory framework for said 

professions . 
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24. What is the ideal size of RA MRTBs? 

Comment: 

The MRTB supports the recommendation of the CHRE in the United Kingdom 

that regulatory authorities should not be any less than 8 and up to a maximum 

of 12 members. 

 

The MRTB has worked with the Minister to ensure that professional expertise 

for all scopes of practice they regulate are included within the current Board 

membership.  This is key to the effectiveness of the MRTB.   

 

If an existing RA takes responsibility for additional health professions entering 

the statutory regulation arena, there needs to be level of flexibility in the size 

and composition of that RA to ensure all professions are appropriately 

regulated within the most cost-effective governance framework.   

 

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

Comment: 
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How to have your say 
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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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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: 

I believe the definition of integrated care needs to be broadened. There are 
many appropriately qualified health professions offering valuable options and 
yet not registered under the HPCA, specifically CAM practitioners. 

 

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

Comment: 

As above, through inclusion of appropriately qualified CAM practitioners, which 
would lead to better collaboration as ‘mainstream’ health professionals would 
have a means to identify those working professionally, from those who are 
unqualified.  

 

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: 

Through collaboration of learning institutes. I think that it needs to be 
understood where there are differing paradigms underpinning health 
professions and the focus should be on exploring these rather than applying 
the same ‘lens’ to all 

 

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: 

      

 

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 is difficult to comment on based on the information given in the discussion 
document. 

 

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: 

      

 

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 appreciate the inclusion of lay people in the decision –making 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: 

      

 

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: 

While the HDC complaints procedure seems sound, perhaps better safety 
could be assured in the CAM field with much greater public awareness of what 
constitutes appropriate qualifications and skills. Registration under the HPCA is 
one way of achieving this. 

 

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: 

      

 

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: 

      

 

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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Generally by following the guidelines of the HDC Code, and maintaining active 
membership of their associations I would have thought sufficient.  

 

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: 

This is largely dependent upon how “high risk” is defined and by whom 

 

Cost effectiveness focus 

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

Comment: 

No comment – not relevant to non-regulated profession 

 

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

√ Yes 

 No 

 Not sure 

Comment: 
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I think in order to deliver health care safely, risk must be defined, however this 
does need to be done with full consultation of stakeholders 

 

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: 



10 2012 Review of the Health Practitioners Competence Assurance Act 2003 

No comment – not relevant to non-regulated profession 

 

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: 

While this may be cost-effective, it is important the Regulatory Boards do not 
become too generic and govern too many disciplines: each needs to retain its 
special character.   

 

24. What is the ideal size of RA boards? 

Comment: 

Not sure 

 

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

I would like to see greater provision for appropriately qualified CAM professions 
under the HPCA Act. Practitioners of Naturopathy and Herbal Medicine can 
make great contributions towards health promotion and prevention and towards 
implementing the goals of the NZ Health Strategy.  
Graduates in these fields commonly hold Level 7 diplomas or degrees from 
NZQA recognised teaching establishments and are well able to contribute to 
improving the health of New Zealand.  
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Do you wish to receive a copy of the summary of submissions? 

 Yes 
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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: 

We do not believe the HPCA Act needs to be involved with this. We believe it is 
the responsibility of each RA and the Health Professionals(HPs) it supervises 
to ensure safety in change. E.g. as the Nursing Council(NCNZ) has with 
changes to Enrolled Nurse scope of practice. 

 

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

Comment: 

Charge the RAs with the responsibility as with NCNZ in defining new and 
expanded scopes of practice e.g. nurse prescribing, Nurse Practitioner in 
response to the demands from the health community and consumers. The 
HPCA Act need do nothing 

 

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: 

Just make sure the RAs are doing it – no action required. It’s not the job of 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? 

 Yes 

 No 

 Not sure 

Comment: 

Only in so far as it works with the RAs within their professions and scopes to 
do this. The NCNZ does a great job of this, so should other RAs 

 

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 do not believe this is the role of the Act RAs can be required to 
communicate more if required, but e.g. NCNZ has place on its website for 
public communication or complaint and the Health and Disability Commissioner 
has  Code of Rights spells this out very clearly for the Public. 
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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: 

This would be a conflict of interest, but RAs could mandate this through 
Professional bodies such as NZ Nurses Organisation, NZ Medical Assn or 
employers 

 

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: 

RAs do this task 

 

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: 

NCNZ does this very well as does the office of the H&DC  
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9. Do we have the right balance of laypeople to health professionals on RA boards? 

 Yes 

 No 

 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: 

Maybe, but aims should be very clear and cost benefit analysis must show 
positive gains otherwise it would just layer in another level of costs to be paid 
by whom? 

 

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: 

We believe that, for Nursing, there is sufficient legislative safeguards to protect 
the Public. 
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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 

 No 

 Not sure 

Comment: 

Nurses declare their compliance with NCNZ Competencies annually when they 
apply for their Annual Practicing Certificate, without which they may not legally 
practice. This is a legal declaration and has proved to be sufficient. 

 

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: 

Work to ensure the same level of safeguards across all RAs as the NCNZ 
currently has in place. 

 

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: 

As above 
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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: 

RAs need to state Standards for employing their HPs and include for those in 
sole practice, at least, a measure of Clinical Supervision 

 

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 above, but essentially the safeguards should be the same for all HPs e.g. 
required  practice hours and required education hours related to area of 
practice over 3 years 

 

Cost effectiveness focus 

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

Comment: 

We have no idea apart from setting the costs of Annual Practicing Certificates 
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18. Should the HPCA Act define harm or serious harm? 

 Yes 

 No 

 Not sure 

Comment: 

Again this task could be done by the RAs as a joint venture or it could be left to 
the Office of the H&D C, but should be the same across all HPs 

 

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: 

We are unsure about what is meant by this question 

 

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: 

Nurses are well regulated and understand clearly the role of NCNZ in their 
professional life. NCNZ is involved in setting education standards, Code of 
Conduct, Professional Boundaries, Direction and Delegation Guidelines among 
others and insisting that Nurses receive education on various topics from time 
to time. Nurses will be required to declare their compliance when they apply for 
their Annual Practicing Certificate 
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21. Could the way RAs administer their functions be improved? 

 Yes 

 No 

 Not sure 

Comment: 

NCNZ is very efficient We have no understanding of other RAs 

 

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

 Yes 

 No 

 Not sure 

Comment: 

NCNZ consults nursing groups and individuals. We cannot speak for other RAs 

 

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

 Yes 

 No 

 Not sure 

Comment: 

We believe it is much too soon in this process to discuss this. RAs should be 
tasked with working towards some degree of uniformity (perhaps lead by 
NCNZ) RAs would need to consult with both consumers and HPs regarding 
this and have some clear aims. 
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24. What is the ideal size of RA boards? 

Comment: 

Much too soon to consider this question 

 

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

Comment: 

We are not clear what has prompted this level of interest in reform. We feel that 
reform would be more successful coming from the RAs being required to 
review their own functions and purposes from within. NCNZ has successfully 
kept itself up to task over time and Nurses are very clear about its aims and 
purposes. NCNZ successfully researches topics in response to potential or 
actual problems as in the recent Professional Boundaries Guidelines in 
response to problems regarding use of Social Media. Nurses are required to 
have education on this topic and this has been communicated to the 
profession. 

 



 

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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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.    Integrated care good idea but who would oversee it? Conflicts arise from 
differing best practises- integrated care is best for patients but requires a 
paradigm shift at the case management level 

Concurrent care is an emphasis in the college curriculum and inter-
professional communication is an important part of several classes, however 
mandating this in the act would require a paradigm shift from several health 
professions, this is not a RA responsibility, and therefore the Act should not 
dictate 
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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: 

 Using act to fix a problem not looking at the cause of the problem, not the Acts 
job to fix this problem.   

a. Sharing clinical information among health practitioners so not 
duplicating services and shared results, working collegially across 
professions 

b. Look to the education system not the HPCA act to create 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? 

 Yes 

 No 

 Not sure 

Comment: 

This is beyond the scope of the HPCA act, other acts govern training and 
should continue to do so 

 

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 as long as it only governs the formatting and accessing of the scopes by 
the public and not the content of the scopes. The Act could govern a general 
standard for primary contact practitioners and leave the specifics of scope t the 
RA. 
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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: 

In terms of people being informed some of the scopes are hard to access and 
to read for the lay person the lay person needs easier access and simpler 
versions 

 

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: 

Before we answer this we would need the ministries definition of Pastoral care. 
Also as Chiropractors we are largely in sole practices and this would be an 
over large burden for the RA. 

 

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: 

It keeps the public safe by holding minimum standards, the public should be 
able to trust this and do not need to be informed about nuisance complaints 
The public are involved in these and other submissions and have their say that 
way the same as the practitioners. 
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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: 

It is appropriately available only complaints the come to something should be 
notified.  Previous complaints are freely available to the public for the 
chiropractic profession; however it is next to impossible to find for other health 
professions. 

 

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

 Yes 

 No 

 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: 

The lay people on the board represent public views already and the public 
have easy access for complaints and comments through the website. 

 



 

 2012 Review of the Health Practitioners Competence Assurance Act 2003 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 

 Not sure 

Comment: 

Yes   

 

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: 

The high majority of chiropractors work in private practice and to our 
knowledge none are engaged by a DHB. 

 

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: 
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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 

 No 

 Not sure 

Comment: 

It is not clear about level of risk but this should be left to individual RA’s as it 
very profession specific. 
 

 

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

Comment: 

CPD requirements should mandate certain areas related to public safety and 
common complaint areas and the RA’s should have systems to monitor and 
ensure this. 

 

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: 
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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: 

As the RA’s major responsibility is public safety they should do what it takes to 
maintain this within reasonable costs and reasonable standards 

 

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

 Yes 

 No 

 Not sure 

Comment: 

Defined elsewhere such as ACC the Act should refer public to that act not 
double up. 

 

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: 

While the 5 restricted activities may be clear such as HVLA cervical thrusts - they are 
not publicly known so therefore do not improve public health or safety. 
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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: 

We understand the RA’s manage things to the best of their ability and this is 
slightly premature as the operational review of the act is not in place until 2013. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

Currently sufficient 

 

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

 Yes 

 No 
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 Not sure 

Comment: 

      

 

24. What is the ideal size of RA boards? 

Comment: 

8-12 with 2 lay members 

 

25. Are there other issues you would like to raise? 
a. Improved interface between profession and RA 

b. Chiropractic  should be funded by TEC at same level as other health 
professional education sources 

c. MOH responsibility to promote HPCA 
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2012 Review of the Health Practitioners Competence Assurance Act 2003 
Comments on behalf of the Midland Public Health Medicine Specialists’ Peer Group  
Section 1: Introduction 
The review document begins with an explanation as to why “The Government has directed 
Ministry of Health to carry out a further strategic of the HPCA Act” when it is relatively recent 
legislation and has already been reviewed as recently as 2009.  
The four objectives for the review (set out on page 2) seem rather more permissive than the 
distinctly exclusive focus of the purpose of the existing Act (s3) with its focus on ensuring 
public safety.  The reference in the review document objectives to the increasing importance 
of multidisciplinary team work, and of greater transparency and public involvement are 
laudable, but there is no indication as to where the current legislation is seen to be 
inadequate in these regards.   
The third review objective “supports health priorities and the objectives of ensuring a 
sustainable, integrated, more convenient and patient centred health system” suggests a 
somewhat different focus, more aligned to other references in the document to reducing 
restrictions on who may provide health services and reducing barriers to registration in the 
various professions.  This aligns with the frequent reference to the high cost of registration 
and the overall cost of the various “responsible authorities” subsequently abbreviated as 
RAs. 
Scopes of practice as defined in the current Act are now seen to have a new dimension, viz 
“… to support workforce flexibility so that health professionals’ clinical practice enables and 
supports the introduction of new service models and new technologies”.  This does not 
appear to relate to the current wording. 
Similarly the assertion that “One of the original policy intentions of the HPCA Act was to 
encourage greater inter-professional collaboration and increased workforce flexibility” (page 
6) does not appear to have made it into the final wording of the current Act, the wording of 
which appears to be on the whole, restrictive and exclusive.   
There is also an assertion that the policy intentions for the existing Act included greater inter-
professional collaboration and increased workforce flexibility, referring to s127, which covers 
the mechanism for resolving disputes concerning overlapping scopes of practice.  The 
wording of this section does not suggest to a non-lawyer reader, any such intention but 
rather a means of resolving an impasse.   
The generally rather restrictive wording of the current Act does not appear to suggest that 
the RAs were expected to “identify more generic skill sets that can help build better 
multidisciplinary teams, support expanded or diversified roles, and help simplify the process 
of health practitioners moving across to other workforce roles.”  The subsequent statement 
that such types of activity are now required “… for a more sustainable and fit for purpose 
workforce” may well be a desirable outcome for the registered health professions, as long as 
standards of competence do not drop, and lines of responsibility do not become unclear 
The suggestion that RAs should take on a greater role in pastoral care would seem to some 
extent to be at odds with their current standard setting role, but the two need not be mutually 
exclusive if managed carefully as separate processes. 
Comments on the questions on Section 1: 



1. The HPCAA may not be the best mechanism for integrating care for patients.  This 
might be better managed via funders and non-regulatory professional bodies, such 
as professional associations. 

2. The proposal that scopes of practice should be as high level and general as possible 
has some merit, provided that at the level of delivery, there is credentialing to confirm 
which activities the practitioner is competent to perform. 

3. The Act cannot promote the contents of training directly but could be modified to 
encourage RAs to include the appropriate focus in their training curricula.  However, 
given the probability of yet more change in the future, this guidance would be best 
contained in a non-statutory document to allow more rapid change in the future. 

4. Codes of conduct, and in particular ethics in health care should be standardised, but 
again this would be better provided in a non-statutory form to allow more rapid 
change.   

5. Yes 
6. Pastoral care if provided by RAs would need to be provided by a separate part of the 

RA, in order to avoid compromise of standards. 
Section 2: Consumer focus. 
In relation to the registered professions, the public is totally reliant on the maintenance of 
high standards by the RAs, and not just in the case of self-employed sole practitioners.  
Employers should be able to be confident that a practitioner who has attained registration 
has been able to demonstrate suitable training, qualifications, experience and work record to 
justify registration.  The RAs should be fully responsible for this part of maintaining quality 
and safety, and the employer or peers should be responsible for continuing oversight and 
support in the workplace.   
Sole practitioners and all unregistered health practitioners should be required to participate 
in some form of peer oversight and review.  Sole practice without adequate peer contact in 
any field carries the risks of deviation from accepted practice and failure to keep up with 
developments.  It would be ideal if all current forms of health practice were required to 
demonstrate compliance with this requirement, which would involve an extension of 
registration requirements or a more powerful code of conduct required of all health 
practitioners, which would set the standard for HPC investigations.   
It is questionable whether the public is in a position to judge whether or not standards and 
restrictions are at a level appropriate for safety rather than to exclude competition.  The 
Commerce Act’s role in this is referred to on page 14. 
Comments on the questions on section 2 
Q7 -9:  No specific comment 
10. Consumer forums to advise RAs may be helpful but a free calling telephone number and 
a web address could provide the same service more cheaply provided there are lay people 
on the RA boards. 
Section 3: Safety focus 
Questions 11 – 14: No specific comments 
15.  See comments above regarding the need for peer contact. 
16.  Risk profiling by RAs might have some benefit but there is presumably scope for it to 
happen under existing legislation, as it is not proscribed in HPCAA. 
Section 4: Cost effectiveness focus 



A definition of serious harm covering all practice of health care would be helpful and the 
MCNZ “working definition” provided seems quite adequate for other health care providers 
provided there are accepted standards for all health care providers. 
The HPCAA definition of “restricted activities” needs to be broadened as it does not currently 
cover a number of quite obvious harms such as those done by inappropriate use of 
medicines or radiation, or psychological harm. 
Less regulation, or less rigorously enforced regulation would seem to create more 
opportunities for harm for the consumer.  Self-regulation for the low risk providers will never 
be adequate unless all such providers are required to accept an agreed standard and 
participate in demonstrating how it has been met.  This would require some form of 
regulation.  Many industries outside health have professional organisations which set 
suitable standards but for example, not all builders are members of the Master Builders’ 
Association.  In many settings customers may not be able to obtain the services of someone 
who is a member, which leaves them unprotected.  Health care is at least as important as 
the standards set by tradespeople. 
Common codes of conduct and ethics for all health professionals seem very desirable 
proposals, as does the sharing of administrative functions for the various RAs where this is 
feasible. 
There are references in this section to registration requirements being used to exclude 
overseas qualified health practitioners.  If the standards of knowledge and competence are 
dispassionately developed and fairly applied, there should be no reason for overseas trained 
professionals to be assessed against a different standard.   
Questions 17 – 18: No specific comment. 
Summary: 
The reason for this review of the HPCAA is not clear in the document provided but there are 
themes in the text that suggest that two issues may be important drivers: 

• “Better, sooner, more convenient health care” (however that is defined or measured) 
• A desire to open the health professions to greater competition. 

The discussion document suggests some marginal changes which would improve 
consistency but would not make any real difference to the safety of health care provision, to 
the ability to work in multi-disciplinary teams and would not reduce costs.   
No case appears to have been made for any major change to the existing legislation.
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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: 

Integrated care already happens in the current environment and widening 
scopes to include prescribing and procedures for non medical professionals is 
a great idea. The devil is in the detail, which so far is not provided by HWFNZ.  
HWFNZ’s language of “disruptive innovation” and “Trojan horse” makes this 
whole process suspect and dodgy.  

 

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

Comment: 

Flexible always means cheap and generic with no thought given to excellence. 
Medicine is not a group of “skill sets” that can be smeared around and the 
patient – doctor contact remains part of the art of medicine. 
NZ has a generalist workforce compared to Australia where single organ 
doctors reign. I think to make these assertions show HWFNZ are blinded by 
their own form of dogma than the reality on the ground.  
 

 

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 

x  No 

 Not sure 

Comment: 

The act itself should not be used – a NZ medical college set up would again 
diminish speciality training, lower standards and limit the ability for experience 
overseas. I can see this attractive in trapping Health professional in NZ but we 
would lose the majority of our students to Australia once this new paradigm is 
enacted. Ie who would want to work in this new system of everyone but no 
one? 

 

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: 

Yes I think all health professional should be held to account for their behaviour 
and a common code makes sense.  

 

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: 

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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x  No 

 Not sure 

Comment: 

I don’t think a regulatory body should also have an ear to professional personal 
problems – bad idea and much better managed at a local level.  

 

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: 

Could do better however that means tighter controls and higher standards for 
those entering the workforce which is not the aim of this review. 

 

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: 

 

 

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

x Yes 

 No 
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 Not sure 

Comment: 

Political appointees to the chair to  suit the governments agenda should be 
resisted as they are not concerned with patient safety rather cost and political 
expediency.  

 

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: 

      

 

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: 

HDC is a good system 

 

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 
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Comment: 

Again DHB’s will make decisions based on cost not safety, marginalising the 
professions out of this decision making will leave NZ open to a Dr Patel 

 

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 

x 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: 

No role – Community safety should be the priority and standards set 
accordingly.  Any lowering of standards should be done at a community level 
as each will accept rationing based on its own needs. If the RA’s want to be 
involved in rationing of service then it should be part of a wider discussion 
involving the public. Ie do we accept 1% error rate at great expense or 5% at a 
lesser upfront  cost to the community but more individual harm, ACC cost’s etc.  

 

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

 Yes 

x  No 

 Not sure 

Comment: 
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Covered elsewhere and to what ends ? 

 

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? 

x 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: 

I find it appalling that HWFNZ, which uses language such as “disruptive 
innovation and Trojan horse”, is supervising this review. The questions 
themselves are leading or poorly worded and are tailored to HWFNZ stated 
goals. 
HWFNZ has a clear agenda in transforming the medical workforce; most is 
driven by one or two academic individuals who cannot sell their dreams to 
anybody. I can see it would suit them to have a compliant medical council, 
remove the power of Australasian medical colleges, and keep a workforce that 
cannot leave NZ with an internationally recognised qualification. Ultimately it 
will lead to a loss of excellence, patient experience and safety, and quality staff 
that we have today.  
Innovation to meet the future oversupply of patients and medical intervention 
can be achieved with cooperation not slight of hand.  
 Until the agenda is entirely transparent and published for all to discuss, then 
this remains a token consultation process. 
 
 
. 

 



 

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
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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. 

 

PLEASE GO TO QUESTION 25 TO READ OUR SUBMISSION – THANK YOU 

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: 
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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: 

      

 

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: 

      

 

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: 
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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: 

      

 

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

 Yes 

 No 

 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: 

      

 

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: 
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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 

 No 

 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? 

 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: 

      

 

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 
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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: 

      

 

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: 

The New Zealand Health Professionals Alliance recommends that Section 174 

of the Health Practitioners Competence Assurance Act 2003 be retained with 

no changes made to it.   

This Section states:   

Section 174 Duty of health practitioners in respect of 

reproductive health services 

 (1) This section applies whenever— 

 (a) a person requests a health practitioner to provide a 

service (including, without limitation, advice) with 

respect to contraception, sterilisation, or other 

reproductive health services; and 

 (b) the health practitioner objects on the ground of 

conscience to providing the service. 

(2) When this section applies, the health practitioner must 

inform the person who requests the service that he or she 

can obtain the service from another health practitioner or 

from a family planning clinic. 

 Compare: 1995 No 95 s 11 

 

S174 protects health practitioners who have a conscientious objection to the 

provision of some reproductive health services. It is this Section that allows 

many members of the health profession to practise with a clear conscience. 

Their maximum statutory obligation with regard to the provision of reproductive 

health services is stated in S174 (2). We submit that S174 must be preserved 

unchanged in order to retain health practitioners in the New Zealand workforce. 
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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: 

To keep up with integrated care and health professional regulation the HPCA 

Act needs to also include that Professional Governing Bodies such as “The 

Midwifery Council” are regularly audited by an independent body such as in the 

United Kingdom the “CHRE” who report directly to the Government. 

www.chre.org.uk. This is significantly important for health professional 

regulation and the safety of the public. 

 

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? 

http://www.chre.org.uk/
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 Yes 

 No 

 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? 

 Yes 

 No 

 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? 

 Yes 

 No 

 Not sure 

Comment: 

      

 

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: 

I am unsure of the solution for this but it is important that as we integrate care 

that the health professional pastoral care is also integrated together. 

 

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: 

No, not from our experience. Our Midwife could not be investigated by HDC 

until our Sons Coroner’s Inquest was complete. The HDC are only now 3 years 

later able to look into our care and my sons care. The Midwife was a self 

employed independent LMC as are most, because she did not work for a DHB 

for example there was no mechanism in place to suspend or supervise, the 

Midwife was self employed. The Midwifery Council do not involve us the 

Consumer for our explanation/input and when they do a review on the Midwife 

there is still no input. For example the Midwifery Council decided after a review 

that Jenifer Rowan/Jennifer Campbell needed regular meetings to check her 

paperwork (See description in Coroners transcripts). Jennifer’s note taking was 

accurate, it was her practice at fault but because there was no input from us 

the Consumer Jennifer’s word/explanation was accepted and it was deemed 

that it was her paperwork at fault. The Coroner has since released his findings 

where he found that Jennifer evidence was “self serving”. Surely this should 

ring alarm bells that the explanation/review that had no input from us the 

Consumer was self serving as well. The Act needs to be strengthened 

considerably especially for self employed health professionals, for when there 

is a Coronial process in place and for when a health professional does not 

accept  responsibility, is self serving and yet is allowed to continue to practice 

for 3+ years without any clinical supervision etc. 

Also I do not feel that the HPCA involve consumer’s appropriately in decision 

making. It is only by chance we found this submission and the public do not 

hear of how consumers are currently involved or are informed. 

 



6 2012 Review of the Health Practitioners Competence Assurance Act 2003 

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: 

      

 

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

 Yes 

 No 

 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: 

Most definitely, transparency and consumer input is essential to move forward 

and create a robust system that everybody is confident in. 
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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: 

      

 

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: 

As we integrate care and go into community based care this is not an option. 

Especially where in our case for example Midwifery, where LMC Midwives 

work in the community, running their own small business as self employed. 

 

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: 
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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 

 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: 

The problem is when you have a health professional that is not a responsible 

trustworthy person. This is where the regulation by Professional bodies and the 

Act needs to be strengthened and we need “CHRE” to audit these bodies. 

They need to make sure that there insurance is adequate to cover if they are 

under investigation that they should be either Suspended or be under clinical 

supervision. 

 

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: 
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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: 

      

 

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

 Yes 

 No 

 Not sure 

Comment: 

When we have a no blame culture through ACC legislation, it is important that 

serious harm is defined. There are some health practitioners who do not accept 

responsibility for their actions and ultimately this damages the reputation of 

those honest hard working professionals and those who do accept 

responsibility for their actions. Also if one does not accept, take responsibility 

for ones actions, there is no basis to learn from these events. Harm and 

serious harm should most definitely be defined and strengthened.  

 

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: 
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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 Midwife can still practice after 3 years still without investigation despite the 

serious harm and death inflicted through not practicing basic Midwifery than a 

member of the public could do after a days training. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

      

 

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 



 

 2012 Review of the Health Practitioners Competence Assurance Act 2003 11 

 Not sure 

Comment: 

It depends on if they are being audited and reviewed. Also it is confusing where 

there is in Midwifery’s case, The NZ college of Midwives and also NZCOM, 

where there are many Midwives who if they had a choice would not be 

members of NZCOM but have to be for their insurance purposes to enable 

them to practice. When there is a profession where there is no confidence in 

their governing bodies, should they really be forced in supporting them through 

required subscriptions or should there be other options available? 

 

24. What is the ideal size of RA boards? 

Comment: 

      

 

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

Comment: 
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There are rumours that it is being proposed that when a Health Professional is under an 

HDC investigation that they are suspended during this time. We would like to highlight a 

loop hole to this proposal from our own investigation. Currently HDC can’t or won’t 

investigate whilst there is a Coronial process taking place. Therefore as in our case the 

health professional can continue to practice for 3+ years before any HDC investigation 

commences. This means that if this suspension was implemented then these health 

professionals can continue to practice for many years after the incident before this would 

kick in.  

We are unsure if the suspension is the right solution for balance of it the Health Professional 

is innocent, maybe CLINICAL supervision would be a better solution with CLINICAL 

highlighted. The current process is not fair on the victims, consumers, wider health 

professionals or the health professional who is directly involved. It also is damaging to the 

profession as a whole. 

I spoke with Brownwin Pelvin who strongly advised me to stay away from any review of the 

HPCA act. I was advised that the HPCA is not designed for Midwifery and that I needed to 

concentrate looking at ways to increase the legislative powers for the Midwifery Council. 

There has clearly been an incredible mismanagement of what happened to our Son and 

Linda and we are told it is because the Midwifery Council do not have enough 

authority/power.  

We are unsure if this is actually the case but whatever the HPCA act needs strengthening 

and professional bodies such as the Midwifery Council need to be held accountable. The 

public and in our case Midwives etc need confidence in their professional bodies. This is 

why they need auditing by an organisation such as CHRE. It does not need our Government 

to spend vast amounts of money on creating this. Surely our Government could sub 

contract CHRE to audit for New Zealand? They have the infrastructure, experience etc 

already in place and they would be completely independent which is really hard to achieve 

in NZ with our small population. 

It is really important to have transparency and to involve the consumers/public.  

HPCA in New Zealand needs to be stronger than other countries due to our ACC no blame 

culture. Because the right to take legal action has been taken away, because ACC has 

basically just turned into a commercial insurance company instead of being able to 

investigate, fine etc for prevention and accountability. Because none of this exists there is 

the underlining culture as we have found from our experience within Midwifery that nothing 

needs to change as there are no consequences if they don’t and it saves $ if things remain 

the same. It is also dangerous when the people that have created a unique midwifery 

system 20+ years ago which has never been independently nationaly reviewed are the 

people who hold the power and authority at the Professional bodies. The system is their 

creation, their baby, they will do anything to protect it in the way they created it and it 

prevents any independent evolution. The Professional bodies need to have regular auditing 

and HPCA needs strengthening to prevent this.  

This does not happen in other countries where the victim can take legal action then changes 

are implemented quickly. Wellington reports and Coroners reports would not be ignored 

because if the same occurrences were happening again and again and if these 

recommendations had not be put into place then somebody would be held accountable as 

there would be justified legal action. This is not the case here, nothing has to change, there 

are no penalties from legal actions, ACC etc there is just collateral damage. So for medical 

negligence HPCA needs to be stronger, more transparent and there needs to be provisions 

for the health professional who have been found to have committed gross medical 

negligence to be made accountable for their actions and harm and serious harm/death need 

to be included. 
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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) 

Jean Hera 

Address: (street/box number) PO Box 4253 

 (town/city) Palmerston North 4442 

Email: pnwhc@xtra.co.nz 

Organisation (if applicable): Palmerston North Women’s Health Collective 
(PNWHC) 

Position (if applicable): Community health worker/manager 

 
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.  
 
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: 

The autonomy of each RA and the standards and professionalism of their 
respective health professions needs to be protected. Scopes of practice may 
need to develop to allow for workforce development and innovations. 
Expansion of roles, such as for nurses is important, but it needs the 
cooperation of doctors to ensure that nurses are adequately up-skilled and 
supervised as necessary for public safety. The Act itself does not appear to 
prevent development of collaboration as it is already occurring. 

 

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

Comment: 

More flexibility around scopes of practice may be needed. Appropriate 
qualifications, competence and supervision is however crucial. 

 

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: 

This is probably more the joint role of the RAs and the professions involved. 

 

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: 

Does the Act prevent the standardisation of codes of conduct, ethics and 
common learning? We agree that where there are matters in common across 
all health professions, RAs should be working together to reduce unnecessary 
duplication.  
When RAs are dealing with matters specific to the professions they regulate 
they must have the right to address these matters separately. Both from the 
consumer and health professional perspectives, it would be very worrying if this 
was undermined. 

 

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: 
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Scopes of practice that meet the need of our health system and changing 
workforce are important and this includes broad and more specialised scopes. 
 
Information with patient centred approaches is a very important consumer 
issue and this is an area that the act could address more. Cultural competence 
inclusion has brought significant improvements to this area. Transparency of 
information consumers/the public need to make informed choices is an 
important concern. This includes information about practitioner’s scopes of 
practice when receiving care and making decisions.   

 

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: 

RAs have an important role now when a health practitioner (HP) comes before 
them when there are concerns about their health or professional behaviour. It 
would be useful for this to also include student practitioners. The RA needs to 
ensure appropriate strategies are put in place to manage and monitor HPs. 
This role needs to be limited, and not undermine the primary role of protecting 
the public and ensuring HPs are competent and fit to practice. There is a 
tension between rehabilitation of HPs and protecting the public. Standards 
must be met and if rehabilitation is not appropriate or if not adequately 
addressing the issues of concern then the public needs to know that such HPs 
will be prevented from practicing. 
 

 
 

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 fully addressed 

 Not sure 

 

Comment: 

 

See over page 
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The Act does significantly address the areas needed to keep the public safe.  
RAs take their role and responsibilities seriously and follow the requirements of 
the Act. Websites and annual reports are available to keep the public informed. 
The Medical Council reports the cost of each major activity group. This is to be 
commended. 
Ensuring and maitaining competence is core business. We understand the RAs 
have been pleased to have the mechanisns to undertake more competence 
and fitness to practise assessments which enables them to institute 
rehabilitative actions to address aspects of poor practice and/or health issues. 
Practitioners practising below the required standard are being reported by 
other practitioners and provider organisations under s34(1) but this is not 
always happening or not happening soon enough. There are also concerns 
that processes are too slow when practitioners are referred to RAs, eg from 
HDC. For example it can take a long time for competence reviews to be 
undertaken which can mean that the practitioner continues practising, and 
causing further harm. While we accept principles of natural justice must be 
followed, in some cases this leads to processes that are unwieldy, lengthy, and 
very costly. 
We agree with the FWHC that from consumer perspectives what is not 
negotiable is the requirement for: 

• Robust scrutiny of the identity, qualifications, personal background and 
health status of overseas-trained practitioners looking to 
register/practice in Aotearoa/NZ 

• Present levels for proficiency in English language to at least be 
maintained, if not increased 

• Cultural and ethical competence including an understanding of and 
respect for the status of women in Aotearoa/NZ 

• Understanding of, and respect for, the HDC Code of rights 

• Appropriate levels of supervision to be instituted and undertaken, with 
transparency around the supervision that is required, for practitioners.  

 
We feel that consumer involvement needs to be strengthened and that 
consumer knowledge and expertise is important at all levels of the work of RAs 
and in sufficient numbers. 

Comment:  7 cont’d 
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We do not think that the current Act adequately provides for involving 
consumers in decision-making or adequately keeping the public informed.  
Consumers have limited opportunities for and involvement in decision-making. 
The PNWHC supports strengthening consumer involvement by making 
appropriate amendments to the Act, such as increasing the number of lay 
members and including consumer representation at Board level. We also want 
to see RAs engaging with consumers at other levels. There is nothing in the 
HPCAA that prevents this but including this as a requirement would ensure that 
this happens. 
What is needed to keep the public informed also requires development. This 
does not only involve RAs, but in terms of RAs, should include responding to 
enquiries or letters raising concerns by informing consumers/members of the 
public concerned about processes, and also keeping them informed about 
progress and about outcomes.  

 
 
 

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 on-line practitioner registers are particularly useful for consumers. 
Information provided about practitioners on RA websites needs to be 
appropriate for consumers and include any disciplinary proceedings upheld 
against practitioners as well as any conditions on their practice. 
The visibility of RAs to the public is limited, and the understanding of RA roles 
is low. Knowledgeable consumer groups play an important role in assisting 
consumers to access this information. All health providers should assist access 
to this information.  

 
 
 
 

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 is an urgent need to increase lay representation in total, and ensure that 
at least some of these lay members have the ability, skills and track record to 
contribute consumer perspectives. Our recommendation is to amend the 
legislation along these lines. Material has been developed on what consumer 
health knowledge/skills are needed to guide selection of lay/consumer 
members on Boards. 
The Irish Medical Council now has 13 lay and 12 professional members. This 
could be a good example to follow, ie there is a more even ratio of lay: 
professional members. MCNZ currently has the most lay members (4 lay 
members) and this example should be built on, and increased, across all the 
RAs. There also needs to be enough professional members to bring a broad 
enough range of expertise to the table.  
 

 

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: 

This would be a good development but needs to be in addition to, and not 
instead of consumers/laypeople on RA Boards.  

 

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: 
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 There are some professions not included under the HPCA Act that probably 
should be, for example, audiologists. 
 

 

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: 

Consumer involvement in risk management systems e.g. trained consumer 
reps with appropriate expertise need to be involved in Root Cause Analysis 
teams as part of investigation of Sentinel Events and learnings from these. 
 

 

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 needs to be more developments and resourcing to ensure robust 
auditing occurs, for example for residential care facilities. 

 

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: 
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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: 

I think it is the RAs that need to better manage this risk. There is enough 
research to indicate that HPs in sole practice, in general terms, pose increased 
risk to the public. Many are managing this risk through professional 
development and peer involvement but RAs need to develop in this area to 
ensure risks are managed.  
 

 

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: 
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It would be useful to identify RA costs that attach to specific individuals who 
undergo disciplinary proceedings as we are aware that this is a concern. We 
know that a number of HPs continually challenge competence and/or 
disciplinary processes, and determinedly take the RA to court. This involves 
huge costs to the RAs and sometimes for just one practitioner.  
 
Natural justice issues need to be fair but not allow problem HPs to overly 
challenge RA, and associated bodies, decisions. 
 

 

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

√  Yes 

 No 

 Not sure 

Comment: 

A definition of harm and serious harm is important. A guide for RAs to then 
develop this appropriately for their domain should be included. 
Some RAs have already developed such definitions. 

 

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 
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√  Not sure 

Comment: 

 

 

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

 Yes 

 No 

 Not sure 

Comment: 

Further improvement is always possible, and hopefully strived for. 
 

 

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

 Yes 

 No 

 Not sure 

Comment: 

Again, further improvement is always possible, and hopefully strived for. 

 

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

 Yes 

 No 

√  Not sure 

Comment: 
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The PNWHC does not have the information to comment on this but we are 
concerned that combining RAs could undermine the quality and safety of RA 
work and therefore undermine the key principle of the HPCA Act to protect the 
public. 

 

24. What is the ideal size of RA boards? 

Comment: 

This is difficult to comment on. There should be at least 10. Other important 
questions in relation to this are is the size appropriate to the breadth of 
practitioners covered by the RA in question, and are there yet enough 
lay/consumers on the Board?  There is a need to increase lay membership 
across all RAs. 

 

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

Comment: 

 

See next page 
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General Overview Comments: 
The HPCA Act is in general thought to be good legislation and we would not 
want to see any loss of this. There are areas that need strengthening and we 
have commented above on key issues we are aware of. The mission/focus of 
protecting the public and ensuring HPs are competent and fit to practice is as it 
should be and must continue.  
 
We emphasise that the role of consumers should be further strengthened by 
increasing their voice and representation within RA’s. It is very important that 
lay members with strong consumer health knowledge/skills and background 
are appointed to boards and that appointment processes are merit based and 
independent.   
 
Along with the FWHC we are concerned about “(Intro p1, para 3) “A health 
practitioner can perform activities that are within another scope of practice 
provided they do not hold themselves out to be registered in that profession.”  
Consumers need to be assured that a registered health practitioner who is 
undertaking a particular task is competent and approved to do so. 
 
Changing health services and workforce requirements need to be addressed to 
meet current and future needs. However, any adaptations made must not 
compromise patient safety. 
 
 

Comment: Q 25 cont’d 
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