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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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We see benefits in health practitioner regulatory models that keep pace with 
changes in the delivery of health services including the shifting of some forms 
of practice from their traditional scope of practice into the scope of a different 
profession as part of a developing integration particularly in the primary health 
sector. We also recognise the difficulties of the scope of practice model that the 
HPCA Act uses to regulate the workforce because of the difficulties in adapting 
a scope of practice in a timely manner to match or permit changes in service 
delivery.  
We also recognise that service users come from a wide range of cultural 
backgrounds and the “single scope” practitioner may not be the best model to 
meet their needs.  Further consultation with Mäori in accordance with the 
Crown’s responsibilities under the Treaty of Waitangi needs to focus on who 
and how models of integrated care are best delivered. 
The HPCA Act needs to have broad scopes of practice that allow for the 
development of competencies by health professionals in areas traditionally 
reserved for other professions.  The standard and steps for this must be 
developed with the RAs and the professions concerned.  It might be that the 
naming of the profession then needs to be less restricted by the Act.   
In the context of integration it needs to acknowledged that the achievement of 
the professional skill to deliver services across a scope of practice needs 
appropriate educational development. Before a practitioner can work within an 
expanded scope of practice it needs to be clearly demonstrable that they have 
achieved those competencies.    
The question of the extent of registration of health professions is relevant to 
integration since not all health professions are currently registered. There are 
indications that limits might be set to number of professions which will be 
registerable and so some professions may not be able to gain registration.  
Purchasers of both health and social services have been increasingly requiring 
that registered health professions deliver services. This registration/non-
registration boundary potentially limits the extent of integration when some 
professions sit outside of HPCA regulation. The Combined Counselling 
Associations of Aotearoa New Zealand (CCAANZ) have held discussions with 
Workforce Development seeking to establish if self-regulation which was 
presaged in the 2009 review would be seen as a viable alternative to HPCA 
regulation. These discussions were halted by the current review. This 
submission will address self-regulation further. Here we seek to make the point 
that integration may be limited if self-regulation is not addressed definitively.    
 
 

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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In addition to our comments for question one we suggest that RAs and self-
regulating professions may need to be mandated to discuss proposed changes 
of scope where these have potential to cross existing scope boundaries.  

 

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: 

Integration of health delivery and changes from traditional scopes of practice 
both require service delivery through multidisciplinary teams. One way to 
achieve this is through the deliberate targeting of interdisciplinary learning. 
While some education is appropriately profession specific much need not be. 
Currently a significant number of counsellor education programmes are taught 
alongside social work education programmes with a significant level of 
interdisciplinary teaching in each year of study. This could also be encouraged 
in post-entry professional education where appropriate. 
The Act already allows for the regulatory authorities to have a role in the 
qualifications needed for each profession.  RA’s with professional bodies and 
tertiary education providers need to work together to develop the content of 
education programmes. Expectations that appropriate opportunities be sought 
for interdisciplinary education could be placed on RAs.  
Education and training needs to develop effective ways of working with Mäori 
in line with responsibilities under the Treaty of Waitangi. 
 

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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The office of the Health and Disability Commissioner has done much to 
establish consistent expectations across both registered and non-registered 
health professions. Currently the HPCA Act sets up RAs that are independent 
from each other.  There is value in RAs that have the ability to work with their 
own professions. However service integration calls for consistency where 
possible. There is a need to balance commonalities and appropriate 
differences as well as a need to ensure that all professions are involved in 
issues that are relevant to their profession.  See question 23. 
 

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 note that some RAs have broad scopes and some specific scopes. Some 
professions, and the public, need specific scopes so that it is clear which 
service they are receiving.  We think, in the case of counselling and 
psychotherapy, that the scopes of practice need to be able to overlap because 
some elements of our professions are similar and members of the public often 
do not understand the difference.  We think the balance is appropriate.  
 

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: 

A professional association can more easily than the RAs develop a culture of 
support which recognises that personal issues also impact on clinical work. 
Perhaps linkages between RAs and  professional associations could be 
required. 
Some professions recognise that professional/clinical supervision is necessary. 
One task of supervision is to consider ways in which personal issues are 
impacting on the clinician’s work. Where necessary a supervisor can advise 
that a practitioner take steps to address personal issues.  RAs could be 
required to mandate professional/clinical supervision.   
RAs could be required to mandate that a regular element of continuing 
professional education address ways in which the personal impacts on the 
professional.  
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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: 

Public Safety 
We have observed the interactions between PBANZ and the psychotherapy 
profession. There has been considerable debate in the psychotherapy 
profession that an act of parliament keeps people safe.  One issue has been a 
perception that the PBANZ practice standards are lower than the profession 
would want. 
We believe that members of the public consider regulation provides protection 
by ensuring the health professional is qualified to undertake work within their 
scope of practice.  If they find this is not the case they have an expectation that 
this will be put right.   
Much of the work of addressing failures to meet expected standards by both 
registered and non-registered professionals is carried out by the Office of the 
Health and Disability Commissioner.   
Consumer involvement  
RAs may currently advertise their proposals as being available for public 
consultation as required by the HPCA Act but this may not be appropriate 
involvement and focus groups would be a better option (see Question 10 
below) 
 

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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As we noted above much of the work of addressing failures to meet expected 
standards by both registered and non-registered professionals is carried out by 
the Office of the Health and Disability Commissioner (the Office).  The Office is 
responsible for the level of consistency between health professions. It may be 
appropriate to have a stronger connection between RAs and the Office.  The 
Office has created the benchmark for transparency in relation to complaints 
processes and so should be the leader in creating consistency for both 
registered and non-registered 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 current structure leaves initiation of dialogue with RA’s and it may be best 
to specify that this has to be done.  

 

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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No because self-regulation is excluded from the HPCA Act.  
1. Self-regulation has the potential to achieve many of the benefits of 

registration largely within the scope and cost structure of  well-run 
professional associations. CCANZ has initiated discussions with 
Workforce Development about an audit process to validate the quality 
of a self-regulation process.  

2. MOH has been concerned to establish risk as a requirement for 
registration under the Act. Quantification of risk is difficult and 
prioritisation of physical risk would ignore psychological risk. Refusal of 
registration or an alternative such as self-regulation would mean that 
the users of the services of low-risk professions may be disadvantaged 
since problematic practice which impacts adversely on the recipient 
whether the profession is considered ‘low-risk’ or not.   

CCANZ remains interested in self-regulation if MOH is able to support its 
validity. If not we would seek the opportunity to register counselling as a health 
profession  
A self-regulation alternative would need to satisfactorily address the issue of 
protection of title if it is to be a viable equivalent to HPCA Regulation. 
 
 

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 many health professionals are self-employed leaving risk management  to 
employers is not appropriate.  We do recognise that those health professionals 
in employment situations are in difficult position if issues arise.  That is, they 
may be dealing with employment legislation (performance issues) and the 
HPCA Act (professional issues) for the same situation.  We also think that the 
HPCA Act needs to be clearer on what has to occur in these situations. 
For health practitoners in private practice other legislation affects their work 
(e.g. Fair Trading Act; Consumers Guarantees Act) and there may be a role for 
the Ministry of Business, Innovation & Employment.  However, we would 
consider that most people using a health service by a registered profession 
would expect the HPCA Act and the Office of the Health and Disability 
Commissioner to be central in dealing with issues that arise.  
 

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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See Question 12 

 

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

 Yes 

 No 

 Not sure 

Comment: 

A consumer of any health service is at risk if the person providing the service is 
not competent to undertake the work they are mandated to do. 
We strongly recommend that work be done, with all professions, on a matrix of 
risk to determine at what point a health service needs to be regulated by 
statute or regulated by the profession (often referred to as self-regulation).   
This assessment of risk needs to include emotional, mental, social, and 
physical risk as well.  See questions 18 and 19 below. 
Where self-regulation is considered appropriate MOH needs to support this as 
a valid form of regulation of practice.  It is confusing to the public, and other 
professionals that some health professionals are regulated, and others not. 
This has, perhaps inadvertently, created a hierarchy of regulated professions 
against non-regulated, which may lessen choice for consumers.  
As noted in question 11, if self-regulation is an alternative the HPCA Act would 
need to satisfactorily address the issue of protection of title to ensure 
equivalence of every profession. 
 

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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Many counsellors are in sole practice.  All counsellors manage their risks 
through professional supervision and ongoing professional development.  We 
would see this as being essential for all health professionals.   

 

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: 

Yes, see question 14. 

 

Cost effectiveness focus 

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

Comment: 

When making any decision an appropriate cost benefit analysis ought to be 
standard practice.  All RAs ought to be doing this as standard practice.  
However, the Act determines the basic cost structures for RAs. 
Self-regulation as an MOH supported option alongside HPCA registration has 
potential to deliver a more cost-effective regulatory service than that currently 
provided under the HPCA mandate   

 

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

 Yes 

 No 

 Not sure 

Comment: 
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A robust yet broad definition of harm is needed.  This definition needs to be 
linked to the risk that the harm presents to those who use the health service.  
This needs to consider emotional harm, psycholoical harm; social harm as well 
as physical harm. 
See question 14 

 

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: 

See question 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: 
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We are of the opinion that the risk of harm does not need to be managed by 
the HPCA Act’s current Registration system alone.  
CCAANZ as the umbrella organisation for the counselling profession supports 
a professional association based regulatory framework (known as self-
regulation) for this profession as we believe that assessment of the level of risk 
and the potential for harm to counselling clients can be managed responsibly 
and effectively in this manner.   
Our profession has confidence in the practice standards set by our constituent 
organisations. Members of our organisations need to be assessed as meeting 
these standards of counselling practice.  With regular supervision and ongoing 
professional development, individual practice is maintained at the appropriate 
level. Where practitioners are perceived to have fallen below these standards a 
concerns/complaints process addresses the issues and then monitors the 
practitioners’ future practice or removes their membership.   
The HPCA may need to be amended to make it clear that self-regulation is a 
valid option.  This is needed so that people seeking help from that profession 
know the practitioner is regulated. To be most effective a self-regulation regime 
needs to involve protection of title via an MOH process of recognising some 
professions as self-regulating.  
 

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: 
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A key stakeholder for RA’s are the professional bodies.  We note that they 
need to consult effectively with these bodies and particularly their Mäori 
members.  And, in turn, they need to have effective consultation that 
implements and includes the views and requirements of Treaty partnership.    

 

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

 Yes 

 No 

 Not sure 

Comment: 

See question 4. 
The problem with this possibility is the issue of how various professions are 
adequately represented on/by a larger board.  We are concerned that effective 
services for the public may be lost if the professions are not well represented 
and therefore consulted on the requirements for regulation.  Whilst there may 
be some generic issues in regulation there are specific professional issues that 
need to be recognised. 
 

24. What is the ideal size of RA boards? 

Comment: 

We agree with the research that shows governance is best undertaken by a 
group of 6 – 8 people. We note this research does not consider the 
responsibilites of Treaty partnership and recommend RAs extend their board 
numbers to include treaty representatives.  This suggest boards need to be 8 – 
10 people. 

 

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

Comment: 
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The counselling profession notes that the HPCA Act attempts to protect the 
public by having a regulatory scheme that looks at risk and associated harm.  
However, the HPCA Act is used by DHBs, in particular, to limit funding and 
contracts to registered practitioners only.  The legitmisation of for example 
social workers and psychologists and de-legimatisation of counsellors in this 
way is, we realise, not intended by the HPCA Act.  Serious occupational 
disadvantage occurs for counselling professionals while counselling is not 
registered under the HPCA Act.  But, more importantly, members of the public 
who need support to access counselling, which is the best treatment, are 
denied services to meet their needs because some DHBs are requiring that 
standard service contracts are delivered only by HPCA registered staff. 
We prefer a self-regulation framework to enable professional counselling 
services to be available to the public and be accepted for DHB funding. 
If a viable self-regulation regime is not an outcome of this  review then 
CCAANZ will apply for counselling to be a regulated profession under the 
HPCA Act. 
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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: 

As the HPCA act covers many registered professionals not working in the 
health services, a change of name of the act to be inclusive of people working 
in other sectors that interlink with health and social services (eg Education, 
Corrections, CYFS, industry) may be warranted.  

 

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

Comment: 

Having the Act covering health professionals as broadly as possible with 
clearly defined scopes of practice. This would include currently 
registered/regulated and unregulated professions. This would allow 
appropriate overlap between professionals with different training while 
ensuring that the specialist skills of each profession are optimally utilised.  

 

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

Comment: 

Training in interdisciplinary practice and interdisciplinary education should be a 
requirement as part the accreditation for training programmes. 

Ensuring that consumer autonomy and self-management is explicitly 
addressed in all professional training course, and its presence in the 
curriculum is assessed as part of the accreditation of training programmes. 

RAs are tasked to ensure that practitioners are maintaining competency in 
these areas throughout their career.  

 

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

 Yes 

Comment: 
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There may be some scope for standardisation, but there will be specific issues 
that are particular to different disciplines. This may be achieved by having a 
standard ethics code covering professional and related practice and 
behaviours of all disciplines, with supplementary codes covering issues 
specific to individual disciplines.     

 

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

 Yes 

Comment: 

Scopes of practice are used quite differently by different disciplines at present 
but we believe flexibility in use is valuable to reflect differences the 
characteristics of different disciplines and to best protect the public. Examples 
are Dietetics, which has Scopes of Practice defined by training in use of 
specific techniques, and Psychology, which has scopes of practice related to 
different training pathways and types of services provided.  
We believe that having the flexibility to define Scopes of Practice differently in 
this way is optimal at present.  

 

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

 Yes 

Comment: 

The RAs already undertake some degree of this role and it is a valuable role. 
Activities by the RAs which encourage practitioners with competency of fitness 
to practice issues to self-refer are helpful.  

Most RAs take a rehabilitative rather than punitive approach to competency 
and fitness to practice issues. Increasing the options of the RAs have to 
resolve such issues, including improved mediation options, would be valuable. 
However, the ability of the RAs to be able to deregister practitioners who are a 
risk to public safety could be made stronger. This is also the role of 
credentialing within the health professions. 
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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 

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? 

 No 

Comment: 

It has been the experience of employers that it is difficult for them to get 
information about whether professionals they are considering employing have 
any current or previous complaint history. We recommend that  
consideration is given to how the privacy of practitioners can be balanced with 
the improved ability of employers to protect the public by having appropriate 
access to the history of concerns/complaints for potential employees. This 
would need to be information both about any ongoing complaints and about 
the outcomes of previous complaints.  
 
In situations where an employer has referred an employee to the RA regarding 
a competency or fitness to practice issue they often do not get feedback 
regarding the outcome of the referral. We recommend that: 
 There is further standardisation of the complaints processes across 

RAs,  
 The clarity and transparency of complaints processes is enhanced and 

processes.  
 There are consistent feedback processes to employers who have 

submitted concerns/complaints 
 
 

 

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

 Yes 

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

 Yes 

Comment: 

This may be a valuable initiative for enhancing consumer rights and ensuring 
the professions are responsive to consumer needs and wishes.  

It could also be of benefit for RAs to keep a record of positive comments made 
about health practitioners in addition to keeping records of complaints.  

 

Safety focus 

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

 Not sure 

Comment: 

Currently it is difficult for an employer to get information on a potential 
employee from an RA related to any history of complaints. Employers also 
want to protect their consumers from inadequate staff. Developing a consistent 
process that balances the privacy needs of the practitioner with the right of 
potential employers and the public to be appropriately able to be aware of 
complaint issues (present or historical) would be very helpful.  

 

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: 

We strongly endorse inter-sectoral collaboration; Health is a resource for living, 
not the reason for living.  Other aspects of life have a direct bearing on health: 
housing, employment, physical environment of the neighbourhood, level of 
education, a sense of purpose in life, early childhood health and education 
coordination.   

  

 

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 

Comment: 

Because health disciplines are so diverse, it is better to leave this up to the 
RAs to decide for their own discipline 

 

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

Comment: 

Ensure that regular professional supervision is mandatory for all health 
professionals who are covered by the Act.  

 
 

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? 

 No 

Comment: 

This is probably not helpful both because of its potentially unnecessarily stigmatising 
effect and because the factors which are likely to suggest risk in the absence of 
unprofessional behaviour are likely to have poor sensitivity and specificity.  
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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: 

Our experience has been that the RAs are mindful and responsible about of 
the cost impact of their decisions.  

 

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

 No 

Comment: 

Employers could (and do) identify levels of harm in their incident reporting.  It 
is more important to widen the number of groups who are covered by this act, 
so that the public, employers and employees are able to take action under the 
Act if necessary, when sub-optimal practice is identified 

 

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

 Yes 

Comment: 

There must be potential for RAs to share backroom functions e.g. websites, 
procurement, some clerical tasks, call centre etc. However, any changes must 
preserve the ability of the RAs to provide effective governance to their 
respective disciplines, and given the diversity of health professions and the 
widely varying sizes of the workforce in different health disciplines, this may be 
difficult to ensure if RAs are covering too many and too diverse professional 
groups.  

 

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: 

 

We recommend it would be helpful for non-registered health professions to 
also be included under, and covered by, the HPCA. This could be achieved 
either by registering more health professions or bring unregistered professions 
under complete coverage by the Act.  

 

 

 



 

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

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

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

The closing date for submissions is Friday 26 October 2012. 

 

mailto:info@healthworkforce.govt.nz
http://hpcaactreview.hiirc.org.nz/
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Submitter’s details 
You do not have to answer all the questions or provide personal information if you do 
not want to. 
 

This submission was 
completed by: (name) 

Withheld 

Address: (street/box number)  

 (town/city)  

Email:  

Organisation (if applicable): New Zealand Board of Dialysis Practice  

Position (if applicable):  

 
Are you submitting this as: 
(Tick one box only in this section) 

 an individual (not on behalf of an organisation) 

 on behalf of a group or organisation(s) 

 other (please specify) ...................................................................................................  
 
Please indicate which sector(s) your submission represents 
(You may tick as many boxes as apply) 

 Consumer  Family/whānau 

 Academic/research  Māori 

 Pacific  District health board 

 Education/training  Local government 

 Provider  Funder 

 Non-government organisation  Prevention/promotion 

 Professional association  Other (please specify): 
 ...............................................................  

 
All submissions will be acknowledged by the Ministry of Health and a summary of 
submissions will be sent to all those who request a copy. The summary will include the 
names of all those who made a submission, unless individuals request that their names 
not be published.  
 
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: 

HPCA should provide direction for all health professions 

 

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

Comment: 

HPCA act should provide guidance to all the health professions to have 
standardisation of training, registration, framework for maintenance of 
competence, disciplinary process etc. 

 

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: 

     There should be common set standards and skills for all health 
professions that is incorporated in training and measures for ongoing 
demonstration in competence 

 

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: 

Same as above 

 

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: 

      

 

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: 

      

 

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: 

Number of small professions who have the potential to harm have not been 
regulated by this act at this stage due to lack of provision of framework for 
small groups (such as Clinical Dialysis Technicians, Cardiac Technicians, 
Respiratory Technicians, Ambulance paramedics etc. Current model only 
makes professions with big numbers are able to manage & financial 
sustainibility  

 

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

 Yes 

 No 
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 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? 

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

 Yes 

 No 

 Not sure 

Comment: 

      

 

Cost effectiveness focus 

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

Comment: 

 

 

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

 Yes 

 No 

 Not sure 

Comment: 
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Harm is so vague that any health worker ( e.g. admin staff / transcriptionist) could 
cause it.  
We suggest the definition be significant risk of serious harm, which is really what the 
Act is interested in  
protecting the public from. In our opinion ‘severity’ needs to be defined, rather than 
requested from applicants, It  
is about causing death, disablement or a permanent negative change in health 
status, not just diminished  
wellbeing, as a result of invasive procedures, Clinical decisions or interventions with 
potential to seriously harm. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

     The level of risk posed by actions of a certain range of clinical groups, such as 
dialysis technicians, is currently not even considered by the Act because, although 
their actions have the potential to cause harm, the current process means they remain 
unregulated. 

 

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: 

     We think the right options are available, but not all the groups are able to 
participate currently due to  the requirements for association with a RA. 

 

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

 Yes 

 No 

 Not sure 
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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 

 Not sure 

Comment: 

     We suggest that there be a very small number of RAs, medical, nursing and one 
or more others, perhaps an umbrella RA encompassing all other professions, or at 
least a Clinical technology group encompassing anaesthetic, cardiology, respiratory, 
renal etc. This will enable these relatively small groups who have potential to do 
significant harm to be part of a viable RA. 

 

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: 

     New Zealand Board of Dialysis Practice is currently providing the 
services of registration; credentialing exam, certification, and recertification 
oversee training and standards as self regulated body. NZBDP was 
established in the year 2000, have been trying to get HPCA regulation, inspite 
of meeting the criteria, this group had no success due to small numbers (70 
members in NZ) & no interest from existing RAs to accommodate due to the 
same reason.  
Recently we joined to work with Clinical Physiologist Registration Board (CPRB 
) which comprises of Cardiac, Respiratory and Sleep techs plus Dialysis Techs  
fourth Clinical Tech professions and aim apply for regulation as Clinical 
physiologist group for HPCA regulation. At this stage one of the existing RA 
has agreed in principle to manage the group upon approval. 
Hope the review will address these challenges of small groups like us. It is also 
important to keep the process simple and cost effective. 
Also to raise awareness in organisations and among other professions that 
HPCA regulation should not be seen/portrayed as brand & status for the 
professions. As well as not used as a reason for restricting/limiting scopes of 
practice of roles of the professions who are not currently regulated though self 
regulation mechanisms are robust. 
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  Te Ao Māramatanga 

New Zealand College of Mental Health Nurses (Inc.) 

Partnership, Voice, Excellence in Mental Health Nursing 

 

Te Ao Māramatanga NZCMHN® 

PO Box 83 111, Edmonton Road, Auckland 

admin@nzcmhn.org.nz 

HPCA submissions 
info@healthworkforce.govt.nz     26 October 2012 

 

 

 
Dear Sir/Madam 
 

RE: 2012 Review of the Health Practitioners Competence Assurance Act 2003 
 

Te Ao Māramatanga New Zealand College of Mental Health Nurses provides the 

following feedback for the 2012 review of the HPCA Act 2003.  Te Ao Māramatanga is 

the professional organisation for Mental Health Nurses in Aotearoa New Zealand.  As we 

are a nursing organisation, reference to RAs in our feedback relates directly to Nursing 

Council of New Zealand.  We have commented on the four sections outlined in the 

discussion document. 

 

1. Future focus 

i. We believe that Responsible Authorities (RAs) should not have pastoral care 

responsibilities, and that this would be better suited to professional bodies. 

ii. The regulatory function relating to health practitioners should largely remain 

with RAs. 

iii. Te Ao Māramatanga supports the need to future proof a plan for a skilled 

workforce and this includes the movement towards credentialing and 

certification (see attached Fact Sheet).  Requiring RAs to support certification 

will assist with retention of Mental Health Nurses in the workforce.  Support 

for credentialing will assist with the ongoing process of up-skilling the 

nursing workforce (particularly as more demands are made on primary health 

care organisations). 

 

2. Consumer focus 

i. We are aware that NCNZ publish complaints that have received NCNZ 

action.  The accessibility of this information by the public could be 

improved. 

ii. Te Ao Māramatanga supports consumers having access to RAs in the form 

of consumer forums. 

 

3. Safety focus 

i. The Act strikes a reasonable balance and does address public safety. 

ii. We agree that the Act should ensure safety for health practitioners in 

professional isolation. 

iii. Work force models reflect an increasing non-regulated workforce - is there 

a place for reviewing public safety mechanisms in relation to these groups. 

mailto:info@healthworkforce.govt.nz
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New Zealand College of Mental Health Nurses (Inc.) 

Partnership, Voice, Excellence in Mental Health Nursing 
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PO Box 83 111, Edmonton Road, Auckland 

admin@nzcmhn.org.nz 

 

4. Cost effectiveness focus 

No comment 

 

Thank you for the opportunity to comment on this review. 

 

Sincerely 

 

  



 

 

 

  ® 
  Te Ao Māramatanga 

New Zealand College of Mental Health Nurses (Inc.) 

Partnership, Voice, Excellence in Mental Health Nursing 

 

Te Ao Māramatanga NZCMHN® 

PO Box 83 111, Edmonton Road, Auckland 

admin@nzcmhn.org.nz 

FACT SHEET 

 
What is certification?  
 
Certification is the formal recognition of a registered nurse as a mental health nurse, by 
the NZCMHN.   
 
Certification is an internationally-recognised process that enables nurses to be 
recognised as having met standards established by the professional.  It is usually 
undertaken by a professional body (in this case, the NZCMHN).  
 
Certification provides a clear indication to your employer that you meet a defined set of 
professional specialist standards (the NZCMHN standards).   
 
Certification will also enable specialist registered nurses to use a title that reflects their 
expertise (e.g. mental health nurse, CMHN (NZ)) once they have successfully completed 
the certification process.  
 
 
What is credentialing?  
 
Credentialing is a process used to assign specific clinical responsibilities to health 
practitioners on the basis of their education. It commences on appointment and 
continues for the period of employment. 
 
Credentialing recognises training and expertise to perform particular skilled tasks (e.g. 
mental health screening, brief assessment/intervention and referral in primary care).  
You do not need to be a certified mental health nurse in order to receive a credential 
relating to a particular skill/set of skills.  
 
 



 

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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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) 

Jillian Dunn 

Address: (street/box number) 585 Dairy Flat Hwy, RD2 Albany 

 (town/city) Auckland 

Email: jilldunn@iconz.co.nz 

Organisation (if applicable): NZ Association of Medical Herbalists 

Position (if applicable): Convenor Political Sub-Committee, Member of 
Education Sub-Committee 

 
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 
 

mailto:jilldunn@iconz.co.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. 

 

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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Have one national administrative secretariat & fewer (4) RAs based on risk of 
profession/treatments & commonality of practice  e.g.: 
1. Medical related [nursing, doctors, specialists, midwives, pharmacists]);  
2. Medical related allied health professions (e.g. optometry, optical dispensing, 
medical laboratory science, radiation therapists, anaesthetist technicians, 
dialysis technicians, paramedics, podiatrists);  
3. Dentistry [dentists, dental hygiene, clinical dental technology, dental 
technology, dental therapy];  
4. Other allied health professions [occupational therapy, dietitians, nutritionists, 
counsellors, psychologists, psychotherapists, hypnotherapists, physiotherapy, 
chiropractics, osteopaths, massage therapists, yoga therapists, naturopaths, 
medical herbalists, homeopaths, traditional Chinese Medicine, acupuncture, 
Rongoa Maori healers, Ayurveda practitioners]. Have only 2 community 
members (lay people) on each board [one Maori]. 
The RA manages the following: 

• Registration process (includes English standard skills; criminal history 
registration standard, recency of practice registration standard, 
continuing professional development standard, automatic expiratory of 
registration, new common renewal date) 

• National data collection 

• Mandatory reporting 

• Publishes national registrar 

• Professional conduct/misconduct 

• Works with HDC to investigate community concerns, disciplinary 
hearings 

• Registration standards, competencies, scopes of practice 

• Registration renewal, standards, competencies, scopes of practice 

• Accreditation and monitoring of education providers 

• Sets & monitors criteria for Continuing professional development 

• Provides advice to MoH about administration of national registration etc. 
 

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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1. To acknowledge & implement the utilisation of wider work health force in the 
management of NZ health outcomes. Complementary medicine practitioners 
are well trained, actively educate/treat the public in terms of identified NZ 
health strategies & should be used more widely in health 
promotion/maintenance & disease prevention. This would produce significant 
cost savings in the limited health budget. 
2. Remove barriers associated with health professions and increase integration 
by grouping professions in terms of commonality of practice e.g. dietitians, 
nutritionists, naturopaths, psychologists, psychotherapists, counsellors, 
hypnotherapists. Limitations could be set around level of scope of practice e.g. 
dietitians provide specialised diets within the hospital setting, nutritionists and 
naturopaths provide nutrition community education. 
3. Provide a structure that enables the utilisation of allied health professions in 
integrative medicine practices. Create a system for best management of 
patient that encourages self responsibility in health & reduces NZ medicine bill 
while ensuring that best practice medical treatment is available when required. 

 

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: 

• Require core health education papers relevant to all health professions 
e.g. anatomy & physiology (level 7 degree level) 

• Have a core paper that educates all health professionals about the 
competencies, scopes of practice of other health professions under the 
Act 

• Encourage a structure that enables Continuing Professional 
Development to include cross-professional education 

• Encourage a structure that supports collaborative research projects 
between professions 

• Encourage a structure that enables a hospital, integrative clinic, 
community based programmes component in all health professionals 
training so that all health professionals communicate and understand 
where different professional expertise lies 

• Require NZ education system to extend number of years of student 
access to funding to provide sufficient education to achieve these 
outcomes 
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4. Is there scope for the HPCA Act to better address the standardisation of codes of 
conduct, ethics and common learning across health professions? 

√ Yes 

 No 

 Not sure 

Comment: 

Yes, by having common education courses across all training institutions of 
health professionals.  
Have common CPD requirements around codes of conduct & ethics. 
RAs should have common statutory regulation, standards & monitoring of 
codes of conduct & ethics and where breaches occur should be communicated 
and used as a form of education to improve operation of all RAs. 
All CPD could require online CPD examples of breach of codes of conduct & 
ethics as an ongoing education requirement (as opposed to RAs keeping such 
breaches under wraps & negating the learning opportunity for all health 
professions). 
 

 

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

 Yes 

√ No 

 Not sure 

Comment: 

Broad scopes of practice should be combined with limitations of scope based 
on essential knowledge & skill base e.g. pharmacists are trained in 
pharmacology and medicines; they have limited ability to take a case and 
formulate a complex herbal prescription based on the past health history & 
presenting complaint (& medication) to bring about long term health 
improvement as opposed to a short-term band-aid. Dietitans have specialised 
skills such as meal preparation for patients with kidney failure or PKU patients 
& such limitations should be invoked (based on safety, skill base & knowledge). 
However limitations should not be made based on limiting practice of similar 
professions e.g. nutritionists. Pharmacists who study the intricacies of herbal 
medicine should be able to maintain both registrations as a pharmacist & 
medical herbalist. 

 

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: 

There are 2 aspects to this question: 
1. Supervision as a tool for learning about oneself as a health professional & 
improving the therapeutic relationship 
2. Supervision associated with overseeing the required skill set is met when 
there has been some breach in professional health care. 
 
1. Currently DHBs provide supervision for health workers within the hospital 
system. This requires extension outside the hospital environment to ensure the 
health & safety of the health professional & to prevent burn-out & errors being 
made. All community based workers should be known to the local DHB and fit 
into their current system. 
 
2. Should be put in place for all health professions (up-skilling & supervision) 
where there has been a breach in ethics, or quality of practice. It is necessary 
to ensure a minimum standard is met before being able to resume practice 
(temporary loss of registration until requirements are met). 

 

Consumer focus 

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

 Yes 

√ No 

 Not sure 

Comment: 

Many health professions are not currently included under the HPCA Act e.g. 
paramedics, complementary medicine (main modalities: naturopathy, herbal 
medicine, homeopathy, massage therapy, traditional Chinese medicine, 
acupuncture, Rongoa Maori, Ayurvedic medicine). 
Other CAM practices should require national self regulation and should not be 
able to prescribe an oral or invasive treatment without regulation under HPCA 
Act. 

 

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

 Yes 

 No 
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√ Not sure 

Comment: 

The only complaints Medical Herbalists hear about are those in the public 
arena (newspapers, television) or those made direct to the professional 
association (NZ Association of Medical Herbalists). 
A more transparent process between RAs, other health professions & the 
public would be advantageous and would result in improved learning for all 
health professions and the public. Perhaps there could be documentation on a 
combined RA health related website. This could be used by education 
institutes for training in ethics and code of practice. Could also be drawn on for 
coverage of such under CPD. 

 

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

 Yes 

 No 

√ Not sure 

Comment: 

For all 4 RAs recommended above there should be one member from each RA 
on each of the other RAs so that there is cross communication between RAs. 
This will ensure transparency and consistency between RAs as opposed to 
protectionism of the health profession. 
There should also be three consumers on an RA board: a lay person, Maori & 
a disabled person on each board for consumer representation especially of 
marginalised groups [Maori, disabilities]. Could be same 3 people across all 4 
RAs (again for consistency & transparency). 

 

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: 

Yes this would provide constant accountability and quality improvement. This is 
done in tertiary education currently where teachers receive feedback from 
students and provides improved delivery so why should the health sector be 
any different (they to could improve). 
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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: 

We think the HDC is doing a robust job showing both fairness & accountability. 

 

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: 

Possibly all health professionals in a particular geographical area could come 
under the DHB or a central organisation in that area that could monitor such 
things. Would be more accessible to the public in the local area and therefore 
possibly more effective. 

 

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

Comment: 

Inclusion of other health professionals currently excluded under the HPCA Act 
e.g. paramedics, main complementary medicine modalities: herbal medicine 
practitioners, naturopaths, homeopaths, massage therapists, traditional 
Chinese medicine practitioners, yoga therapists, Ayurveda practitioners, 
Rongoa Maori practitioners, hypnotherapists. 
 
Reducing RAs to 4 (as per question 1) based on commonalities of practice. 
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14. Is the HPCA Act clear about the level of risk that needs to be regulated by statute? 
If not, what would help to improve the match between level of risk and level of 
regulation? 

 Yes 

√ No 

 Not sure 

Comment: 

The level of risk is poorly defined. How is being a nurse in accident & 
emergency more risky than being a paramedic? Both are dealing with an acute 
situation although in the hospital there is more support than outside the 
hospital environment, therefore it could be argued that the nurse working in 
accident & emergency is less risky than the paramedic because of the 
surrounding level of support. 
 
A Medical herbalist working autonomously prescribing a herbal medicine 
formula to a cardiac patient on multiple medications could be described as 
more risky than the nurse in coronary care because there is no sharing of 
patients records between complementary medicine & mainstream health 
professionals. Lack of a common reporting system may be more risky than the 
type of treatment given (e.g. herbal medicine). 
It could be argued that a medical herbalist has a higher associated risk than a 
dietitian. Also how is a dietitian more risky than a nutritionist?  Risk is not 
always related to the treatment given, more often than not it is the individual 
health professional that practices in a risky manner. A health professional 
failing to recognise a life threatening condition is risky no matter what the 
health profession, whether nurse, paramedic, medical herbalist or homeopath. 
Therefore the level of risk should be related to all health professionals, 
complementary medicine practitioners and mainstream health related 
practitioners. Evolving CAM therapies could be practised by complementary 
medicine practitioners covered under the new regulation. Legislation should 
allow constant development of education standards & scopes of practice. 

 

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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Use of a common medical database by all health professionals (including 
hospitals). Sharing of electronic patient medical records by NHI number 
(specific information e.g. condition, medical tests, diagnostic tests, 
medications) that is important for safe complementary medicine practice. Also 
electronic reporting of herbal medicine prescriptions and dietary supplements 
prescribed. This would provide information on complementary medicine use 
and medications prescribed to doctors in accident & emergency (which they 
don’t currently have access to), it would provide a basis for health research and 
health economics. 
A structure that supports monitoring of those in sole practice e.g. self & peer 
targeted annual continuing professional development (based on self & peer 
identified weaknesses), a mentoring system to newly graduated health 
professionals & peer reviews would be useful. Regular group supervision 
meetings. 
 
 

 

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: 

Risks may not necessarily be related to newcomers to the profession, nor older 
members. It is usually the situation that is risky e.g. where there is a highly 
stressed individual. Remedying stressful work environments, annual continuing 
professional development, a mentoring system to newly graduated health 
professionals, regular supervisory meetings & peer reviews would be more 
effective than profiling in reducing risk. 

 

Cost effectiveness focus 

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

Comment: 
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Unfortunately cost-benefit/risk is a pragmatic requirement due to financial 
constraints. RAs have a responsibility to consider cost impacts & cost benefits 
of regulation. It is important that there is a good basic structure (from the top 
down) that is not overly burdensome or imbalanced and that provides the 
consumer with safety and good quality health care. 
We consider there to be huge potential cost benefits through regulation of 
Medical Herbalists under the HPCA Act. 

 

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

√ Yes 

 No 

 Not sure 

Comment: 

If the HPCA Act is used to protect the public from harm then it needs to define 
harm which will then flow through to policy. Left undefined the Act has resulted 
in inconsistencies and two health systems: a nationally recognised one (title 
protected, national education standards, CPD, disciplinary policy & related 
procedures) and an unrecognised one (no title protection and no required 
education standards nor required professional association membership).  This 
situation has associated risks (currently anyone can practice naturopathy or 
herbal medicine even if they have done little training); there is no collection of 
important health information, nor sharing of health information and a gap in 
knowledge about the NZ health professionals and therefore health system. 

 

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: 

Other Acts deal with harm e.g. HDC Act 1994 (once an issue has occurred), 
ACC Act 2001, Medicines Act 1981 & employment related Act. The HPCA Act 
should act in the prevention of harm through registration of all health 
professions, title protection, scopes of practice & limitations, education 
requirements & monitoring, codes of conduct, ethics, prescribed use of 
scheduled drugs/herbs/dietary supplements by those trained in their risk, 
application & treatment use, health data collection, and to lead the way in 
cross-professional communication to support the development of an integrative 
health care system that is safer than that currently. 
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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: 

Paramedics, nutritionists, herbal medicine & complementary & traditional 
medicine practitioners are not included. Herbal medicine practitioners treat 
patients with serious diseases, often on multiple drug medications, and it is 
essential that they are given the option to be regulated under the HPCA Act. 

 

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

√ Yes 

 No 

 Not sure 

Comment: 

Too many RAs, not related to numbers of members within the RA nor to 
relative income making registration very expensive for professions with small 
numbers (e.g. osteopath) and therefore encouraging some health practitioners 
to practice outside the national system of title protection (calling themselves 
something different while practising the same therapy). Could be a flat fee 
based on income potential of the profession (gained from tax information for 
groups). 

 

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

√ Yes 

 No 

 Not sure 

Comment: 

RAs should be communicating with each other and all health professions, 
government agencies and the public. 

 

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



14 2012 Review of the Health Practitioners Competence Assurance Act 2003 

√ Yes 

 No 

 Not sure 

Comment: 

Will reduce costs through unnecessary doubling up of administrative 
requirements. Should be one secretariat. (See question one for proposed make 
up of 4 RA authorities). 

 

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

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

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

The closing date for submissions is Friday 26 October 2012. 

 

mailto:info@healthworkforce.govt.nz
http://hpcaactreview.hiirc.org.nz/
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Submitter’s details 
You do not have to answer all the questions or provide personal information if you do 
not want to. 
 

This submission was 
completed by: (name) 

withheld 

Address: (street/box number)  

 (town/city)  

Email:  

Organisation (if applicable): Council of Deans of Nursing and Midwifery, Australia 
and New Zealand  

Position (if applicable):  

 
Are you submitting this as: 
(Tick one box only in this section) 

 an individual (not on behalf of an organisation) 

 on behalf of a group or organisation(s) 

 other (please specify) ...................................................................................................  
 
Please indicate which sector(s) your submission represents 
(You may tick as many boxes as apply) 

 Consumer  Family/whānau 

 Academic/research  Māori 

 Pacific  District health board 

 Education/training  Local government 

 Provider  Funder 

 Non-government organisation  Prevention/promotion 

 Professional association  Other (please specify): 
 ...............................................................  

 
All submissions will be acknowledged by the Ministry of Health and a summary of 
submissions will be sent to all those who request a copy. The summary will include the 
names of all those who made a submission, unless individuals request that their names 
not be published.  
 
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: 

Nurses currently work with many other disciplines and are keen to extend this 
model of working, which has been their practice for years. 
The HPCA is silent on the issue of interdisciplinary practice and should remain 
so.  Interdisciplinary integration does not imply any loss of professional identity.  

 

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

Comment: 

This is not the key role of the Act, though the Act must ensure safety for the 
public when flexibility is tested or introduced.  
There are mechanisms for recognition of extended/shared scopes of practice 
and/or authorisations within scopes.  
The HPCA has not impeded extended/expanded practice, for example RN 1st 
surgical assist and diabetes nurse prescribers.  

 

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:  These possible answers do not match the stem question.  

Education and training requirements lie within the brief of the regulatory 
authority. Section 12 of the current Act gives the RA flexibility to include these 
competencies within their curriculum approval processes. The Nursing Council 
of New Zealand requires these aspects of education to be met. 
The competencies also could and may already be, in the continuing 
competency standards for the professions. 

 

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: 

Common learning already exists across national nursing curricula. The nursing 
profession has an explicit Code of Conduct and Guidelines: Professional 
Boundaries, or all levels of registration. These could be considered models for 
other regulated 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: 

Numerous documents and publications exist based on legislation such as  the 
code of patients’ rights; Health and Disability Commissioner; a clear complaints 
process and publication of scopes of practice  
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6. Could/should RAs have a mandated role in health professionals’ pastoral care? If 
so, how can they carry this out? 

 Yes 

 No 

 Not sure 

Comment: 

Pastoral care is covered in Sections 45-51 of the current Act. Care is needed to 
avoid possible confusion between public safety and personal care of the health 
professional. A process already exists to rehabilitate health professionals and 
facilitate their return to work. This is important as it saves money while also 
supporting the needs of the health professional but is focused on the protection 
of the public.  

 

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: 

We strongly urge the HPDT to ensure their decisions are communicated in 
plain English and therefore accessible to lay people.  

 



6 2012 Review of the Health Practitioners Competence Assurance Act 2003 

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

 Yes 

 No 

 Not sure 

Comment: 

A balance is needed between what is expected in the professional role vs 
professional protection. No more than half the Board should be lay and the 
Chair should be a health professional from the relevant RA discipline.  

 

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 is a matter for the individual RAs to determine. While the Council of Deans 
considers it a good idea, there is a probability of bias amongst the attendees. 
Such a group should not replace widespread consultation on specific issues 
when this is required. 
 

 

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: 

Risk management occurs on many levels. While employers also have 
responsibility, the RAs have the ultimate responsibility for holding individuals to 
account. This transcends employer-employee relationships and thus protects 
future employers from risk. The RAs role must not be compromised.   

 

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: 

The Council of Deans has not identified any gaps or overlaps detrimental to the 
RAs’ focus on public safety.  Examples of improvement include amendments to 
the Medicines Act that will support service quality development by removing 
barriers to access.  

 

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 provides the RAs with tools to regulate, although levels of risk are not 
made explicit.      

 

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: 

The Act should require sole practitioners to identify a system of peer review 
that becomes part of the practitioners’ competency assurance/practising 
certificate renewal requirements.  

 

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: 

We are unsure what this means and to whom it refers, however, there are 
some disciplines that are not exposed to the same level of risk as those 
consistently providing direct patient care.        

 

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 Nursing Council is very aware of their responsibilities related to 
expenditure and operates a very cost effective business. All RAs must be 
totally aware that they are funded by the health practitioners they regulate.  

 

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

 Yes 

 No 

 Not sure 
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Comment: 

Any definition must take account of the context in which events occur and act 
as a guideline only.       

 

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: 

RAs currently understand their own risk and collect evidence to evaluate 
changes and trends. Competence updates are required in the current Act.  

 

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: 

We can see merit in a sliding scale of regulation with new applications 
rigorously scrutinised. Some professions pose a lower risk of harm than others, 
for example occupational therapy and dieticians are relatively low risk while 
medicine and nursing pose higher potential risk.  

 

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

 Yes 

 No 

 Not sure 

Comment: 
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There is always room for improvement, however Nursing Council NZ operates 
for the largest numbers of health practitioners at the lowest cost of NZ RAs. In 
the Council of Deans’ experience NCNZ constantly seeks to improve its 
functions and provides a very cost effective service for the public of NZ. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

In the Council of Deans’ experience NCNZ consults widely and effectively with 
relevant stakeholders. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

In our opinion clusters of RAs could be more effective than the multiple stand-
alone authorities in existence at present. The biggest RAs which are nursing 
and medicine, should maintain their autonomy.      

 

24. What is the ideal size of RA boards? 

Comment: 

6-8 members. Large enough to ensure an effective quorum, but with enough 
room to accommodate a range of governance skills and experience.       

 

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

Our experience has been that the current Act is serving its purpose well.  
We are aware that in any revision of the Act Government must be cognisant of 
other Acts and their wording. For example the words “medical practitioner” in 
some legislation precludes the possibility of another health practitioner taking 
on a particular role. The certification of death is an example of a role a nurse 
practitioner cannot perform because of the wording of the law surrounding 
death certification.  We note that this particular area of legislation is also one 
where risk may be hidden (cf the Shipman case in the UK). 

 



New Zealand Register of Acupuncturists Inc 

P.O. Box 14 106 

Kilbirnie 

Wellington 6241 

 

ph:   04 387 7672 

fax:  04 387 7685 

 nzra@acupuncture.org.nz  

www.acupuncture.org.nz  
 

 

26 October 2012 

 

HPCA Submissions 

Health Workforce New Zealand 

National Health Board, Ministry of Health 

 

info@healthworkforce.govt.nz   

 

This submission was prepared by Paddy McBride, President of the New Zealand Register of 

Acupuncturists Inc (NZRA). NZRA is the largest and longest established professional body 

representing practitioners of Acupuncture and Chinese Herbal Medicine in New Zealand. 

Although the profession of Chinese Medicine applied to be included under the Health Practitioners 

Competence Assurance Act in September 2010, as yet that decision has not been made. Our 

submission has therefore been prepared taking into account that much of the information in the 

discussion document does not yet apply to Chinese Medicine and we have restricted our responses 

to those areas which do impact upon our organisation and members. We have chosen not to answer 

all the specific questions as presented in the submission booklet. For ease of reading, however, we 

have endeavoured to retain the suggested order of response. 

We do wish to receive a copy of the summary of submissions and understand that our submission 

may be requested under the Official Information Act 1982.  

 

 

President – New Zealand Register of Acupuncturists 
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Future Focus 

When attending and presenting at the 16
th

 International Congress on Traditional Medicine in Seoul, 

South Korea recently it was disappointing to see that New Zealand was not represented at a 

governmental level in the talks being held there. The Western Pacific Region of the World Health 

Organisation worked in conjunction with the congress organisers to host the forum. Representatives 

from the majority of the Western Region countries were present. The booklet “Western Pacific 

Regional Strategy for Health Systems Base on the Values of Primary Health Care” which was 

presented to attendees appears to address many of the same issues as are faced by those involved 

with the review of the HPCA Act. 

The theme of the congress was “The Future of Medicine – Traditional Medicine” and speakers from 

throughout the world presented on the varying ways that this is being implemented and achieved. In 

Korea, Traditional Korean Medicine is accepted on an equal footing with Western Medicine 

throughout the health care system. More than 80% of Koreans chose their traditional medicine 

(which includes both Acupuncture and Herbal Medicine) as their primary health care. In China this 

rises to more than 90%. These figures have risen markedly in the period between 2001 and 2008, as 

reported in the publication “The Regional Strategy for Traditional Medicine in the Western Pacific” 

produced by the World Health Organisation (Western Pacific Region). Similar trends are evident in 

other countries in the region. 

 Rather than restricting ourselves to looking only at models in countries such as Australia, Canada 

and England, there is a great deal can be learned from what is already in place in South Korea and 

China. 

 

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

conduct, ethics and common learning across health professions? 

Most definitely. All those professions providing a health service within New Zealand are obliged to 

adhere to the Code of Rights as expressed by the Health and Disabilities Commission. It would 

make sense that the codes of conduct and ethics could equally be standardised.  

 

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

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

practitioner? 

This is a very poorly worded question and the actual meaning is unclear. Again, the Health and 

Disabilities literature seems to provide more accessible information to the general public. It would 

not be surprising to find that the average New Zealander who presents at their GP or at the E.D. has 

no idea of what they should or should not expect of their health practitioner. At least the H&D 

flyers are readily available in many waiting rooms and patients can browse them whilst waiting to 

see their practitioner. The discussion document suggests that similar flyers have been produced 

about the HPCA Act but it would appear that these are not so readily available for the general 

public. Whilst many RAs have improved the information on their websites, not everyone has easy 
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access (or the knowledge and ability to use the internet) to such information. Printed material still 

holds an important place in most people’s lives. 

 

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

If so, how can they carry this out? 

Pastoral care should be more the role of the professional body rather than the Regulatory Authority. 

The focus of the HPCA Act is on the safety of the public. Obviously the health and wellbeing of the 

practitioner/health professional is going to impact on the safety of their patients and understanding 

by the RA of the particular circumstances surrounding an issue should be encouraged. The 

individual professional bodies, however, are better positioned to provide pastoral care than are the 

RAs. 

 

Consumer Focus 

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

decision-making and assist in keeping the public informed? 

It certainly doesn’t appear so. As already mentioned, most consumers would be unlikely to be 

aware that the Act even exists. Individual health professions are directly affected by the Act and are 

therefore more aware of the content and of the current review. An indication of the awareness of the 

Act by the general public could be considered the number of submissions on the review received by 

individual consumers throughout the country. 

 

Question 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? 

It is very difficult for our profession to ascertain the extent to which such information is made use 

of by the general public. Individual RA’s must surely keep statistics on the types of questions, 

queries and complaints they receive from the general public. Publication of such statistics could be 

considered. 

 

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

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

Any construct that enables the public to directly communicate with the RA’s should be considered. 

Sufficient evidence exists to suggest that greater communication and understanding lead to fewer 

subsequent difficulties arising between health professionals and the public. 
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Safety Focus 

Chinese Medicine has not yet been included under the HPCA Act. A very recent case involving a 

practitioner highlights the importance of our profession being able to progress through to regulation as 

quickly as possible.  

 

We were notified by the Auckland Police that a member of our organisation had appeared in court and had 

pleaded guilty to the charge of sexual violation by unlawful sexual connection. The practitioner is to be 

sentenced in early December. It was the decision of the NZRA Resolutions Committee to suspend the 

membership of this practitioner until the time of his sentencing. On learning of the sentence imposed the 

decision will then be made as to whether or not to revoke his membership of our organisation. 

 

Even without membership of a professional body, there is no legislation to prevent this person from 

advertising himself as an Acupuncturist and continuing to practice Acupuncture now and into the 

future. 

 

Members of NZRA have been recognised as ACC Service Treatment Providers since 1990. Obviously we 

have notified ACC that this person has been suspended as a member but there is no way that he can be 

prevented from treating private patients. Had our profession already been included under the Act, this 

practitioner could be prevented from continuing to practice. 

 

Recommendation 15 of the previous review of the HPCA Act stated: That after this report has been tabled in 

the House of Representatives, the Ministry of Health move promptly to make recommendations to the 

Minister of Health in respect of those groups who have applied for statutory regulation under the HPCA Act 

2003.  

 

Prior to the commencement of the previous review, the then Minister of Health had approved the 

Acupuncture profession to be included under the Act. Once the review was completed and the criteria for 

inclusion had been changed to match that already in place in Australia, we were asked to reapply. Our 

application for Chinese Medicine to be included under the Act was sent in to the Ministry of Health in 

September 2010. We are aware that the expert panel appointed by the Ministry accepted that Chinese 

Medicine met the criteria for inclusion. General consultation on the inclusion of our profession generated 35 

submissions and we were advised by a representative from the Ministry that a decision could be expected by 

September 2011. We were then advised that the decision would not be announced before the November 

election, then that it would again be delayed until after the completion of the 2012 review of the Act. This 

can hardly be accepted as “moving promptly”. 

 

We are aware that since the 2007-9 review, psychotherapists and anaesthetic technicians have been able to 

progress to statutory regulation. It is very difficult to understand why these professions were able to progress 

whilst Chinese Medicine has essentially been put on hold completely. 

 

The Chair of the Chinese Medicine Board of Australia, Professor Charlie Xue, was on the expert panel 

appointed by the New Zealand Ministry of health to determine whether or not Chinese Medicine in this 

country met the criteria for inclusion under the Act. National registration of Chinese Medicine began on the 

1
st
 July 2012 in Australia. As the very same criteria as are in place in Australia have been adopted by the 

New Zealand Ministry of Health, there seems to be no valid reason for our profession here in New Zealand 

to not follow the same path. If safety of the general public is paramount, then inclusion of the Chinese 

Medicine profession under the Act is essential. 
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Cost Effectiveness Focus 

 

Question 18:   Should the HPCA Act define harm or serious harm? 

The Act currently provides definition of a number of restricted activities which may only be carried 

out by registered practitioners. The first of these restricted activities is as follows: “surgical or 

operative procedures below the gingival margin or the surface of the skin, mucous membranes or 

teeth.”  This could imply that all Acupuncturists in New Zealand are acting outside the law, 

however for many years our profession has been exempted by the Ministry of Health from this 

particular restriction. Rather than continuing with the exemption, it would surely be more 

appropriate to include the profession under the Act. 

   

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? 

Currently any Physiotherapist or Osteopath who has completed a short course of Acupuncture 

training (generally a one year part time course for Physiotherapists; Osteopaths need only have 

completed 50 hours of training) is able to advertise themselves as a “Registered Acupuncturist”. 

There is no way that any member of the public can easily determine the difference between these 

practitioners and those who have completed a four year (or more) full time course of study. 

This is of great concern as it has been identified in the publication “Toward a Safer Choice” 

(Bensoussan, A & Myers, SP 1996, Towards a safer choice: the practice of traditional Chinese 

medicine in Australia, Faculty of Health, University of Western Sydney Macarthur, Campbelltown, 

NSW.) that there is substantially greater likelihood of injury when Acupuncture is administered by 

those who have completed short courses than by those who have undertaken full time study. This 

finding has been backed up in subsequent findings and is also reflected in statistics provided to 

NZRA by ACC when comparing claims for Treatment Injuries sustained during Acupuncture 

treatment. 

This again is further reason to hasten the inclusion of Chinese Medicine under the HPCA Act, thus 

allowing greater consultation between the professions so that clearer differentiation can be made 

between the various lengths and content of particular courses of study and enabling the public to 

make an informed decision about their choice of practitioner. 

 

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

Not only should the RAs be required to consult more broadly with their relevant stakeholders, there 

needs to be some mechanism to ensure that such consultation is considered and acted upon. Despite 

strong opposition from within their own profession as well as from NZRA and other Acupuncture 

professional bodies, the Osteopathic Council chose to include Acupuncture within their scope of 
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practice. There now exists the peculiar circumstance where there is greater definition of 

Acupuncture within the Osteopathic scope of practice than there is regarding Osteopathy itself. 

The relationship between the RA and the professional body they represent needs to be strengthened 

to ensure free exchange of perspectives and knowledge. Equally there needs to be openness, 

transparency and respect for the other RAs and professional bodies to ensure that all are working 

together to provide the best of health care for the New Zealand public. 

 

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

Whilst NZRA supports the establishment of a combined secretariat (as has been established in 

Australia), we are not in favour of reducing the number of regulatory boards. Combining boards of 

disparate professions may well lead to further difficulties than already exist between many of the 

Boards and their respective professional bodies. We have been advised by our colleagues in 

Australia that they would be unlikely to consider mutual recognition if Chinese Medicine was part 

of a combined Regulatory Authority. 

 

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

Currently the Act requires that the Boards comprise no less than 5 and no more than 14 members. In 

the UK it has been decided that 8-12 is the most effective number. Considering that many of the 

Boards here in New Zealand are representing relatively small numbers of practitioners, smaller 

Boards may well be adequate for some. NZRA would suggest that the New Zealand Ministry of 

health consider that the wording be changed to “no less than 6 and no more than 12 members”, thus 

meeting the needs of the smaller Boards whilst still providing effectiveness for those with greater 

member numbers. 

 

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

1. It is difficult to understand why this review was commenced before many of the findings 

from the previous review had been acted on or completed. It would be our suggestion that 

the time period between the completion of this review and any that may follow be flexible 

enough to allow sufficient time for any recommendations and/or findings to be fully acted 

upon. 

 

2. When dealing with the New Zealand Police regarding the serious matter raised earlier in this 

submission, those we spoke with expressed great surprise and concern that there was no 

legislation in place to be able to prevent this person, or any other, from continuing to 

practice Acupuncture in New Zealand. It has been the aim of the profession to gain statutory 

regulation for many years now and a considerable amount of time and effort has been 
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expended to this end. The New Zealand Police have clearly indicated to us that they support 

our efforts to include Chinese Medicine under the HPCA Act, thus preventing such a 

scenario occurring again. 

 

3. NZRA has recently been working with the Auckland City Council with regard to the Code 

of Practice being drafted for the city now that the different councils have been amalgamated. 

This has involved a number of meetings, phone calls, exchange of emails and consultation 

on the drafting of the document. Those practitioners whose professions are included under 

the HPCA Act are not affected by the Council Code but we have again had to apply for 

exemption from many of the Council requirements as our own requirements are more 

stringent. The considerable amount of time and energy expended by both our organisation 

and the Auckland City Council staff could have been avoided had Chinese Medicine already 

been included under the Act. 

 

 

Thank you for the opportunity to comment on these matters and we look forward to the findings of 

the review and to progress being made with regard to bringing Chinese Medicine through to 

statutory regulation under the HPCA Act. 
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2012 Review of the Health Practitioners Competence Assurance Act 2003: 
Submission from the Australian and New Zealand College of Anaesthetists (ANZCA) 
 
Thank you for the opportunity to comment on the above consultation document.  
 
ANZCA is the professional organisation for around 5000 specialist anaesthetists (Fellows) and 2000 
anaesthetists in training (trainees), with 600 Fellows and 280 trainees in New Zealand. ANZCA, which 
includes a Faculty of Pain Medicine, is one of Australasia’s largest medical specialist colleges. ANZCA 
is directly responsible for the education, training and continuing professional development of 
specialist anaesthetists and pain medicine specialists, and for the standards of clinical practice in 
Australia and New Zealand. The ANZCA Training Program is accredited by the Medical Council of 
New Zealand and the Australian Medical Council.  
 
ANZCA’s mission statement is: To serve the community by fostering safety and high quality patient  
care in anaesthesia, perioperative medicine and pain medicine. As an organisation focused on 
training competent anaesthetists and pain medicine specialists to deliver safe, high quality care, the 
Health Practitioners Competence Assurance Act 2003 (“the Act”) is directly relevant to the work of 
our Fellows and trainees.  
 
In this country ANZCA is represented by the New Zealand National Committee (NZNC). I am pleased 
to present the following submission on behalf of the NZNC.  
 
ANZCA is a member of the Council of Medical Colleges (CMC), and endorses the CMC submission on 
the HPCA Act review. The following comments are additional to those provided by CMC, or are 
specific to the anaesthesia scope of practice. 
 
General comments 
 

In places the discussion document provides policy options without a clear description of the nature, 
size, or severity of a problem. For example, the document suggests that Responsible Authorities 
(RAs) could provide better healthcare for professionals (page 8), but does not establish that what 
already exists through employers, colleges or other providers is inadequate.  
 
The discussion document contains a number of assumptions and unreferenced statements. Without 
references or evidence it is difficult to ensure that we, as respondents, are working with the same 
assumptions as the Ministry of Health. Examples include paragraph 1 on page 19 which states that 
the HPCA-type regulation is considered an expensive way to ensure public safety. We would be 
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interested to know who considers this to be so, and what evidence this is based on. The paragraph 
goes on to state that there are indirect costs associated with the restrictions imposed by RAs that 
have an impact on the supply of health professionals. Again, we would be very interested to see the 
evidence behind this statement.  
 
The document asks whether the Act should be used to address issues such as workforce flexibility, 
promote teamwork, and address standardisation of codes of ethics and conduct across the sector. 
The question is whether it is the role of the Act specifically, and legislation in general, to address 
such issues or whether other non-regulatory measures, or coverage in secondary or delegated 
legislation may be a more appropriate, effective, and flexible way to respond to a sector that, as the 
document rightly notes, is rapidly changing. 
 
We note that a number of actions arising from the recommendations of the 2009 Report on the 
Review of the Health Practitioners Competence Assurance Act have not yet been completed. It would 
be useful to include a summary of the recommendations with a status report, and an indication of 
which recommendations will be considered as part of the current review.  
 
Responses to specific questions 
 
The NZNC has responded only to questions where our comments are in addition to the CMC 
submission, or address questions particularly relevant to anaesthesia.  
 
Future focus 
 

ANZCA’s recent workforce report (executive summary attached) demonstrates that anaesthesia is 
not a workforce in crisis. The issue in our sector - as in many others - is a mobile workforce and, 
while overall capacity is sufficient, mal-distribution of anaesthetists is an issue.  
 
International medical graduates (IMGs) provide an important part of the New Zealand anaesthesia 
workforce. (The workforce report provides more detail.) ANZCA is confident that the level of training 
and qualifications required for anaesthesia IMGs is appropriate, first and foremost to protect public 
safety and secondly to maintain workforce capacity.  
 
We have no evidence to suggest that the Act, in its current form, creates inappropriate barriers to 
recruiting and retaining anaesthetists whose training, qualifications and experience enable them to 
provide safe, high quality anaesthesia care. If such evidence exists we would be happy to review and 
discuss it with HWNZ. 
 

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

 
As above, ANZCA is not aware that the Act presents any barriers to a flexible and responsive 
anaesthesia workforce, though we do recognise that through its implementation and focus on 
quality and safety, it can have an impact on workforce. ANZCA’s position is that this is entirely 
appropriate: patient safety should not be compromised in order to improve workforce flexibility. 
There are a number of non-regulatory methods that can be used, under suitably enabling legislation, 
to promote and support workforce flexibility.  
 
Our experience is that issues such as district health board (DHB) contracting processes (for example, 
flexible arrangements for older anaesthetists to enable them to extend their careers) can be an 
equally important influence on workforce flexibility and should be explored and dealt with before, or 
in conjunction with, proposals to amend the Act to address workforce concerns of this kind.  
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The Act does not preclude flexibility in the workforce. In the anaesthesia team, for example, there is 
the ability to implement local solutions for local situations. This might mean a different team 
composition for teaching and non-teaching hospitals, and different scopes of practice for 
anaesthetic technicians, depending on the range of services provided by a particular facility. 
Extended scopes of practice for anaesthetic technicians have the potential to further increase 
flexibility. We would be concerned that more prescriptive legislation might decrease rather than 
improve flexibility at the local level.  
 

3. How can the 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? 

 
Anaesthesia, by definition, requires a team approach and good communication.  ANZCA places a 
strong emphasis on communication and working practices that effectively enhance the efficiency of 
the perioperative team and lead to good patient outcomes. 
 
As a college, we are responsible for setting the standards for, and the training of, specialist 
anaesthetists. Our training and continuing professional development programmes are accredited by 
the Medical Council of New Zealand and the Australian Medical Council. ANZCA has recently 
launched its revised curriculum1 which will be implemented in New Zealand from December 2012 
and Australia from January 2013.  The framework of the curriculum – the clinical fundamentals and 
ANZCA roles in practice – clearly shows the range of skills that the ANZCA graduate will have; a solid 
basis for generalist practice.  
 
The required skills are built around the CanMEDS framework and include the anaesthetist as a 
communicator, collaborator, a health advocate and a professional. Training in all these areas 
contributes to anaesthetists who are skilled in teamwork, communication, and patient advocacy and 
support skills.   
 
Section 118(i) of the Act provides for setting standards of clinical and cultural competence, and 
ethical conduct. ANZCA’s view is that promotion of such skills is best done through guidelines for 
doctors, using the resources already in the undergraduate and post-graduate training programmes, 
and ongoing education through colleges and employers.  
 
Consumer focus 
 

We consider that the consumer involvement and protection mechanisms provided in the Act are 
appropriate.  However, the use and resulting outcomes of these mechanisms should be subject to 
ongoing evaluation, and be modified as required. As with any legislative amendment or policy 
change, modifications should be evidence-based, including being informed by sector and consumer 
consultation.  
 
The Health and Disability Commissioner’s Code of Health and Disability Service Consumers’ Rights 
should be carefully considered in the review of the Act with regard to both the consumer and safety 
focus areas.  Rights 4 and 6 are particularly relevant in the context of this review.  
 
 

                                                           
1
 An overview of the curriculum is attached for your information. More information can be found on ANZCA’s 

website: www.anzca.edu.au/training  
 

http://www.anzca.edu.au/training
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Safety focus 
 

The NZNC’s primary point concerning safety and the Act is whether there is any evidence of 
significant failures of the Act to achieve its primary purpose: the protection of public safety. Defining 
and describing the problem is a critical first step that appears to be missing from the process at 
present.  
 
We agree with the statement on page 14 that it would be useful to assess how wider risk 
management systems contribute to managing the risk of harm to the public for both the regulated 
and unregulated health and disability workforces. This type of analysis should be central to any 
consideration of changes proposed to the Act, and to provide an evidence base for the subsequent 
steps in the review of the Act with regards to protecting public safety. This information would enable 
us to comment specifically on what the gaps and overlaps might mean for anaesthesia.  
 
Cost effectiveness focus 
 

The primary purpose of the Act is and should remain on protecting public safety, primarily through 
appropriate and adequate regulation of health professionals. The NZNC strongly endorses CMC’s 
view that there are occasions where no doctor is better than any doctor: lowering standards or 
regulatory controls in order to lower costs is inconsistent with the purpose of the Act.  
 
The Act should and does support innovations such as extended scopes of practice (for example 
anaesthetic technicians), that enable safe, appropriate delegation of some roles. It should not 
include direct substitution of roles usually and appropriately carried out by registered medical 
professionals. ANZCA is unequivocal on the point that the prescription and use of anaesthetic drugs 
is one of these roles.  
 
We note that CMC supports the use of other forms of regulation, such as employer regulation and 
accreditation, which could reduce the number of professions regulated under primary legislation, 
and reduce costs and be an accurate reflection of the risks posed by those professions. CMC also 
notes, and we agree, that the criteria for regulation under the Act, as set out in the Guidelines for 
Applying for Regulation, are not strictly applied.  
 
Appendix four contains a number of options for regulation of health professionals. This is a useful 
starting point. However, any consideration of changes to the current regulatory model requires in-
depth analysis of the risks, costs and benefits of each option and should consider a model that 
allows a mix of options. We agree with the CMC view that other models could assist in reducing 
costs to the healthcare system and to health practitioners, and improving information for 
consumers; however the first priority of any regulation must be protecting public safety – the 
primary purpose of the Act.  
 
Specifically, ANZCA supports the regulation of anaesthetic technicians under the Act. There is a need 
to regulate scopes of practice that include activities that may do harm, and are performed by health 
professionals who may not work autonomously. Regulation protects the safety of the public, and 
limits the scope of practice so that anaesthetic technicians are not able to administer anaesthetic 
drugs.  Regulation should be based on a robust scope of practice and for some this should include 
the requirement to work under supervision or delegation in order to protect the public while 
enabling safe, appropriate and flexible practice.  
 
Parts 2 and 3 of the Act provide a high-level framework for the regulation of health professionals 
and in general terms, ANZCA’s view is that the co-regulatory model is appropriate for medical 
practitioners. It does not, however, allow for regulation to be matched to level of risk posed by other 
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health professionals. We suggest that HWNZ and the Ministry of Health undertake further detailed 
analysis of regulatory options for managing different levels of risk, specifically on the outcomes of 
applying those options in the New Zealand context and in consultation with those groups. 
 
We support the CMC comment that at present, some professions are seeking regulation under the 
Act as a means of improving the profile and legitimacy of their practice in the public eye. This is 
inappropriate, misleading to the public, and is not consistent with the purpose of the Act.  
 
We endorse CMC’s view that the Medical Council’s working definition of the risk of harm and serious 
harm (as set out on page 17 of the discussion document), is appropriate and adequate. It does not 
need to be included in primary legislation.  
 
Thank you for the opportunity to comment on this initial part of the review of the Act. We look 
forward to participating in the next steps of this very important work. If you would like further 
information please contact Brigid Borlase (Policy Officer) on (04) 495 9790, or 
bborlase@anzca.org.nz  
 
Yours sincerely 
 

 
Dr Geoff Long 
Chair, New Zealand National Committee 
 
Encl:  
 

1. Overview of the ANZCA curriculum revision 2013 
2. The Demand for and Supply of Anaesthesia Services in New Zealand 2010-2030: Executive 

Summary 
 

mailto:bborlase@anzca.org.nz
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The demand for and supply of anaesthesia services in New Zealand 2010-2030 
An Anaesthesia Workforce Study  

by the Australian and New Zealand College of Anaesthetists 

Executive Summary 

The Australian and New Zealand College of Anaesthetists (ANZCA) has developed a New Zealand 

anaesthesia workforce study to contribute to the current discussion about the shape of our 

anaesthesia workforce in the future and how anaesthesia demand should be met.   

Using data from a New Zealand anaesthesia workforce survey and anaesthesia service usage in New 

Zealand public hospitals, the study sought to determine the likely shortfall or surplus in the supply of 

anaesthesia services in New Zealand over the 20-year period 2010 to 2030.  

ANZCA will use the scenarios tested and outcomes obtained as a tool for developing appropriate 

strategies to support the New Zealand anaesthesia workforce and the standard of services delivered. 

The study is also intended to inform policy deliberations with the government on the critical issues 

of anaesthesia service delivery in the light of a rapidly ageing population. It therefore forms part of 

an important ongoing dialogue with the government and district health boards on the future of 

anaesthesia service delivery in New Zealand, the timely delivery of these services, and the 

maintenance of quality and safety standards within the profession.  

Key finding 

The workforce study has identified a short-term shortfall in the supply of anaesthesia services with 

that shortfall increasing until about 2015, after which it will gradually diminish until equilibrium 

between supply and demand is reached. The time taken to reach that equilibrium can be reduced 

significantly if more new specialists can be retained in New Zealand and current specialists can be 

encouraged to work for longer than the age at which they indicate they intend to retire. 

About anaesthetists 

In addition to its supply and demand analysis, the study details the work of an anaesthetist because, 

few people – even other medical colleagues – understand just what is involved in administering 

anaesthesia or the full range of an anaesthetist’s work.  

Anaesthetists are doctors who spend at least seven years in post-graduate training after graduating 

from medical school. This includes two years of pre-vocational experience and five years in specialist 

anaesthesia training.  

In New Zealand, and Australia, that training is provided by ANZCA, which also sets clinical practice 

standards to ensure world class levels of safety and quality in anaesthesia. ANZCA trains as many 

anaesthesia trainees as New Zealand’s public hospitals choose to employ (currently about 250 a 
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year, spread over a five-year training period). It also assists with accrediting overseas-qualified 

doctors as specialist anaesthetists.  

Anaesthetists’ work includes general anaesthesia and sedation, airway management, regional and 

local anaesthesia, pain medicine, perioperative medicine, resuscitation, trauma and crisis 

management, and safety and quality in anaesthesia practice. The pre-and post-operative medical 

services help ensure the effective coordination of a patient’s care during his/her stay in hospital in 

addition to monitoring the patient’s wellbeing and progress. Non-clinical work includes clinical 

leadership, administration, teaching, research, continuing medical education (a compulsory 

requirement), etc.  

Supply of anaesthesia services 

Towards the end of 2009, ANZCA, with support from the New Zealand Society of Anaesthetists, 

surveyed all ANZCA Fellows (those who have attained ANZCA’s fellowship qualification, FANZCA), 

other vocationally registered specialist anaesthetists and ANZCA trainees in New Zealand.  

As well as demographic details, that survey sought information about qualifications and training, 

including by: 

 country of origin 

  expectation of departing New Zealand permanently in the next five years and the main 

reasons for that 

  hours of work and a breakdown of work in terms of clinical and non-clinical work 

  preference for working the same number, more or fewer hours 

  age expecting to cease working as an anaesthetist 

  location of practice and expectation of remaining there 

  whether respondent grew up in a rural area 

  factors determining choice of current location 

  type of practice (public/private/other) and why that preference was favoured.  

It also asked respondents to describe the adequacy of the current anaesthesia workforce, to identify 

any geographic or clinical gaps in meeting demand, what strategies would most likely succeed in 

addressing those gaps and what factors other than the medical workforce adversely affect the 

provision of anaesthesia services.  

The survey drew a 75% response, producing excellent data about the current and projected supply 

of anaesthesia services.  

The combined work of ANZCA Fellows, other vocationally registered anaesthetists, other doctors 

providing anaesthesia services under supervision and anaesthesia trainees (who deliver supervised 

clinical anaesthesia services through the ANZCA Training Program) was used to determine the total 

available supply of anaesthesia services in New Zealand. 

Based on the survey data, on average an anaesthetist spends 47.6 hours each week delivering a mix 

of clinical services, with 30.6 hours of that spent on in-theatre anaesthesia delivery. The other 17 

hours of clinical work includes pre- and post-anaesthesia care, intensive care, pain medicine, after-

hours anaesthesia delivery and other medical practice. In addition, on average, another 7.6 hours 

per week is spent on non-clinical activities such as administration, teaching, research, compulsory 
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continuing medical education, etc. With these being averages based on survey responses, the work 

of individual anaesthetists can vary considerably from these figures.  

While men account for two-thirds of the current overall anaesthesia workforce, women are training 

in increasing numbers, with 56% of trainees in 2009 being male and 44% being female. The study 

assumes that future trainee intakes will have a roughly equal gender split and will result in women 

accounting for 40% of the workforce by 2030. As female anaesthetists spend less time delivering in-

theatre anaesthesia services, this affects the supply side of the model, which is predicated largely on 

in-theatre work. It should be noted, however, that the total time spent by female anaesthetists on 

all clinical anaesthesia services does not vary significantly from that of men. 

Demand for anaesthesia services 

ANZCA acquired public hospital data of actual in-theatre usage of anaesthesia services from which to 

calculate the demand for anaesthesia services. Being usage based, these data do not reflect unmet 

demand, just the actual demand that was being met. 

That in-theatre data was extrapolated to calculate the demand for non-theatre and non-clinical work 

as well as work in private hospitals, based on ratios derived from answers to the survey as to how 

much of that work constituted the average anaesthetist’s overall practice.  

The supply/demand gap 

Using in-theatre work as the basis of calculations, the 2009 data revealed a notional shortfall in 

supply of 24 full-time equivalent anaesthetists (FTEs) – though as the demand data is based on 

actual usage, clearly that demand was actually being met somehow and the report comments on 

this.  

The FTE gap was calculated by using the data to estimate the total annual number of hours of in-

theatre anaesthesia supply (700,224 hours) and the total annual number of hours of in-theatre 

anaesthesia service usage (727,636). The gap in supply is the difference between the two – 27,412 

hours. This was divided by 1,163 – the average number of in-theatre anaesthesia-delivery hours per 

year for the average anaesthetist – to reach the 24 FTE figure. 

The study indicates that this shortfall will increase to about 33 FTEs by about 2014, after which the 

gap between supply and demand will gradually diminish. The point at which equilibrium is reached 

varies according to several scenarios that the study examines, but at the latest it would be reached 

by 2026, after which there would be a small surplus in supply. 

While the variable used to assess the gaps in supply and demand in the workforce model has been 

in-theatre delivery of anaesthesia services, it should be noted that this service is only one 

component of the range of services that anaesthetists provide (though accounting for approximately 

55% of their total workload). Intensive care medicine, pain medicine clinics, after-hour calls and 

other non-anaesthesia medical practice consume a large part of an anaesthetist’s time, particularly 

in rural areas where other medical specialists may not be available.  

Any workforce calculations also need to allow for non-theatre clinical work and anaesthetists’ 

professional non-clinical duties, as well as the above in-theatre clinical workload.  
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While the survey responses indicated that, on average, anaesthetists were spending about 14%  of 

their time on non-clinical duties, ANZCA’s recommended guidelines for specialist anaesthetists in 

teaching hospitals are that “clinical work should not exceed an average of 0.7 of specialists’ 

workload”, that is about 30% of time should be reserved for non-clinical duties. These duties include 

teaching, administration, research, continuing medical education (a compulsory requirement), 

quality assurance and audit, and others. 

Base case and scenarios 

The supply and demand data were used to develop a base case with assumptions that reflect the 

current supply and demand environments – average number of in-theatre clinical hours, historical 

growth in Fellows and overseas-qualified specialists, increase in female participation in the 

profession, retention of trainees, age at retirement, etc. Under this base case, a balance between 

supply and demand would be reached by about 2024. 

In addition, the study models four other scenarios to quantify the potential effect of specific 

initiatives on the supply and demand gap.  

Scenario 1 adds an extra hour a week of pre- and post-operative care to the average anaesthetist’s 

workload, thus reducing their availability for in-theatre work but meeting the call for anaesthetists 

to increasingly take on the wider perioperative role.  As any difference between supply and demand 

in the model is based on in-theatre services, this scenario aggravates the shortfall in supply (to about 

56 FTEs by 2014/15), so that it would take longer to reach equilibrium – until 2026.  

Scenario 2 suggests that the supply can be increased if anaesthetists can be encouraged to retire at 

age 65 (or later) rather than at 62, the average age that the survey indicated they intend to retire. 

Under this scenario, the break-even point would be reached by 2018. However, the study notes that 

implementing this scenario could be challenging. 

Scenario 3 suggests increasing supply by improving the new Fellow retention rate, an initiative that 

would see the supply/demand equilibrium reached by 2022. Approximately 40 to 45 trainees enter 

their final year of training each year. Of these, about 60% remain to practise in New Zealand, with 

the rest heading mainly to Australia, driven by the availability of desirable positions and higher 

salaries. The study suggests introducing specific incentives to help retain more new Fellows in New 

Zealand. 

Scenario 4 combines scenarios 1, 2 and 3 – that is, while supply is adversely affected by increasing 

pre- and post-operative care, it is improved by pushing out the retirement age and retaining more 

new Fellows. Under this scenario, equilibrium would be reached by 2019. 

Like all models, the study makes a range of assumptions that seek to mimic the complex pattern of 

variables that exist within the health services environment in which anaesthesia services are 

provided.  

It takes into account New Zealand’s projected population growth to 2030, noting that the large 

increase in elderly patients will have a marked effect on the delivery of anaesthesia services (as for 

all health services), which will need to be considered in future health policy. It also comments on the 

likely effect of the forecast increase in the incidence of diabetes and obesity. 
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It does not attempt to take into account variables such as changes in government policy or 

technological developments, both of which can affect supply of and demand for anaesthesia 

services. 

Conclusion 

Assuming growth in the training and accreditation of new anaesthetists will follow historical trends, 

the results indicate a shortage in anaesthesia services over the next decade with equilibrium being 

achieved between 2018 to 2026, depending on the different scenarios considered. 

The maximum size of the projected gaps varies from 33 FTEs in 2014/15 under the base case 

scenario to 56 FTE anaesthetists in 2014/15 under scenario 1 (where perioperative services are 

increased). These gaps are of a magnitude that can be readily addressed by adopting one or more of 

the initiatives outlined in the other scenarios.  

This executive summary provides only a very brief guide to the study. A full copy is available on our 

website at www.anzca.org.nz or on request from ANZCA’s New Zealand National Office (email 

communications@anzca.org.nz).  

 

________________________________________ 

© Copyright 2012 – Australian and New Zealand College of Anaesthetists. All rights reserved. 
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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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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: 

• Having the same baseline competencies (for registration) across all 
registered professions (i.e. communication, inter-professional practice, 
ethical practice, cultural). 

• With emerging integrated care models a number of professions scopes 
of practice are now beginning to cross over. This is now becoming more 
common practice and so it would be useful to have integrated and 
shared processes across registration boards to accommodate and 
allow for this and to ensure professions are not making changes to 
scopes without the wider workforce and other professions being 
considered e.g. nursing/ anaesthetic techs and sonography/ cardiac 
techs. 

• Shared processes and functions to support professional registration 
across the different professions. 

 
 

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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There are a number of unregistered workforces who do have the potential to 
have an impact on patient safety. The largest un-registered workforce is health 
care assistants. This is also the fastest growing workforce- particularly in the 
private sector (e.g. aged residential care.) 
There are also a considerable number of professions who are unregistered 
who we also believe increased public safety could be assured if they were 
registered. Examples include; Paramedics, Physiologists, Audiologists, 
Counsellors, Speech-language Therapists.  
For overseas qualified staff or those returning to practice there have been 
examples for some professions that individuals have not been able to gain 
registration as they have become specialised in one area of practice and so 
registration boards have not recognised them as meeting requirements for a 
general scope of practice.  Our concern therefore is a number of overseas 
experienced staff with good skills are not being issued with APCs 
We feel registration boards could be flexible and recognise specialist skills of 
these individuals and conditions on scope of practice could increasingly be 
used to enable further health professionals to practice.  
 

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 would be through continuing their current role of credentialling 
training institutions programmes and ensuring education and training is 
focussed on the above topics.  

• It would be important that registration boards collaborated and had 
consistent requirements for education and training across different 
professional training programmes for these core areas.  

 

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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Similar to above through having standardised and agreed baseline standards 
for all 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: 

o Having broader scopes of practice supports flexibility and an ability of wider 
utilisation of professions.  Though in regards to sufficient providing 
information to inform people about what they can expect from a health 
practitioner, we feel the public would have minimal understanding or idea 
about the scopes of practice for the different professions. 

  
o As answered in no.2 – there should be flexibility for “conditions on scope of 

practice” to enable those with a specific skill set to be allowed to be 
registered in a specific area (while recognising they do not have the skill set 
to work in the wider scope of their professional 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: 

We dot not feel it is the RAs core responsibility and this can and could be 
conflicting considering the RA is involved in investigation and disciplinary 
action for health professionals. 
It would be good though for RAs to have knowledge of available resources and 
support to direct health professionals to, for pastoral care support (though not 
managed through RAs) 
 

Consumer focus 

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

 No 

 Not sure 

Comment: 

Complaint mechanisms via the Health Disability Commissioner are well 
established. It is crucial to extensively involve consumers to that all aspects of 
the process continue to have a patient safety focus.  
In regards to keeping the public informed our impression is that the public 
would have limited understanding and knowledge of HPCA Act and which 
professions are covered and what it means. However, which practitioners are 
registered, is clearly documented on each relevant  RA website.  
 

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 complaints process for individuals is not transparent, and given the need 
for privacy, this is as it should be. 

 

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? 
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 Yes 

 No 

 Not sure 

Comment: 

Not clear on the role of a separate consumer forum. This information should be 
available through other mechanisms. 

 

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: 

Statutory regulation is important to enable an objective perspective and reduce 
some of the conflict with employer vs. employee discussions. It also enables 
employers throughout NZ to implement a consistent framework of legislative 
expectation. 

 

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 current definition of sickness is difficult to implement as the 
threshold is too high. As the Act is ensuring fitness we well as 
competence to practice, there should be some allowance for “may be 
too unwell to practice” or similar. 

• The gaps for professions that are not registered under the Act needs to 
be addressed by ensuring that all professions are measured against 
same ‘serious harm/harm index’ as there are some professions that are 
not covered by the Act that can and do have a high chance and have 
had events where they have caused patient harm.  If this measure (or 
something similar) was used then a number of professions currently not 
covered by registration may meet criteria. 

• With increasing use of assistants and technicians there needs to be 
clear guidance on how the Act applies for this growing workforce.   

• The restricted scope of practice is currently very limited and a review of 
this would be appropriate (ie, use of radiation treatments could be 
considered a restricted scope of practice) 

 

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

 Yes 

 No 

 Not sure 

Comment: 

A standardised and transparent measure of harm/serious harm would be 
appropriate that could be used across all professions and specifically when 
deciding on what should be a restricted scope of practice.   

 

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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• Peer or stakeholder reviews would be useful.  

• Sole practitioners (and others) need to demonstrate that they are 
maintaining their competencies.  

• Sole practitioners should also  be accessing regional/ national 
networks. 

• All should be measured in reaching the same clinical standards / 
requirements for registration.  What could be useful though is having 
support structures clearly identified that those in sole practice can 
access to help promote safe practice.   

• There should be a requirement for those in sole practice to demonstrate 
they have ability to access supervision and clinical support. 

 

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: 

Yes, a fair, consistent and transparent approach to assessing risk would be 
useful. 

 

Cost effectiveness focus 

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

Comment: 

This is definitely a consideration for RAs as costs may limit the ability for some 
employers or individuals to afford the cost for specialist scopes (i.e. proposed 
specialist physiotherapist position potentially may cost approx $2,000 to be 
given this scope) 

 

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

 Yes 

 No 

 Not sure 
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Comment: 

It would be constructive to have a standardised definition that can be used 
across professions.   

 

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

 Yes 

 No 

 Not sure 

Comment: 

The thresholds regarding when a practitioner is not competent are not clear, 
and therefore become difficult to implement. It would be helpful to provide a 
more prescriptive description of when a practitioner is no longer practicing 
competently. 
Credentialing could be included within the legislation to provide further safety to 
the public.  
 
 

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: 

• Suspension of APC and conditions on scope of practice.  

 

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

 Yes 

 No 

 Not sure 



 

 2012 Review of the Health Practitioners Competence Assurance Act 2003 11 

Comment: 

      

 

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

 Yes 

 No 

 Not sure 

Comment: 

When changes to scope of practice and designated positions are being looked 
at there needs to be consultation across RAs and with organisations such as 
professional associations, HWFNZ and employers to ensure changes they are 
proposing are actually required in the sector, and to ensure that there is no 
unintended change to another professions scope of practice..   

 

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

 Yes 

 No 

 Not sure 

Comment: 

As the requirements of the regulatory boards become more consistent there is 
less need for so many boards. The two largest professions; medicine and 
nursing are likely to continue to want to retain their own regulatory board. A first 
step could be sharing of data between boards. 

 

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 Quality Assurance elements of the Act are appropriate and do recognise 
the tension between open disclosure, and protecting privacy of those 
involved. 
Training on how to implement the HPCA Act in the workplace would be 
useful. 
Combining RAs in Australia has resulted in the cost of APCs rising. This is 
not something we would favour. 
The threshold for Health reporting seems too high at “unable to performthe 
functions…” suggest “may be impaired… 
 



 

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

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

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

The closing date for submissions is Friday 26 October 2012. 

 

mailto:info@healthworkforce.govt.nz
http://hpcaactreview.hiirc.org.nz/
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Submitter’s details 
You do not have to answer all the questions or provide personal information if you do 
not want to. 
 

This submission was 
completed by: (name) 

Helen Little and Jane Elmslie 

Address: (street/box number) Private Bag 4710 

 (town/city) Christchurch 

Email: Helen.little@cdhb.health.nz.  

Jane.elmslie@cdhb.health.nz 

Organisation (if applicable): CDHB 

Position (if applicable): Dietitians 

 
Are you submitting this as: 
(Tick one box only in this section) 

 an individual (not on behalf of an organisation) 

√ on behalf of a group or organisation(s) 

 other (please specify) ...................................................................................................  
 
Please indicate which sector(s) your submission represents 
(You may tick as many boxes as apply) 

 Consumer  Family/whānau 

 Academic/research  Māori 

 Pacific √ District health board 

 Education/training  Local government 

 Provider  Funder 

 Non-government organisation  Prevention/promotion 

 Professional association  Other (please specify): 
 ...............................................................  

 
All submissions will be acknowledged by the Ministry of Health and a summary of 
submissions will be sent to all those who request a copy. The summary will include the 
names of all those who made a submission, unless individuals request that their names 
not be published. A copy of all submissions received will be forwarded to the Gambling 
Commission to assist its independent consultation process. 
 
Do you wish to receive a copy of the summary of submissions? 

√ Yes 

 No 
 

mailto:Helen.little@cdhb.health.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. 

 

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 ensuring scopes of practice are clear between the different professional 
groups under the HPCA Act. 

Care and service models need to be clear about each discipline’s scope of 
practice especially if some professions are regulated under the act but others 
are not for example Dietitians and Nutritionists. 

 

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

Comment: 

To promote multidisciplinary collaboration by ensuring scopes of practice are 
clear between different professional groups so that each professional group 
understands the others’ roles.  

Multidisciplinary collaboration can reduce repetition and reduce waste if 
different health professionals can share aspects of their roles that are similar. 
For example health professionals assessing a patient at home may use the 
same assessment tool and work as a team to provide the care required rather 
than working as individual health professionals but recognising when specific 
professional tasks are required. 

 



4 2012 Review of the Health Practitioners Competence Assurance Act 2003 

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: 

Joint training initiatives where possible are recommended. For example all 
professions under the HPCA Act who are required to have cultural competency 
should have the same requirements and therefore make training across all the 
professions possible. This would help to improve communication between 
health professions groups. 

The HPCA Act could be clearer about what disciplines are required in Health 
settings and the composition of multidisciplinary teams. 

 
 

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 it would be good to have an overarching standardised code ofethics and 
common learning across 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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No it not clear particularly for Dietitians. The distinction between registered 
Dietitians vs. Nutritionists is unclear and confusing for the public. Information to 
inform people regarding the difference between these professions is lacking 
and the HPCA Act only regulates one of these professional groups.   

 

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

√ Yes 

 No 

 Not sure 

Comment: 

It is unclear how this would be carried out but it is worth considering. An 
example of pastoral care from the Dietitians Board was evident following the 
CHCH earthquake. At that time they delayed the health professional 
requirements to complete their APCs; this was greatly appreciated by the 
Dietitians in CHCH at the time.  

 

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 as not all disciplines are covered by the Act and therefore are not 
regulated. 

If scopes of practice are broad therefore there is potential for consumers to be 
confused regarding roles of different professions. This makes consumers 
vulnerable to misinformation as they do not know who to believe. 

 

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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Unsure and not aware that this information is publically available. Not sure if 
the public would know where to obtain this information. 

Patients making complaints would usually do so via the employer or via the 
Health and Disability Commissioner and not sure if they would know how put a 
complaint regarding a practitioner to the RA’s. 

 

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

√ Yes 

 No 

 Not sure 

Comment: 

But  it is important they have no conflict of interest 

 

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: 

Yes it would assist NZ to introduce consumer forums but this has to be 
balanced against any increased costs that may accrue as a result. 

 

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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It is complex and there are many laws involved. The interface between the 
different relevant legislation needs to be carefully considered. 

 

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 Employment Relations Act is important to ensure health professionals 
employed in specific roles are not asked to perform roles outside their scope of 
practice or given unrealistic expectations of the roles and responsibilities in 
their position.  

More coordination and understanding of roles and scopes of practice are 
required by employers. 

 
 

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: 

Not sure 

 

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 
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Comment: 

Better definition of scopes of practice as they can be unclear and open to 
interpretation. Better pastoral care of private practitioner’s e.g. mandatory 
mentoring system. 

 

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

Comment: 

More engagement with statutory boards and with professional organisations is 
required and this will require judicious application. See also 14 above. 

 

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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Depends on the size of the RA and we are unsure how their decisions impact 
on costs but aware that there is an impact and this is translated into increased 
APC costs. 

 

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

√ Yes 

 No 

 Not sure 

Comment: 

      

 

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

 Yes 

√ No 

 Not sure 

Comment: 

More clearly defined roles of each discipline would help and a better 
understanding of issues faced by each group. Long term harms and risks, 
such as nutritional deficiencies, are not dealt with well by the Act at the 
moment. 

 

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 
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Comment: 

Probably not they are too lax.  

 

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

√ Yes 

 No 

 Not sure 

Comment: 

Co-operation is a good idea as this will promote understanding between 
professions and hopefully reduce costs. 

 

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

√ Yes 

 No 

 Not sure 

Comment: 

Yes but his may increase the workload of smaller professions. 

 

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: 

Unsure 

 

 

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

Comment: 

We have no further comments. 
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Scopes of practice need to be clearly defined 

Require more dialog between training schools, employers and R.A.’s 
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