
 

8th September 2012 

  

Hello: 

  

  

The following is a submission for the review of The Health Practitioners Competence 
Assurance Act: 

  

(Paragraph withheld to protect the privacy of the submitter)  

  

 I would like to make a submission as a cancer survivor.  After my initial diagnosis, 
by a trained and licenced medical practitioner,  seven years ago, I was very 
shocked. I found it difficult to accept that I could have cancer.  I felt young at 42 and 
in what I thought was excellent health.  My diet was healthy, I was at the 
correct weight and exercised regularly.   

  

Unfortunately, Over the next six months I went to see several alternative 
practitioners in Auckland. They all encouraged me to believe that if I followed their 
treatment my cancer would go away by itself.  Like all people who have a diagnosis 
of cancer I was in a very vulnerable state.  I spent thousands of dollars on rubbish 
and waited six months to have surgery during which time my cancer grew from a 
zero stage to a stage three which is truly life threatening.  Thankfully, I came to my 
senses and had the surgery, chemotherapy and radiation which saved my life.   

  

Please don't licence these criminals.  Please make it more difficult to practise 
medicine without a doctors' degree.  This crowd may be ok giving people Bach 
flowers or relaxing herbal mixtures but there is definitely another element that lurks 
among them.  These criminals make a good living preying on the desperate and 
extracting as much money as possible with false medical claims.  Perhaps someone 
could go undercover to research the extent of the problem.  I don't like much having 
to write this submission as I prefer to put this behind me, however I do hope that this 
issue might be properly addressed. 
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Good afternoon, 

My name is"· 

1 am sending you this email to advise you that my kiwi born daughter graduated as a registered nurse 3 months ago 
and I am very proud of her. · · 
She has applied for many jobs and has been declined due to no experience in the field. 

1 feel that it's most unfair for the NZ heath companies, being in the private or public sector to..refuse to employ her 
just because she has no ex~"-rien<;_e, instead they prefer to offer these b opportunities to immigrants. 

You go to the public hospitals and will find that the majority of nurses are all immigrants who graduated overseas. 

You wonder why young New Zealanders go aboard to start their carer .... New Zealand a country needs to review 
how they wish their country to progress by encouraging their own to progress in life or by letting them go aboard 
to start their carer and life, which is what my daughter will need to do if she does not get a change in her country of 
birth within the next 6 months. 
Sad to say but true and fact. 

Regards, 



As an LMC midwife, I would like to submit the following two areas require more 
specificity – in the interest of public safety. 

  

LMC RIGHT TO HANDOVER FROM PRIMARY TO SECONDARY CARE: 

Currently there is no documented right to handover for slow progress of labour. 
LMCs rarely handover to their own back-up, because doing so means they no longer 
earn the full Birth Fee, so will hesitate to do so even when utterly exhausted – they 
need the income.  

At the same time, DHBs can insist LMCs have no right to handover, and if they are 
exhausted must provide their own backup. Heavily fatigued, the LMC soldiers on. It 
is oftentimes ridiculously unsafe, not just for managing a labour, but also for driving 
themselves home afterwards.  

LMCs need a right to handover to the DHB Core staff, after say 12-15hours of 
attending any labour, while still being recognised as having earned the full labour-
birth fee – especially when managing the Secondary Cares of Epidurals, Syntocinon 
drips, and CTG continuous monitoring. Such a labour must be recognised as no 
longer being Primary Maternity Care, even if the LMC has signed as being 
competent to manage such Secondary Services under their Access Agreement, they 
should still be able to handover from LMC exhaustion.  

There is currently NO right for an exhausted LMC to handover clinical management 
to the DHB, which is potentially highly unsafe. 

  

LMC RIGHT TO REASONABLE TEA/COFFEE/MEAL BREAKS: 

DHBs must supply LMC midwives “appropriate rest periods” – but the wording needs 
to be more specific. Personally, as an LMC, I have not been offered a “rest period”  
by our DHB since 2009! Some absolute minimum of refreshment breaks should be in 
law. At present LMCs can routinely find themselves 12-15-18hours on Birthing Suite 
with no food breaks whatsoever – exhausted, shattered, starving, plummeting blood 
sugar levels, reduced focus … I call it “one wave short of a shipwreck”.  

An absolute minimum amount of tea breaks provided to LMCs by DHBs should be 
documented in law – as a matter of health and safety. 

  

Kind regards 

Kathy Fray 

kathy@motherwise.co.nz 



 

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) 

Withheld  

Address: (street/box number)  

 (town/city)  

Email:  

Organisation (if applicable):       

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/Pakeha 

 Pacific  District health board 

 Education/training  Local government 

 Provider  Funder 

 Non-government organisation  Prevention/promotion 

 Professional association  Other (please specify): 
Disabled 

 
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 



 
 
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 the promotion of complementary health care. By letting the R.A's operator 
with transparency and by enhancing the the Health and Disability Code. The 
inclusion of disabled into the system at governance level and the creation of 
robust education avenues. Clarity of the relationship between NZQA and the  
R.A's        

 

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

Comment: 

Not sure that it should. Better to deal with core business of providing the 
framework for a robust health system.  

 



 
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 should be done under the Education Act and covered by the Ministry of 
Education.  If you want it more fulsome, it could be spelt out in the Act what 
exactly the relationship is of the  R.A's to NZQA. The other option - is to 
expanded on the complementary medical model – this offers a clear framework 
both at a theoretical and practical level. These basic skills can been covered by 
training in all sectors and some uniformity across sectors can happen. 
Consumer education needs attention as well, as understanding and application 
of the health and disability code from a consumer perspective, are at times  
lacking.  

 

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: 

Ethics is a tricky one across the medical profession, indeed anywhere were a 
semantics fight can erupt. English whilst a good descriptive language – leaves 
wriggle room for argument and debate. Don't get me wrong this is a good thing 
– and I think the Act should avoid be over prescriptive on issues. It would be 
better to offer a large brush strokes on what each profession should have in 
practice.  Ethics is in all medical professionals – what should be encouraged  
debate often and be more reflective – not a “all seeing eye” called the HPCA.  

Again I would argue relationships need to be robust between  NZQA and the 
RA's – this will pave the way for transparent system of basic skill set.  This 
coupled with more effort to promote and educate on the Health and Disability 
Code.   

 

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: 

Sorry but fail – when a culture still exists of elitism and paternalism on the part 
of medical professionals coupled with their inability to work co-operatively – 
people are still confused and confusion does not equal informed. The Health 
and Disability Code has gone some way to enlighten consumers of their rights.  
On the bright side, a more robust promotion of co-operation and active 
promotion of the Health and Disability code will go a long way to remedy this. 

 

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: 

Church and State are to separate.  I not sure that the Employment Relations 
Act will allow this either.   

That said – I worry a lot about the new crop of doctors coming through the 
system. They eat poorly, work long hours and don't have the systems and 
support they once did.  I see the need for support – I just feel the word Pastoral 
is a loaded term.  

 

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: 



 

Only as far as the Health and Disability code – otherwise confusion rules the 
day. Do you realise average citizen would not know were to begin to complain 
about a health professional.   What is need is a -  Clear process which 
empowers customs to voice concerns, we have that in the Health and Disability 
Code. I know it is another act, and indeed another department – but these two 
acts need to operate together to produce best practice.  

I would say the HPCA does go a long way to protect people as professionals 
themselves see it as a robust working Act. Indeed the inclusion of 
alternative/complementary medicine will help full out the Act and its potential to 
promote better healthcare in the country.   

 

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: 

What information? No transparency from some RA's and a bit from others – 
The nurses are the only example that offer a good public picture of what they 
do.  

 

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

 Yes 

 No 

 Not sure 

Comment: 



 

The inclusion of disabled people onto the boards will offer more robustness. 
This does not mean using the same old click of disabled who sit on government 
boards - over and over again just to tick the disabled box.  Disabled are 
extensive, expedient, and experienced with the health system and can aid the 
RA boards by that lived reality.  There are many people with disabilities 
(suffering a illness longer than six months)  who can bring to the table the lay 
person skills needed for the RA's and the disabled experience, this disability 
experience is also a consumer experience, this in turn is another bonus for the 
RA's boards.    

Conversely, my fear is the burn out of our medical professionals. The are 
trained to treat patients and the very best to teach. I worry that keeping adding  
work onto a already strained people will led to burn out and force them to leave 
their professions.  

A more robust lay person involvement system should help.  
 

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: 

Is this not a loaded ideological question? The reform of the UK system has led 
to system failures, that were not there before “reform” - be honest if you want a 
neo-liberal approach to healthcare – or lets be more honest “anarchy” if you 
want to follow a fail UK reform system.  Forums are not needed - the ability to 
communicate directly to the R.A's is needed. This will need checks and 
balances of course – but a forum – reeks of consultation model – were by the 
public is told what to do and then told  - ”look we consulted - so don't complain”.  
That is a fail model, it has undermined democracy, why bother using it in health 
- unless your aim is to undermine the health system.  

 

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 have good legislation, implementation is always the problem. The Health 
and Disability code can be applied across the board at any time. This  rightly 
should be done. It's a question of application – not 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: 

Always, we need to aid in the review process and give room  for structures to  
be reflective and take their time. It was once considered prudent to take time to 
reflect on medical practice. But let me repeat the above point – application of 
current laws prudently will help the system operate. Don't go wasting money for 
change, for changes sake – this type of change produces only anarchy.  

 

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: 

Make the HPCA a framework to hang things on.  And use it to clarify 
relationships.   

 

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: 

      Strict adherence to the Health and Disability Code. Clear process which 
empower consumers to voice concerns. And clear and honest direction of 
where to go next if there is a problem.   

And working more co-operatively with other medical professionals or to be in a  
complementary association with at least 45 other medical professional.   

 

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: 

     The problem is that prejudices and misconceptions are rife everywhere. 
The medical profession is not immune. Risk-profiling is not so robust as to be 
immune to people, there faults and prejudices. 

 

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 worries me, as a history of cost cutting or budget manipulation in this 
country for the last 25 years is full of wasted money with poor results. 
Ideological purity was part of the former soviet union – why are were dead set 
on practising it in the 21 century.  You have the treasury papers, look at them 
yourselves.  Time to ask ourselves, are we playing ideological football? We 
have a consensus on the need for a public health system, we don't have tea-
baggers here – That said If people want private healthcare they have the right 
to get on a plane, and fly to the Unite States, like everyone else.   

 

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

 Yes 

 No 

 Not sure 

Comment: 

      I think the current system of definition is fine. The question I think should 
be should How can  HPCA  define competence and the failure of competence?  

 

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: 

In the history of medicine - surgery was always consigned as high risk -  indeed 
for much of history, for a soldier to be taken to a surgeon was considered a 
death sentence.  Would anyone say that surgeons are now high risk all the 
time? Yes there are elements of risk – life itself is a risk. The Act should deal 
with Competence first and fore most. To legislate risk, is a risky business – 
sorry for the pun.  Better that  the Health and Disability code becomes the 
default position – keep the consumer informed by a treatment by treatment 
basis seem both sensible and logical.  

 

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

 Yes 

 No 

 Not sure 

Comment: 

      Just in the area of transparency.  I know the balancing act between 
privacy. But public perception is the medical professions are a law unto 
themselves. This perception would be wiped away somewhat if the RA's were 
seen as acting in the public good. As they do - not sure why the cloak and 
dagger show is there,  but it really needs to be removed. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

     Yes, yes and yes. And no if that mean the drug companies. The 
consumer are the stakeholders, the professionals themselves are stakeholders  
and the communities as a whole are stakeholders – Talking and transparency 
are always good roads to go down.  

 

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

 Yes 



 
 No 

 Not sure 

Comment: 

     Yes on a reduction – but no – on the UK model.   We need to included 
the  holistic complementary medicine into the mix.  As such, a 
statutory limit, would seem premature and lacking foresight.  Again I 
would argue the HPCA has a lot of frame working ability, and we 
should use it as such.  

 

24. What is the ideal size of RA boards? 

Comment: 

     8-10 with minimum of 3 lay people, that way at leasts , one disabled and 
a good robust collection of professionals. And it is hoped to help not burn out 
the medical professionals themselves.  

 

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

Comment: 



 

      Education and the relationship to healthcare.   

I am going to argue that the Act has some place here – we agree on universal 
healthcare - some ideological purist on the right don't, I know. But, the 
overwhelming majority in Aotearoa/New Zealand believe in the consensus of  
universal healthcare. We are not dumb, anyone with half a brain sees the 
system failures in the United States and the poor outcomes that produces.  So 
my argument is simple – No student loans for people training in medicine and a  
living wage through their studies. A bond system of 2 for 1 as a part of this - 
two years service to the health of nation for each year education. This for the 
basic Doctorate for health professionals. For more advanced study, then the 
RA's and other stakeholders should have the discussion and decide. The 
reports of NZUSA and others when student loans come in have been proven to 
be correct, and health and the health system are the most fulsome example of 
the failure of fees in education.  

If a four year old was yelling the loudest and demanding their way or the 
highway - we would pull them up – but, for some strange reason - we have let 
the brats who scream the loudest run our economy for the last 25 years. Time 
to stop.  And healthcare needs a approach to economic management that is 
not the failed neo-liberal model – it is close to bankrupting the medical system, 
the push on efficiency at the sake of being effective has been one avenue that 
has created a crisis in healthcare. This model produces systemic failure, but in 
healthcare it is a failure which costs lives and destroys the medical 
professionals as well consumers.  

Health Prevention is better than cure 

The RA's can and should act here – the health professionals need to be at the 
forefront at any debate on healthcare. We know the links of poverty and health 
and we still do nothing about it. The reality is health needs to return to its roots 
and ask some of the old basic questions again. What is health? How can we 
best promote health? Is the body a whole system in relation to health?  

Reflection as a tool 

Our medical professional need time to be reflective, time has become the 
enemy.  

Holistic complementary medical practice  

Would be better if it were part of the system, rather than sitting outside of it. In 
the wrong hands it is dangerous and lethal – indeed all medicine is. The public/ 
consumers are already using the holistic complementary medicine in droves - 
it's time for the state and its agencies to come to the table as well.  The drive 
within the holistic complementary  system is towards more evidence based 
practice, and this is in-line with all other medical professionals.  

 

Women in medical practice  

 

 

 

 



 
Is sexism alive? I hate to say yes, but, it is from a purely statistical approach. Look at 
structures and other sexist behaviour becomes common.   The Act should smash 
sexism within medical practice for once and all.  The end of a male dominated industry 
– we need to keep all parts of medical practice alive.  



 

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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Questions  
Future focus 

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

Comment: 
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The populations served by health providers in New Zealand and in the 
Auckland region in particular are super diverse 

• In the Auckland region 40 per cent of people are born overseas. 
• At the last census (2006) the Asian population was 19% of the total 

population 
• In less than 4 years this will increase to  23.5% and to  30 % by 2021  
• Pacific peoples will be 15 % of the population by 2016 
• Middle eastern, Latin American and African populations currently 2% of 

the population are also growing rapidly 
• Number of people indicating an affiliation with ‘other’ religions increased 

between 2001 and 2006 (SNZ, 2006):  
• The Sikh religion increased to 9,507 (up 83.0 percent)  
• Hinduism increased 61.8 percent (to 64,392,) 
• Islam increased 52.6 percent (to 36,072)  

 
• These trends highlight the need for culturally responsive services and a 

culturally competent workforce in order to improve consumer care and 
to protect consumer safety for Culturally and Linguistically Diverse 
(CALD) and Non-English speaking populations  

 

 

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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• The health workforce in the Auckland region numbers over 60,000 staff. 

• The workforce is becoming increasing ethnically diverse reflecting 
trends in migration and the changing demography of the Auckland 
region.  

• As the population ages, the demand for health services will grow and 
future providers of health services are likely to be of a different ethnicity 
from the main groups of consumers.  

• The demand for migrant health professionals, particularly doctors and 
nurses is projected to increase over the next 20 years.  

• It is critical that HPCA Act mandate the requirement of the health 
workforce to be have Culturally and Linguistically Diverse (CALD) 
cultural competencies to focus on: 

1. improving practitioner-patient interactions 

2. Improving employer/employee and employee/employee 
relationships in multicultural teams 

 

 

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

√ Yes 

 No 

 Not sure 

Comment: 
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The cultural and linguistic diversity (CALD) Cultural Competency Training 
developed by Waitemata DHB (WDHB), Asian Health Support Services 
(AHSS) for health practitioners working in Auckland region DHBs, PHOs and 
PCOs is a good example of what the HPCA Act could do to promote education 
and training that fosters safe and culturally competent care for the increasing 
culturally and linguistically diverse (CALD) patient populations from Asian, 
refugee and migrant backgrounds 

 The CALD training programme includes a series of face to face and 
elearning courses to enhance cultural awareness, sensitivity, 
knowledge and skills fo health practitioners to work effectively with 
CALD patients/clients from Asian, migrant and refugee backgrounds 
in primary and secondary care sectors as well as within clinical 
specialty settings such as mental health and child health and 
disability sectors. 

 The courses for health practitioners working with CALD 
clients/patients aim to: 

o increase the health workforce’s level of consciousness 
and confidence to work with CALD patients and their 
families 

o reduce miscommunication, misdiagnosis, non-compliance 
of treatment and follow up, and disengagement 

o enhance the cross-cultural interactions between health 
providers and CALD clients/communities in the long term 

 The CALD training programme also includes a series of face to face 
courses to improve new migrant health workforce working effectively 
with Kiwi colleagues; to improve cross-cultural interactions for 
culturally diverse teams in multicultural setting; and to improve team 
leaders/managers’ skills to manage culturally diverse teams.  

 The CALD training meets professional registration bodies 
requirements for accredited cultural competency training 

Education and training to be accessible and affordable to DHB and primary 
health workforces must be  

 Free to health practitioners 

 Flexible: that is provide on–line and face to face learning options 

 Easily accessible: Available 24/7 on line with on-line learning support 
available  

 Relevant to a range of disciplines, populations and settings  

 

 

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

 No 

 Not sure 

Comment: 

Currently there is a broad range of competencies related to cultural 
competency developed by respective health registration bodies. The 
standardisation of cultural competencies required to protect consumer safety 
for CALD and non-English speaking populations is urgently needed 

 

The goals of CALD cultural competency training are to:  

• increase the health workforce’s level of consciousness and confidence 
to work with CALD patients and their families 

• reduce miscommunication, misdiagnosis, non-compliance of treatment 
and follow up, and disengagement 

• enhance the cross-cultural interactions between health providers and 
CALD clients/communities in the long term 

      

 

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: 



8 2012 Review of the Health Practitioners Competence Assurance Act 2003 

HPCA needs to provide a framework for  
 

a) National CALD Cultural Competency Checklist  
b) Cultural Competency Training Details and Requirements 
c) Cultural Competency Standards for 

 Service Planning, Implementation and Evaluation 

 Service collaboration with broader CALD community stakeholders 

 Service engages in evaluation, research and development of 
culturally appropriate service delivery  

 Service ensures equitable access for people from CALD 
backgrounds, their carers and families 

 Service ensures there is an Interpreting Service Policy and 
adheres to it 

 Service ensures that CALD cultural competencies are part of 
health practitioners’ performance indicators  

d) CALD Cultural Competency Checklist for Health Practitioners  
e) Staff Orientation Plan includes awareness of the CALD Cultural 

Competencies 
f) Best Practice Principles for the use of interpreters 

 

 

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

√ Yes 

 No 

 Not sure 

Comment: 
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• The health and disability workforce is becoming increasing ethnically 
diverse reflecting trends in migration and changing demography in New 
Zealand and particularly the Auckland region.  

• As the population ages, the demand for health services will grow and future 
providers of health services are likely to be of a different ethnicity from the 
main groups of consumers.  

• The demand for migrant health professionals, particularly doctors and 
nurses is projected to increase over the next 20 years.  

• The Asian workforce is a critical part of the present and future health 
workforce.  

• Pastoral care needs to include a comprehensive orientation to working in 
the New Zealand health system; managing cultural differences and 
providing effective buddying systems  

 

 

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: 

 Pacific peoples, CALD and non-English speaking consumers find it difficult 
to access information about complaints processes.  

 Translated information and professional interpreters informing consumers 
about complaints and complaints processes are essential  

 It is important that RAs include representation from the ethnic diversity in 
the workforce (for example, Immigration New Zealand (2011) lists 
registered nurses the fourth biggest occupational group  

o Of these 43% were from the Philippines,  
o 26% from India 

 

 

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 
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Comment: 

Processes are not accessible or transparent for many non-English speaking 
peoples  

 

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

 Yes 

√ No 

 Not sure 

Comment: 

The lay composition on RAs needs to reflect the ethnic diversity of the health 
population   

 

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 consumer forums would need to invite ethnic communities to attend; use 
translated information and interpreters and advertise in ethnic media 

 

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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 Maintenance of clinical competence needs to include the demonstration of 
cultural competencies eg How to use interpreters; work with Asian, Middle 
eastern, African clients and families 

 Quality assurance needs to include feedback from CALD and non-English 
speaking groups (and interpreters need to be available to ensure inclusion) 

 

 

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

 Yes 

 No 

 Not sure 

Comment: 

      

 

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

Comment: 

 

 

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

 Yes 

 No 

 Not sure 

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

Comment: 

In the context of the CALD and non-English speaking clients served the 
following is recommended: 
 CALD cultural competency training should be mandatory 
 The use of trained health interpreters should be mandatory 
  

 

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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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: 

      

 

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: 

      

 

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: 

• Relevant stakeholders include ethnic communities and health 
professionals from diverse cultural and linguistic backgrounds  

 

      

 

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: 
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• The population of the Auckland region is super diverse 

• In the Auckland region  40 per cent of people are born overseas. 

• At the last census (2006) the Asian population was 19% of the total 
population 

• In less than 4 years this will increase to  23.5% and to  30 % by 2021  

• Pacific peoples will be 15 % of the population by 2016 

• Middle eastern, Latin American and African populations currently 2% of 
the population are also growing rapidly 

• Number of people indicating an affiliation with ‘other’ religions increased 
between 2001 and 2006 (SNZ, 2006):  

• The Sikh religion increased to 9,507 (up 83.0 percent)  
• Hinduism increased 61.8 percent (to 64,392,) 
• Islam increased 52.6 percent (to 36,072)  

 

• These trends highlight the need for culturally responsive services and a 
culturally competent workforce 
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Your submission may be requested under the Official Information Act 1982. If this 
happens, the Ministry of Health will release your submission to the person who 
requested it. However, if you are an individual as opposed to an organisation, the 
Ministry will remove your personal details from the submission if you check the 
following box: 

 I do not give permission for my personal details to be released under the 
Official Information Act 1982. 

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

 

Questions  
Future focus 

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

Comment: 

Currently organisations, such as ACC, can contract registered medical 
Practitioners to carry out assessments. This causes a conflict of interest (and 
an ethical dilemma) between the hand that feeds them (ACC) and the 
consumer who depends on the medical Practioner for obtaining their full legal 
entitlement(s). It is not hard to guess who wins. The HPCA Act can be 
improved by preventing registered health professionals to be contracted by 
organisations like ACC for the purpose of assessing a consumer. The 
suggested format is that ACC contracts assessors that base their assessments 
solely on the medical reports available in the claimants file. If further 
assessments are required, these should be commissioned through the 
claimant’s GP. This ensures the best outcome for the claimant/patient.     

 

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

Comment: 

See 1 above. This would free up a number of health professionals for health 
services and claimants would receive better quality assessment services from 
the start and so reduce the long-term burden on the health system.       

 



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: 

This needs to start with giving consumers more credit for identifying (some) of 
their symptoms. Secondly, health professionals need to learn to listen to their 
patients. I have two simple examples. 1. I once swallowed a hot potato that got 
stuck in my throat and obviously burned something their quite badly. I 
requested my GP a referral to a specialist, who put me ‘under’ and checked the 
food pipe through my nose and down to my stomach. He said he found some 
redness in my throat. He missed the whole spot while I told him where it was in 
my throat. 2. I had blood in my urine and again they put me under and ‘tubed’ it 
all the way to the bladder. I told them where it hurt, and that was at the 
opposite end from the bladder. By not listening and just doing their own thing, 
they both missed the reason and wasted significant resources.  

 

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: 

Put stronger systems in place for achieving consumer rights to quality 
professional services. Currently the HDC tells me that they don’t protect the 
consumers where ACC is involved and refer me to ACC. ACC, the Reviewer 
and the Judge all tell me that the assessment report is a medical report and 
none of them want to touch that report. This drops the consumer in a big black 
hole.  

 

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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A broad scope of practice is only acceptable if that is met with proper 
qualifications. There is a risk of a consumer missing out on quality service if the 
impression is given that say a GP ‘knows it all’, but actually only follows the 
path of elimination. 

 

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: 

Not sure what RA stands for – Regional Authority? 

 

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: 

See 4. In the case of ACC assessments, the consumer is treated as a 
‘layperson’ that doesn’t know anything about their own body so is not involved 
in any decision making about the medical report. They are pushed into the 
legal circuit to get their right, where there is ‘just’ a requirement for a fair 
independent medical assessment.   

 

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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See 6 

 

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

 Yes 

 No 

 Not sure 

Comment: 

See 6 

 

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

 Yes 

 No 

 Not sure 

Comment: 

      

 

Safety focus 

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

 Yes 

 No 

 Not sure 

Comment: 
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Where consumers are treated as ‘nitwits’ and providers as ‘know-it-alls’ you are 
bound to find areas where the public is not safe. Get me right, it is quite good in 
many places, but also, in many places, it can be much better. 

 

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: 

Perhaps give the HDC, or similar, more powers to intervene or direct remedies 
with also clear boundaries set for their authority. 

 

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: 

Make it a lot clearer in the current legislation what a REGISTERED health 
practitioner can and can’t do. Servicing both the consumer AND the supplier or 
the ‘hand that feeds them’ should be completely banned. 

 

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

 Yes 

 No 

 Not sure 

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

Comment: 

Provide better opportunities for consumers to get a second opinion. Also, in 
situations like with ACC, a peer reviewer (often also a GP) looks over the 
report provided by the assessor/health Practioner and is also paid by ACC. 
Often services to ACC make up a significant part or most of their income. This 
creates a huge risk of ethical and/or moral and professional conflicts. Simply do 
not allow health practitioners carry out assessments for organisations like ACC. 

 

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: 

See 15. If this practice is not banned, this group of practitioners should be 
required to notify their third party conflicting interest and this should then be 
monitored by qualified auditors on a regular basis, to ensure the assessors 
work within their scope of practice. 

 

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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Not sure. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

It appears that not everybody in the health sector knows (or wants to know) 
what serious harm is. It is good to define this. 

 

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 
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Comment: 

      

 

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

 Yes 

 No 

 Not sure 

Comment: 

      

 

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

 Yes 

 No 

 Not sure 

Comment: 

      

 

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

 Yes 

 No 

 Not sure 

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

Comment: 

Don’t know enough about them. 

 

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

Comment:  
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No thank you.      
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Questions 
Future focus 

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

Comment: 

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

Comment: 
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3. How can the HPCAAct 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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0 Yes 

0 No 
[5/ Notsure 

Comment: 

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

DY Yes 

0 No 
0 Notsure 
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s. Do we have the right balance between broad scopes of practice and sufficient 
providing information to inform people about what they can expect from a health 
practitioner? 

0 Yes 

0 No 

0 Notsure 

Comment: 

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

0 Yes 

4 2012 Review of the Health Practitioners Competence Assurance Act 2003 



~No 
0 Notsure 

Comment: 

Consumer focus 

7. Does the HPCAAct keep the public safe, involve consumers appropriately in 
dec~n-making and assist in keeping the public informed? 

[iJ" Yes 

0 No 
0 Notsure 

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? 

9· 

0 Yes 

O~o 
EkY Notsure 

Comment: 

Do ye have the right balance of laypeople to health professionals on RA boards? 

@ Yes 

0 No 
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D Notsure 

Comment: 

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

rg/ Yes 

D No 

D Notsure 

Comment: 
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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? 

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

[)6"' Yes 

D No 
D Notsure 
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13. What more needs to be done to address gaps or overlaps in legislation that could 
improve the overall quality and safety of services? 

Comment: 

14. Is the HPCAAct 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? 

g,,.,--.Yes 
1_.1 No 

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

Comment: 
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16. In the case of groups of practitioners that might be considered high risk, would it 
be u§llfu1 for a risk-profiling approach to be applied by RAs? 

1;2( Yes 

D No 

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

0 /eS 
~No 
0 Notsure 

Comment: 

IG/0/19-

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? 

21. 

~ 
0 Notsure 

Comment: 
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~=way RAs administer their functions be improved? 

0 No 
0 Notsure 

Comment: 

2012 Review of the Health Practitioners Competence Assurance Act 2003 9 



22. Sho~RAs be required to consult more broadly with relevant stakeholders? 
1!2(' Yes 

D No 
D Notsure 

Comment: 

23. Sh~~ number of regulatory boards be reduced, as in the UK? 
[k3 Yes 

D No 
D Notsure 

Comment: 

l-!o w ct.JG.o u,J-

~.:Oct.i 

24. What is the ideal size of RA boards? 

Comment: 

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

Position (if applicable):       

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

x  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 

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

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

x  Yes 

 No 
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Your submission may be requested under the Official Information Act 1982. If this 
happens, the Ministry of Health will release your submission to the person who 
requested it. However, if you are an individual as opposed to an organisation, the 
Ministry will remove your personal details from the submission if you check the 
following box: 

x  I do not give permission for my personal details to be released under the 
Official Information Act 1982. 

x  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: 

Be aware of the international changes and do not downgrade any area of 
patient care especially those where the international care is being upgraded. 

 

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

Comment: 

Allow internationally recognised qualifications to be equally recognised here.  

 

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? 



4 2012 Review of the Health Practitioners Competence Assurance Act 2003 

x  Yes 

 No 

 Not sure 

Comment: 

Encourage various levels of care within a health aspect to mingle and respect 
each other’s skills – those at the top of the tree need to stop assuming others 
skills have no value. With proper recognition and protection of all levels within 
the HPCA Act this will happen more effectively. 

 

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

x  Yes 

 No 

 Not sure 

Comment: 

Use the codes of conduct, ethics and CPD already present in the profession.  
Eg ADONZ are very committed to protecting the consumers and are highly 
skilled.  However an unqualified person can dispense a prescription without the 
consumer having the protection of the highly specialised knowledge of a 
Dispensing Optician.  This is not protecting the public. 

 

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 

x  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 

x  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 

x  No 

 Not sure 

Comment: 

In one area, it protects people from the qualified practitioners and does not 
protect from the un-qualified. 

 

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

 Yes 

 No 

x  Not sure 

Comment: 

      

 

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

 Yes 

 No 
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x  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 

x  Not sure 

Comment: 

On an “information gathering” level, yes. 

 

Safety focus 

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

 Yes 

 No 

x  Not sure 

Comment: 

      

 

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

x  Yes 

 No 

 Not sure 
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Comment: 

It is often the way that there are already laws which are not enforced and new 
ones are not necessary – just enforce the existing. 

 

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: 

Read the present law book and apply all recent situations – if there is a gap it 
will become obvious. 

 

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

 Yes 

x  No 

 Not sure 

Comment: 

Use the various governing bodies of the professions – don’t re-invent the 
wheel.  This has already been done and just needs co-ordinated. 

 

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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Give them clear guidelines without woolly edges and they’ll work it out.    

 

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 

x  Not sure 

Comment: 

Use common sense 

 

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? 

x  Yes 

 No 

 Not sure 

Comment: 
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Clear guidelines 

 

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

 Yes 

x  No 

 Not sure 

Comment: 

Ask the governing bodies what they think – they know what each area needs. 

 

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

 Yes 

x  No 

 Not sure 

Comment: 

A poorly dispensed prescription can be as dangerous as dispensing without 
one.  Protect the public by allowing Qualified Dispensing Opticians to be 
recognised for their skills and knowledge. 

 

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

 Yes 

 No 

x  Not sure 

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

 Yes 

 No 

x  Not sure 

Comment: 

      

 

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

 Yes 

 No 

x  Not sure 

Comment: 

      

 

24. What is the ideal size of RA boards? 

Comment: 

      

 

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

To be taken seriously internationally NZ needs to recognise overseas 
qualifications and protect the title. 
There will be some that need to be raised to NZ level but where that level is 
already higher eg a UK Contact Lens Certified Dispensing Optician that should 
be recognised and not just discarded. I know of a number of FBDO CL who 
have decided against coming here as their qualification is not recognised.   
Then I hear that NZ doesn’t care about the Dispensing Optician qualification, 
that the Optometrists don’t think it is necessary.  I know this is not true of a 
great many Optometrists; I know they, for the most part, respect the 
qualification.  But, we must fight to protect our patients.  Regulation of 
Ophthalmic Dispensing should stay and stay in the hands of those who have 
studied the art and science that allows the public to see well and safely.  

 



SCHOOL OF PSYCHOLOGY 

Associate Professor Douglas Elliffe 
Head of School 
Ext. 88577/85262 
Email: d.elliffe@auckland.ac.nz 

15 October 2012 

Human Sciences Building 
Level6, 10 Symonds St 
Auckland, New Zealand 
Telephone 64 9 373 7599 ext 88557 
facsimile 64 9 373 7 450 

The University of Auckland 
Private Bag 92019 
Auckland, New Zealand 

Review of Health Practitioners Competence Assurance Act (2003) 

Submission from Heads of Schools and Departments of Psychology at NZ Universities 

Summary 

The HPCA Act (2003) restricts the use of the title 'psychologist' to health practitioners who are 
registered by the New Zealand Psychologists Board (NZPB). We argue here that this is an inaccurate 
and unjustifiably restrictive definition of the title, that the title 'psychologist' should be legally 
available to University scientists, researchers and scholars who hold qualifications and have expertise 
in Psychology but are not health practitioners, and that this provision of the Act does nothing to 
protect the health and safety of members of the public. We recommend that 'psychologist' be 
removed from any list of titles protected and restricted under the Act. 

Psychology and the meaning of the term 'psychologist' 

Psychology is both a health profession and a scientific and scholarly academic discipline1. Except 
Lincoln, New Zealand's Universities all contain Departments and Schools (hereafter 'Departments' for 
brevity) of Psychology2. These Departments include academics whose main role is conducting 
Psychology as a health profession and training future practitioners, but they also include academics 
whose role is scholarly and/or scientific research, and teaching students in the academic discipline of 
Psychology. 

Academics in these latter roles are in no sense describable as health practitioners, and do not 
represent themselves as health practitioners. They are scientists and/or scholars of Psychology. We 
will use the term 'academic psychologists' to describe these people for the purpose of this 
submission. 

Academic psychologists are in the majority in all Departments of Psychology, far outnumbering their 
colleagues who are or are able to be registered as psychologists by the New Zealand Psychologists 
Board as the regulatory authority under the HPCA Act. 

l The academic discipline of Psychology is not easily defined, but 'the study of behaviour' probably comes close to a broadly 
oceptable if not comprehensive definition. This highlights the diversity of scientific and/or scholarly activity in which 
acdemic psychologists are engaged. Some of this activity relates to the health professions, but much of it does not, and 
cen•inly the majority does not. 
2 Wde not central to our argument, it is pertinent to note the outstanding reputation of academic psychology in New 
Zeala -l. The 2012 QS international ran kings of Universities and Departments highlight this- two of our seven Departments 
of Psyc "Jiogy are placed among the top four ran kings of~ Departments of~ discipline in New Zealand, and both are the 
highest- 'nked Departments of any discipline in their respective Universities. Academic psychology is a jewel in the crown of 
the natio 's Universities, and it is unconscionable that experts in that discipline should have their rights uniquely and 
specifically ·estricted by an Act designed to regulate health practitioners, when those experts are not health practitioners. 



Nevertheless, academic psychologists may not legally use the title 'psychologist' without 
contravening the HPCA Act, although that is the title that most accurately describes their expertise 
and the field of scientific and/or scholarly endeavour in which they are qualified. This makes 
academic psychologists unique among members of University Departments and among specialists in 
scientific and/or scholarly disciplines. 

For example, it is unquestioned that academics with expertise and qualifications in History may 
describe themselves as 'historians', or that those in Departments of Physics may call themselves 
'physicists', or that experts in Mathematics are 'mathematicians'. To our knowledge, experts in no 
other academic discipline are legally denied the use of the title that most naturally and concisely 
describes their expertise. 

Comparison with other disciplines 

Some University Departments' core business is indeed the training of health professionals, and we 
consider it reasonable that members of Departments of Nursing, Optometry, Physiotherapy and the 
like should not be able to use the titles 'nurse', 'optometrist', 'physiotherapist' respectively without 
registration by the appropriate Regulatory Authority. Such people are in fact health practitioners. 
We repeat, however, that this does not apply to Departments of Psychology, and that most members 
of Departments of Psychology are not in any sense health practitioners. 

The case of the scientific discipline of Chemistry is an informative example. Morally and legally, 
experts in Chemistry can call themselves 'chemists'. This could potentially lead to confusion in the 
public mind. Probably, the public most immediately associates the term 'chemist' with a person who 
operates a chemist's shop. To avoid this confusion, the terms 'pharmacy' and 'pharmacist' have been 
introduced, even though we suspect those will not be the most natural terms in the public mind to 
describe a shop or person that sells prescription medicines. The relevant point here is that the 
solution to the potential problem of public confusion has not been the denial of academic chemists' 
right to describe themselves as 'chemists'. It is not clear to us why academic psychologists have been 
treated differently. 

The argument from public perception and confusion 

We understand that part of the rationale for the Act's strategy of restricting title is that, as in the 
previous paragraph, the public is likely to interpret 'psychologist' as denoting 'health practitioner'. In 
reply to that argument, we suggest that the single term from which the public is most likely to infer 
'health practitioner' is 'Doctor'. There's little doubt that the immediate association of 'Doctor' is 
'physician'. The Act does not seek to protect or restrict the term 'Doctor'. Why not? Presumably 
because the right of holders of PhD degrees to call themselves 'Doctor' is, rightly, not open to 
challenge via an Act whose purpose is to regulate health practitioners. 

The argument from public confusion therefore lacks internal coherence. If 'psychologist' should be 
denied to academic psychologists because the public may understand it to mean 'health practitioner', 
then a fortiori the title 'Doctor' should be similarly restricted. Since that course would be both 
morally and, we suspect, legally indefensible, then the argument can't logically be applied to the title 
'psychologist'. 

Nevertheless, the potential for public confusion remains. In the case of Chemistry and chemist, this 
could be solved by adopting the term 'pharmacist', but no alternative to 'psychologist' suggests itself. 
Under earlier legislation, the title 'registered psychologist' was protected, and this may be a possible 
solution. The United Kingdom protects the term 'chartered psychologist'. 

We submit, however, that this potential problem should not have been solved, and must not 
continue to be solved, by unwarrantably removing the rights of academic psychologists who are not 
health practitioners to use the title that describes their expertis~and qualifications. Another solution' 
must be found, because the current situation is both unacceptable to academic psychologists and 
morally indefensible. 



Potential danger to the public's health and safety 

Our contention is that there is no danger that is effectively mitigated by the provision discussed here. 
We repeat that academic psychologists do not represent themselves as health practitioners or as 
offering psychological health services. If they did so, without being appropriately qualified and 
registered, they would be subject to disciplinary procedures from their employer on the grounds that 
they had brought their University into disrepute. 

(It is worth noting here that academics are subject to an unusual amount of oversight, scrutiny and 
regulation in their professional lives, probably more so than health practitioners. Teaching and 
research are regularly evaluated in performance reviews and promotion processes. Research and 
teaching-related research exercises cannot be conducted without approval by the Universities' Ethics 
Committees. All courses are regularly reviewed by students. All research grant applications and 
research publications are rigorously reviewed by peers. Finally, the 6-yearly PBRF review of 
academics' research by the Tertiary Education Commission for research-based funding to Universities 
is among the most comprehensive systems of oversight and review in the world.) 

In any case, the HPCA Act as it stands does not prevent an academic psychologist from offering 
unsound or dangerous psychological health services to the public, as long ass/he does not describe 
him/herself as a 'psychologist' while doing so. As a colourful example, it would not contravene the 
Act if one of us were to recommend that autism should be treated by the casting out of demons, 
even if we identified ourselves as the Head of Psychology at a University while doing so, as long as we 
didn't call ourselves a 'psychologist'. But it would contravene the Act if we were to use, or allow 
others to use without correction, the title while recommending a sound evidence-based therapy. 

That is, the Act has nothing to say about the quality or evidence base for any recommendation we 
might give. It is only concerned with the title we use while doing so. This seems a little bizarre, and it 
is not clear to us how the overarching goal of protecting the public is served. 

(In general, it is not clear to us that Act's strategy of protection and restriction of title effectively 
protects the public in other health professions either. However, the focus of this submission is 
restricted to academic psychologists' right to title. As we have argued in other sections, there are 
specific reasons, applicable only to academic psychologists, that this restriction is unwarranted.) 

The possibility of an academic scope of practice 

One solution that has been proposed to us is that the NZ Psychologists Board could establish an 
academic scope of practice, so that academic psychologists could become registered and therefore 
become entitled to use 'psychologist'. This is completely unacceptable to us. In effect, it would 
mean accepting that academic psychologists are health practitioners. The core of our argument is 
that they are not, and therefore should not come under the provisions of the HPCA Act. Neither it is 
remotely acceptable that they should be subject to regulation by the NZPB as the Regulatory 
Authority. 

Alignment with the Review's principles 

The principles concern, quite reasonably, issues concerned with regulating the practices of health 
practitioners and the consequential issues of public health and safety. Since our contention is that 
academic psychologists are not health practitioners, this submission is to some extent orthogonal to 
those principles. Nevertheless, the issues raised here are relevant to: 

2. Consumer focus. We do not believe that the 'solution' to the issue of transparency and public 
perception embodied in the current Act justifies the removal of a moral right to title from 
academic psychologists. 

3. Safety focus. We do not believe either that there is a problem with academic psychologists 
representing themselves as health practitioners or that the current Act provides effective 
protection against this. 

4. Cost effectiveness focus. As above, we believe that the cost of regulation is seriously out of 
balance with the likelihood of harm. We also contend that the current responsibility born by 



the NZPB, to pursue academic psychologists who are contravening the Act, is not a sensible use 
of the Board's time and resources. 

Mandate and support for this submission 

As Heads of our respective Schools and Departments, we are mandated by University structure to 
speak on behalf of our disciplines. Nevertheless, this submission is backed by overwhelming support 
from our academic colleagues, including those who are currently registered Psychologists and 
identify as health practitioners as well as those whose expertise is as scientists, scholars, teachers 
and researchers in the broader discipline of Psychology. 

Regards, 

Professor David Bilkey 
Head of Department of Psychology 
University of Otago 

Dr Lewis Bizo 
Head of School of Psychology 
University of Waikato 

Associate Professor Neville Blampied 
Head of Department of Psychology 
University of Canterbury 

Associate Professor Douglas Elliffe 
Head of School of Psychology 
University of Auckland 

Associate Professor Mandy Morgan 
Head of School of Psychology 
Massey University 

Dr Mark Thorpe 
Head of Department of Psychology 
Auckland University of Technology 

Associate Professor Marc Wilson 
Head of School of Psychology 
Victoria University of Wellington 



 

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

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

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

 

You can download and email the submission form to: 

 

info@healthworkforce.govt.nz  

 

or post your submission to: 

HPCA Submissions 

Health Workforce New Zealand 

National Health Board, Ministry of Health 

PO Box 5013 

WELLINGTON 6145 

 

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

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

 

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

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

not want to. 

 

This submission was 

completed by: (name) 

     Sharron Cole 

Address: (street/box number)       

 (town/city)       

Email:      info@midwiferycouncil.health.nz 

Organisation (if applicable):      Midwifery Council of New Zealand 

Position (if applicable):      CEO/Registrar 

 

Are you submitting this as: 

(Tick one box only in this section) 

 an individual (not on behalf of an organisation) 

X  on behalf of a group or organisation(s) 

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

 

Please indicate which sector(s) your submission represents 

(You may tick as many boxes as apply) 

 Consumer  Family/whānau 

 Academic/research  Māori 

 Pacific  District health board 

 Education/training  Local government 

 Provider  Funder 

 Non-government organisation  Prevention/promotion 

 Professional association X  Other (please specify): 
Health Regulatory Authority  

 

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

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

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

not be published. 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? 

X  Yes 

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

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

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

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

following box: 

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

Official Information Act 1982. 

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

of submissions. 

 

Questions  

Future focus 

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

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

service models. How can the HPCA Act improve this? 

Comment: 

      Support integrated care as midwifery already provides integrated care and 

has a wide and flexible scope of practice 

Midwifery as workforce has evolved to meet changing needs of consumers – the Act 

already enables this. If this has not happened, it is because of incorrect interpretation 

The Act is not and does not need to be a mechanism to achieving integrated care. 

There are many other actions that will achieve this – e.g. shared electronic record 

The Council believes that it is important that the HPCAA is built around scopes of 

practice and any additional skills and flexibility need to be within the scope of 

practice. 

Flexibility comes from applying the scope of practice within a particular practice 

environment. 

 

 

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

challenges faced by the health system? 

Comment: 

     See response in Q1 
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3. How can the HPCA Act promote education and training that has a wider focus, 

such as effective ways of working in teams, improved communication skills and 

support for consumers’ self-management? 

 Yes 

x  No 

 Not sure 

Comment: 

      The mechanism for this is the regional training hubs.  This is post 

qualification. 

 

 

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

conduct, ethics and common learning across health professions? 

 Yes 

x  No 

 Not sure 

Comment: 

     The Act already gives that authority to RAs. There is a need to retain that but 

sharing will be facilitated by a shared secretariat. The Act and changes to the Act are 

not required to make sharing happen. 

 

 

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

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

practitioner? 

x  Yes 

 No 

 Not sure 

Comment: 

      Even wider scopes may pose a threat to public safety as most professions 

already have broad scopes of practice.  It is job descriptions which limit their 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 

x  No 

 Not sure 

Comment: 

      No. This is the role of the professional associations and employers – existing 

mechanisms – to give pastoral care. 

It would confuse the perceptions/expectations of the RAs, the health professionals 

and the public. 

Under the present Act, the RAs already act on signs of stress etc, particularly under  

fitness to practise.  Anything more than that would be inappropriate. 

 

 

Consumer focus 

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

making and assist in keeping the public informed? 

x  Yes 

x  No 

 Not sure 

Comment: 

      Yes with respect to conduct and Part 4 of the Act. 

Probably not with respect to competence issues. The Act does allow this but there 

are constraints, particularly around privacy 

The Act does allow the RAs to keep the public informed but interpretation may be 

questioned. 

S157 says the RA may publish so there is discretion. 

Parameters of the Act are adequate and we support the discretionary power of the 

RAs to release information 

 

 

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

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

use of by the public? 

x  Yes 

x  No 

 Not sure 

Comment: 

     See Q7 



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? 

x  Yes 

 No 

 Not sure 

Comment: 

      Yes but the  number must always be maintained. There must never be a 

single lay member. Lay members should not be on more than one board as then they 

become “professional lay members”.  Already demanding in taking time off work. 

 

 

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

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

x  Yes 

 No 

 Not sure 

Comment: 

      The Council already has public midwifery forums, advertised on the website 

to which the public is welcome.   

Yes in general 

The UK consumer forums are not widely known nor their effectiveness. There is an 

Australian Health Consumer Forum. 

 

Safety focus 

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

harm when accessing health and disability services? 

x  Yes 

 No 

 Not sure 

Comment: 

      Yes – through  demonstration of  competence by engagement in the comprehensive 

Recertification Programme although constrained by willingness of some parties to make required 

notifications. 
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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? 

x  Yes 

 No 

 Not sure 

Comment: 

      Yes – better, more consistent risk management in DHBs and other health providers. The 

Council has seen punitive responses. Risk management systems relate more generally to the 

health sector rather than to the Act. It appears that there is an attempt to fix wider health 

workforce issues through making changes to the Act. 

 

 

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: 

      RAs cannot address systemic failures that are noticed when investigating 

notifications about health professionals. 

 Also there is large overlap in processes in different pieces of legislation e.g. Barlow 

case. In this case, the coronial system took far too long to make a finding and the HDC 

has not even reached a decision on whether it will investigate the case. The Council 

had investigated and had remedial actions in place more than 2 years before the 

Coroner’s findings. 

 

 

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

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

x  Yes 

 No 

 Not sure 

Comment: 

      Already there is provision in the Act. Midwifery is relatively high risk so needs 

regulation. There is a need for the right level of expertise on Councils to make sure 

level of risk and level of regulation is balanced 

 

 

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: 

      In an integrated health setting, no practitioner should be working in sole 

practice.  In this electronic environment, any practitioner should be well engaged in 

professional development, no matter what their practice environment. 

 

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

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

 Yes 

x  No 

 Not sure 

Comment: 

      Risk-profiling has nothing to do with the Act.  It should however be done by 

Ministry or other appropriate body.  

 

 

Cost effectiveness focus 

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

cost benefits of regulation? 

Comment: 

      RAs should have more say into decisions which have cost implications 

 

 

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

 Yes 

x  No 

 Not sure 

Comment: 
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      Definition of risk would take away the discretionary role of the RAs and 

would become a field day for the lawyers. 

Risk differs from RA to RA – the risk of harm is based on the standards of practice and 

scope of practice. 

 

 

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

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

 Yes 

x  No 

 Not sure 

Comment: 

      No but unsure 

 

 

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

that different health professions might pose? 

 Yes 

 No 

x  Not sure 

Comment: 

     It appears to be. 

 

 

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

x  Yes 

 No 

 Not sure 

Comment: 

      Yes - Explore shared secretariat but retain regulatory control/professional 

regulation 

The Act is still young – various suggestions were made in the 2009 review which have 

not been implemented 

There is a need consistent access to good professional advice/expertise 

Each of the RAs is responsible for its own professional decisions 
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22. Should RAs be required to consult more broadly with relevant stakeholders? 

x  Yes 

 No 

 Not sure 

Comment: 

     Yes , there should be  consultation which is how it is done by the Midwifery 

Council and the other RAs.  However there are financial constraints. 

 

 

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

 Yes 

x  No 

 Not sure 

Comment: 

      Each profession needs to retain control of its own regulation/maintain its 

own autonomy. Whether there is a regulatory board depends on the profession, its 

level of risk. 

 

 

24. What is the ideal size of RA boards? 

Comment: 

     6 - 12 

 

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

Comment: 
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     The Midwifery Council’s general view is that:  

The competence and rehabilitation purposes of the Act works well 

Non-success of rehabilitation can be restrictive  

 

Future Focus 

The discussion document sets out various suggestions, adoption of which would 

result in a new purpose of the Act 

The Council supports the  HPCAA being a title/occupation-based Act, based on scopes 

of practice 

Scope of practice – the regulatory authorities and professional organisations set the 

scope and review from time to time 

Not all health professionals work across the scope 

Need to ensure that health professionals work to the fullness of their scope 

Also a need to have more regular reviews of the scope 

There are a range of skills and tasks that are generic to any health professional e.g 

CPR However, in a context practice that the conditions happens a lot, need specific 

expertise 

 

Questions: 

What happened to the 2009 review and the recommendations made then to 

remove some of the constraints, confusing and less workable aspects of the 

Act? 

The Ministry is not meeting its obligations under s7.  Will it adequately fund its 

legal compliance section to give some teeth and meaning to s7? 

 

 



 

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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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: 

Broad document –nursing perspective but with links across professions 
Clarity regarding key health professional roles and responsibilities in decision 
making  when collaborative approach to healthcare undertaken 
Acknowledge diversity 
Acknowledge there is no one model of integrated care 
Tools to enable integration 
Is there a place for regulating health care assistants? 
 

 

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

Comment: 

Keep scopes broad 
Prescribing practices 
Acknowledge rapid development and changes in roles (nursing roles- NP) 
Key health professional role- collaborative, prescribing, designated prescribing 
ie diabetes nurse 
Encompass direction and delegation, advice giving, with key worker role 
Consistency across RAs 
Recognition of regional/ community diversity 
2nd level workers enable RNs to be more flexible 
RAs – some guidance/ consistency 
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3. How can the HPCA Act promote education and training that has a wider focus, 
such as effective ways of working in teams, improved communication skills and 
support for consumers’ self-management? 

→ Yes 

 No 

 Not sure 

Comment: 

Core requirements across professions  
Ongoing compulsory demonstration 
Online learning packages through RAs  
Equitable funding for professional development 
Overlapping roles – RAs responsibility 
Post-grad funding & HWNZ not supporting diverse groups & qualifications 
outside clinical MN 

 

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: 

Interdisciplinary approach to post grad education eg Otago PG education 
Clarity regarding direction and delegation particularly with new technologies 
enabling long distance communication /advice 
Equitable funding made available for all professions covered by HPCA act for 
ongoing professional development 
 
 

 

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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Broadness allows flexibility and overlap of roles 
Public awareness of regulated & unregulated health practitioners limited 
 

 

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: 

Definition/requirements of pastoral care may differ from place to place 
More regulated but mandated may not be appropriate 
If mandated – how would this be carried out? 
This is considered employer or union body responsibility 
Other acts cover this 

 

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: 

Yes -if followed by those professions covered by the act  
No- Public awareness is limited – media highlight cases that have resulted in 
poor outcomes 
more work required by MoH to raise public awareness particularly in regard to 
regulated/non-regulated differences 
Consumers need to know the practitioner they visit is regulated/safe-the act 
does not cover all practitioners that advertise themselves as ‘health 
practitioners’ 
 

 

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? 
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→ Yes 

→ No 

 Not sure 

Comment: 

Not consistent  across RAs 
Media increases public awareness with high profile cases 
Limited public awareness therefore it is questionable whether good use of 
information 
Information is available – public may not know how to access 
Technology is enabling more public awareness 

 

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

→ Yes 

 No 

 Not sure 

Comment: 

Appears to be adequate  
 

 

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: 

Great idea 
Potential risks re: individual practice & employers –would require strong 
communication and feedback loop 
If used to inform policy risk would be lessened but also lessened usefulness to 
consumers? 

 

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? 
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→ Yes 

 No 

 Not sure 

Comment: 

Yes 
Also best practice and evidence based practice resources available and 
promoted 

 

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: 

No reduction of statutory regulation –too much variability across employing 
organisation 
Improve use of employer- based risk management systems without reduction 
of statutory regulation 
 

 

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

Comment: 

Where are the gaps- have these been identified? 
Alignment with other acts –ie medicines act 
Ensure education for undergrads and post-grads have excellent grounding –eg 
medicines 

 

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 
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 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: 

RAs to develop toolkit for individual practitioner to use 
Availability of online education 
Mandatory requirements for 

• clinical supervision 

•  mentor  

•  peer review 
& annual review 

 

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: 

How would this be managed? –more explanation required 
If identified –action plan to manage –otherwise little point 
Organisations responsibility 

 

Cost effectiveness focus 

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

Comment: 
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This doesn’t seem to have been a priority to date, however needs to be 
considered with less resources available – in line with better, sooner, more 
convenient business case 
Need to be accountable for cost related to decisions 
Less resources & need for increased patient outcomes 
Applying principles of patient outcomes rather than cost 

 

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

→ Yes 

 No 

 Not sure 

Comment: 

standard generic definition would be useful – good example from medical 
council 
n.b. highly likely to be applied differently 

 

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 
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Comment: 

All health practitioners to be covered by HPCA Act 

 

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

→ Yes 

 No 

 Not sure 

Comment: 

General consensus that nursing council works well 
More consistency required across RAs 
RAs background functions combined 

 

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

→ Yes 

→ No 

 Not sure 

Comment: 

Yes -with regard to cost and practice implications. Also with retraining and 
supervision requirements 
No- in regard to disciplinary matters 

 

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

 Yes 

→ No 

 Not sure 

Comment: 
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More consistency across RAs 
Combine backroom functions ie HR, admin, IT.- providing consistency 
Tiered system 
Small professions joint RAs 

 

24. What is the ideal size of RA boards? 

Comment: 

8-12 seems acceptable 
 

 

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

Comment: 
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All health providers to be regulated 
Jobs broader in scope 
Competencies to recognise these changes and enable practitioner to complete  
core requirements and others appropriate to position 
Lessen focus on competencies as less time with client 
International lens –consistency particularly with more international qualified 
nurses being employed 
 
 
 
 

 



 

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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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 regulate that employers, such as district health boards, have a 
common system of orientation in place so that professions have a known 
structure of how they are going to work together for the consumer. Have a 
common structure and guidelines on care plans, multidisciplinary meetings and 
communication to ensure the best plan for patient care. 

 

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

Comment: 

Regulate that competencies for nurses for example, intravenous competency, 
should be standardised across all district health boards to make nurses more 
flexible to work in any area of New Zealand and their competencies be 
recognised wherever they go. Regulate that nurses are to get study days not 
only to attend study but have time to do the study required.  Often it seems 
when looking at staffing there is not enough allowance made for study days, 
annual leave, and staff sickness. Leaving nurses short staffed, tired and in 
moral distress as they are unable to give the care required.(Woods,2012,p7) 

 

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: 

Regulate that Employers have to ensure staff can get study days, funding to 
assist them to study, and a streamlined pathway of advancement which is 
standardised across the Health boards. Also need to have plenty of Nursing 
Schools which are local so we have a good supply of Nurses and so Nurses do 
not have to travel miles to attend postgraduate study. Improved care of 
consumers can be achieved by decreasing barriers for nurses to become 
Nurse Practitioners and more of these roles being created to improve holistic 
care of patients and communication and co-ordination of patients care with the 
multidisciplinary team. 

 

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: 

Probably best if each profession decides on their own codes of conduct, ethics 
and common learning as they are aware of what is needed for there own 
profession. 

 

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: 

I think for registered health professionals there is enough information under 
their own regulating body, but there needs to be more done to inform people 
about those who people assume are trained professionals but are not. 
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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: 

Regulating Authorities such as Nursing Council should have more power to 
ensure Employers employ sufficient staff to cover sick leave, annual leave, 
study days, ACC, peaks in demand and high patient acuity. They should also 
be able to ensure that Employers provide a good working environment for staff 
including free accessible parking and quality childcare which is affordable, 
available, flexible, and works for all shifts that are required.  

 

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: 

Does keep public safe is some ways but does not make them fully aware of 
untrained people who the public think are professionals. Also does not inform 
public enough that there are limits to modern medicine and not every thing can 
be cured. They are not informed enough about procedures which may mean 
someone lives a little longer but endure suffering and indignity from the 
treatments. 

 

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: 



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: 

      

 

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

 Yes 

 No 

 Not sure 

Comment: 

I don’t feel this is necessary as there are already good complaints procedures 
in place for registered practitioners. 

 

Safety focus 

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

 Yes 

 No 

 Not sure 

Comment: 
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It would not be a good idea for consumers to be able to sue health practitioners 
if this is what is being suggested. This will mean even more will leave to go 
overseas where pay and work conditions are better. This will mean less staff to 
look after patients and increased risk to patient safety.  

 

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

 Yes 

 No 

 Not sure 

Comment: 

Employers are supposed to make sure that employees have a safe working 
environment (enough staff) and that staff get their meal breaks and annual 
leave but this is not happening.  (Health and safety in Employment act). 

 

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 need to ensure basic employment rights such as meal breaks adequate 
staffing, being able to take annual leave, study days are implemented so that 
staff are not burnt out and can provide safe care. 

 

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

 Yes 

 No 

 Not sure 

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

Comment: 

Not sure 

 

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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I don’t think they consider this.  This is probably not their role as their role is 
patient safety. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

Patients and their families often do not realise that harm is not always a patient 
dying but can mean having a procedure that is unlikely to provide long term 
good but more likely to leave them with a poor quality of life, suffering and a 
demeaning situation. 

 

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: 

Depends what risk/harm is being referred to. 

 

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: 

The main thing would be a more informed/educated approach. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

Working more closely with employers to ensure pastoral care of staff. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

They need to get input on what pastoral care staff require. 

 

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

 Yes 

 No 

 Not sure 

Comment: 
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Each profession knows their own profession best and should be the ones to 
regulate their profession. 

 

24. What is the ideal size of RA boards? 

Comment: 

Not sure 

 

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

Comment: 

Firstly I would like to thank you for inviting submissions and including the public 
and professions to make submissions on the Health Practitioners Competence 
Assurance Act. The reason I am making this submission is that I feel it is 
important that the Government be aware of a front line nurses prospective of 
Nursing in New Zealand. Also I have the prospective of being an NZNO delegate 
and hear the many problems and barriers of many different nurses. 

There needs to be more done to ensure we keep skilled nurses in New Zealand. To 
do this we need to have sufficient  staffing to ensure there is good, safe, patient 
care.( Kane, Hugannet, Chevrolet, Pittet,2007, p.1195)  Safe staffing is having 
enough staff so that staff get their annual leave and study leave and meal break’s, 
and so that they are not so tired that mistakes are made.  Without these things 
nurses will burn out and leave due to tiredness and the moral distress of being 
unable to give good patient care. (Woods, 2012, p.7). 

Having sufficient registered nurses will also reduce costs as this means less 
Health complications for consumers and this has been shown by research to 
reduce costs.(Pappas,2008,p.45) 

‘Harm’ needs to be defined and patients and their families better informed about 
other ‘harm’ and suffering that can happen from procedures other than dying.  
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More Nurse Practitioners are needed and there needs to be a more structured 
path to becoming a nurse practitioner and barriers need to be reduced.  We also 
need to have a clear definition of the title ‘Nurse Practitioner” especially in regard 
to advanced and specialist roles. One of the barriers is the lack of consistency and 
coherency between programs’ for post registration clinical nursing 
education.(Christensen,1999,p.8). This is still like this to this day with many 
institutes offering post graduate level 8 papers but they are not always able to be 
cress credited and nurses have to repeat learning.  There should be one institute 
which oversees many pilot institutes to provide consistent recognised 
programmes in local areas. There also needs to be more official, paid Nurse 
Practitioner positions created by the health boards as some nurses do these roles 
but are not officially recognised and this is not sustainable. This does not 
encourage people to get to this level and neither does the often prohibitive cost 
involved. 

 

One of the Nurse Practitioner roles that should be created is to work with 
consultants and liaise with patients and their families to educate them better on 
the risks and benefits of procedures and possible alternative care or treatments. 
Many patients who have had cardiac surgery have said to me they wish they had 
never had their surgery and would not have, if they had known what they would 
have to go through. Often they have also said they did not want the surgery but 
their families wanted them to have it and I wonder if the families are really aware 
of what their loved ones will have to go through. 

Having Nurse Practitioners in these roles and others, will reduce costs as well as 
suffering as many will decide not to have surgery. This will not only reduce 
surgery costs but costs from complications which occur when elderly with already 
complex co-morbidities have surgery. 
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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: 

in 

By implementing commonalities in competencies but remain profession 
focused. There are common skills required in all professions (non
technical skills), there are not necessarily included in all professional 
training. eg stress management, communication, and situational 
awareness and teamwork that respects differences. 

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

Comment: 

By standardising. It is important that RAs continue to be diverse and 
in dependant to make decisions that reflect the diverse nature of 
health. One of my questions is who regulates the RAs? and is there 
room within the HPCA to regulate the RAs? 

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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D Yes 

D No 

D Notsure 

Comment: 

By providing diverse educational programs that have equal national 
standing that are available with accessible funding,with standardised 
competencies and national frameworks. 

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 

D No 

D Notsure 

Comment: 

By standardising core skills and (non-technical) and incorporating them 

in early education. 

s. 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? 

D Yes 

D No 

l]l: Not sure 

Comment: 

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

Dl: Yes 
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D No 

D Notsure 

Comment: 

Safe networking, facilitating education to enhance what pastoral care is 
about and by disestabling myths. Ensuring easy access that is free and 

confidential. 

Consumer focus 

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

0 Yes 

D No 

0 Notsure 

Comment: 

Other professions have to provide public disclosure statements. 

Potfolios are required by RAs but I am unsure if the public really understand 
what that actually means and how these apply to quality and effectivenes 
of care. 

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

0 Yes 

D No 
[]! Not sure 

Comment: 

vvnen asKrng memoers or tne puouc now mey woura access rmormauon 
about complaints and the complaint process most ask what am I talking about. 

The process is lengthy, requiring a great deal of time. 

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

D Yes 

D No 
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Cf Notsure 

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? 

D Yes 

D No 

D Notsure 

Comment: 

People who attend public forums are the ones who have vested interes . 
In the true nature of democracy the public need to have a voice and 
voice their opinions. This contributes to the governance and partnershi 
necessary to shape collaborative processes. 

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? 

D Yes 

D No 

D Notsure 

Comment: 

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

D Yes 

[]: No 

D Notsure 
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Comment: 

Only by a national framework, equality is maintained. Employers may ave 
approved programs, but still allows for interpretations of what is require~. 

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: 

Explanations is lay mans terms 
Address the issues of out dated legislation 
Define targets and provide different pathways to achieve goals. 

14. Is the HPCAAct 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? 

D Yes 

D No 

D Notsure 

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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Affiliaton to national colleges 
Networking 
True Supervision 
Mandatory education 

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

0 Yes 

0 No 

[]I Not sure 

Comment: 

There is a risk in all professions. But I understand these are not all equ81. 
By implementing a risk profile approach, I feel would instigate a defensiv~ 

medicine/practice culture. 

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? 

D Yes 

0 No 
D Notsure 

Comment: 
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The RAs should work collegiality and agree on these definitions. 
Then define them legislatively. 

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

0 Yes 

0 No 

0 Notsure 

Comment: 

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

0 Yes 

0 No 

0 Notsure 

Comment: 

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

0 Yes 

0 No 

0 Notsure 

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

D Yes 

D No 

D Notsure 

Comment: 

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

D Yes 

Di No 
D Notsure 

Comment: 

By reducing RAs this means combining or disestablish some RAs. 
Standardising would be a better option. 

24. What is the ideal size of RA boards? 

Comment: 

Instead of size of Boards, contribution and representation may be a 
better way of looking at requirements. 

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

This can only be achieved by standardised EHR systems but this is a VERY 
expensive option that will cost the taxpayer untoild millions and it would be 
onerous to foist this cost on indivdiual practitioners or even small 
practices/groups. It will become a very bureacratic process. 

 

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

Comment: 

A good starting point would be to reduce the over the top CPD and registration 
criteria based theron that is proving onerous in terms of time and money and 
making it very difficult. This means that those seeking flexibility find it 
impracftical and many have and will leave the profession or the country. 
Optometry is a good example of where the CPD requirements have gone way 
beyod the intended minimum standard: and For example, regency of practice 
for part time practitioners with for say a young family find it hard to make it work 
and thus they stop practising. Also HPCA Act was not supposed to lead to 
incerases in compliance costs registration and CPD management fees (never 
mind the hight cost in time and money to attain and maintain registration. Many 
full time practitioners also find it frustating, demanding, expensive. More and 
and more have and will will opt for early retirement. & the Act does not 
necessarily improve safety or patient outcomes. In optometry HPCA and ODO 
Board have tended to promote a narrower (more Therapeutic) profession to the 
detriment of other skills. 

 

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 
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 No 

 Not sure 

Comment: 

This question doesn’t ask a YES/NO/Not Sure answer – a bureacratic blunder 
as is the initial request to tick the boxes – when doing it electronically in word 
the option is to check the box with a cross not tick it – this is typical of an overly 
bureaucratic process and another example of the weakness of the system. 
However reading between the lines I guess you are trying to ask if it shoud 
have a wider foucs and are giving examples? YES It should have a wider focus 
as we see in optometry the focus has been forced into a small section of  
optometty (therapeutic care) which currenlty accounts for a small part – 
probably well under 10% of a practitioners’ patients – maybe even as low as 
around 2% but has forced CPD to give it about 50%? of the CPD focus at the 
exppense of other fields. 
Many areas of optometric scope don’t get much CPD (traditional areas like 
Binocular vision & even dispensing) as the subjects struggle to attract CPD 
credits 
Serious weakness in the system! 
 

 

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 probably? It is necessary to standardise? Is it practical? Cost effective? 
Possible? 
Likely to get more bureaucracy with minimal if any reward. 

 

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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Again a typographical or grammatic error in the question. 
The public still hardly knows the difference between say an optometrist an 
optician and an ophthalmologist and the scopes as defined are not that clear 
either and many wouldn’t know which end a proctologist and a gynaecologist 
deal with either and it is hard to find definitions or such things. 

 

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

 Yes 

 No 

 Not sure 

Comment: RAs are Responsible Authorities ie Boards, as defined in the Act? 

Not sure what this means it is not defined what an RA is or what pastoral care 
actually is? RA – I assume is a Responsible Authority ie Board as opposed to   
regional health auhtority or an RHA?> pastoral ? 
Which definition did you intend? I didn’t know the HPCA Act dealt with religion 
or spirituality or farming? 

pPastoral   
       adj   The pastoral duties of a priest or other religious leader involve looking after 

the people he or she has responsibility for, especially by helping them with their 
personal problems.   
ADJ n   
Many churches provide excellent pastoral counselling.      

       adj   If a school offers pastoral care, it is concerned with the personal needs and 
problems of its pupils, not just with their schoolwork.   
  (mainly BRIT)   ADJ n   
A few schools now offer counselling sessions; all have some system of pastoral 
care.      

       adj   A pastoral place, atmosphere, or idea is characteristic of peaceful country 
life and scenery.   
ADJ n   (=rustic)   
 

 

Consumer focus 

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

 Yes 

 No 

 Not sure 

Comment: 
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Not sure that it does really as in optometry there wasn’t an issue before the 
HPCA Act and not sure that care is that much better now – in fact across the 
board with government approved, enacted and sponsored de-regulation and 
commercialisation in the ‘consumer’ interest (financially speaking) it has 
probably caused a drop in the standard of care over the past decade or so? 
The intention is good, maybe. Like much of this ACT and the Board’s 
interpretation we are faced with well meaning people with good intentions 
beinh highjacked by overzealous bureacrrats that don’t have enough control 
placed on them and individuals and professional bodies are unable to reel 
them in and let commion sense prevail! Idealism needs to be tempered by 
rational pragmatism! 

 

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: 

No it is for example very hard to get information regarding the NRHA or DHB 
subsidy for certain eye care related problems that are partly covered – 
practitioners find it hard to communicate or get info even harder for Joe public. 
Transparency isn’t good and HPCA hasn’t helped this. RAs consult but don’t 
LISTEN, they do what they already decided, eg TPA stuff with Aussie. 
Our Optometry Board also for example changed randon audits from once every 
five year period in 2008 to every TWO YEARS In 2010 and few if any in the 
profession were consulted or made properly aware of it. The Board is almost a 
law unto itself. It is bullying, dominating, autocratic, authoritarian is riddled with 
administrative ineptiude, clerical bungling and errors that have put me and a 
number of colleagues under undue emotional and psyhcological pressure, 
forced us to waste untold time complying and correcing the board. We have 
been forced to challenge them legally (and win) at a cost of thousands of 
dollars each, we are robbed of presciuos family time in that we have to spend 
weekends and nights attending CPD events and I for one have been randomly 
picked on THREE times to complete a self audit. Crazy and ridiculous stuff! 
WE DO NOT BECOME INCOMPETENT IN A TWO YEAR PERIOD – OUR 
PROFESSION DOES NOT EVOLVE THAT FAST 10 years is a more rational 
reasonable and pragmatic audit period! 
(This sitituation and other bungled APCs, Website regsitration errors, CPD 
issues and morte is on file with the ODO Board Registrar) 

 

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

 Yes 
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 No 

 Not sure 

Comment: 

Again in my experience I am not sure if the balance nor quality of the people is 
good enough. I have been involved with the HPCA since the select committee 
stages and have worked with and attended Board meetings so have some 
intimate knowledge of the situation. I was denied being able to attend the latest 
round or HPCA meetings as our Board only informed us 4 working days before 
the event. It was in office hours in the  past few weeks. I was fully booked – we 
need at least a MONTHS notice of such critically important meetings. (This is 
on file with te ODO Board Registrar) 

 

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, but will it make a difference? 
Will they be actually listended to and if so will their concerns and questions get 
to the right people? Will it be acted on? Will it be cost effective? 
We as a profession are largely ignored. Will the public fare better? 
 

 

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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See question 7  
some legislaation has made it worse.  
Also when things are specifically legislated like the FACT that only an 
optometrist can prescribe contact lenses (Gates-Maher case) and other 
gazetted laws YET contact lenses are sold every day (in a ‘state ready for use’ 
) thay is entrenched in the 1996 select committee rulings ( a real crock if you 
ask me and consumer focussed and result of vested interests that the select 
committee could not see through due to their blind consumer focus ($$) yet 
these items (contact lenses and coloured lenses and party lenses) are sold 
online without Rx and at rock concerts, pharmacies tattoo shops, hairdressers, 
dairies, petrols stations and the like with improper hygeine and instruction 
training fitting or prescribing yet the govt ignores this despite cases or 
blindness and submissions to the autoritiies about the illegaility and cotrariness 
to the HPCA and other acts! THIS IS ONE GOOD EXAMPLE of US the 
professionals being tied up in laws and compliance and having to continuously 
jump through hoops and spend 1000s of dollars and being threatened with all 
sorts of punishment yet totally untrained people are left to do what they like and 
run amock and risk people’s sight, yet no one ever even challenges them. We 
are policed and controlled to death yet they get away with murder! 
SOMETHING IS VERY WRONG HERE! 

 

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: 

 yes refer Q7 and Q11      
 
refer Q7 and Q11 – fix the faulty legistlation, charge the transgressors shut 
donw the illegal opperations and also allow (or force where necessary) 
employers to toe the line of manage the issues. ENFORCE THE LAW! 
 

 

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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Get people at a round table to thrash out the issues but this time use people 
who are EXPERTS in the field not pen pushing politicians with a lack of 
understanding of the real work issues! A good start to show the MHO is serious 
- not just creating surveys like this that will not be acted upoon - would be to fix 
the issues (and MANY others) as referred to for example in Q7, 11 and 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: 

      
the act is not clear nor does it properly address the risk but in some cases 
allows the regsitration bodies and vested interests in related accociations and 
societies to overstate the risk and go over the top in trying to look good for the 
MHO/HPCA act without in fact making much diffrerence arguably even making 
it worse! 

 

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

Comment: 

      
yes – as we always have – through deciation, staying up to date (most always 
did voluntarily) and above alll being moral, ethical and honest.. The methods 
enforced by the result of the HPCA act have really only been to force a few 
non-compliants to do such CPD but they will still be poor practitioners and the 
only way of managing them is through complainst procedures and monitoring 
would have worked just as well now all the good people get penailsied and in 
fact demotivated! IT WAS WORKING JUST FINE BEFORE in optometry – the 
Board was unable – when challenged legally to show any cases where the 
prublic had been harmed! 

 

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 
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 No 

 Not sure 

Comment: 

      
yes risk profiling and anaylsis of any harm done if any! An exeample is that 
optometry is WAY more controlled than say ophthalmology and what they do is 
surgery and dealing with seriuos sight threatening conditions to a MUCH larger 
degree than optometry but have WAY less compliance issues than optometry! 
SOMETHING IS VERY WRONG! 
 

 

Cost effectiveness focus 

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

Comment: 

      a significant one I would say the RAs CREATE mountains of 
uncessaary cost hurldles – they are ONEROUS! 
 the best thing is to reduce the excessive number of bureacrats in such 
positions and replace then with effective clinicians and at the same time save 
money! 
We also need to have the RA/Board be brought under controal and reduce 
audiut frequency and reduce cost, time demands and CPD requirements while 
improving  THEIR comliance and administrative systems so that they don’t for 
example mess up nearly every one of my APC renewals these past 5+ years! 
 
 

 

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

 Yes 

 No 

 Not sure 

Comment: 

      of course! 
 death or blindness or such is far worse than a small clinical error for example! 
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19. Is HPCA Act clear about the level of risk that needs to be regulated by statute? If 
not, what would help to improve the match between level of risk and level of 
regulation? 

 Yes 

 No 

 Not sure 

Comment: 

      No like I say in Q 7, 11, 12 the HPCA act is well intentioned but doesn’t 
for example even look to consider fixing other legilstion that makes a mockery 
of providing the best care! 

 

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: 

      again NO as per Q7, 11, 12 , 19 etc! 

 

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

 Yes 

 No 

 Not sure 

Comment: 

      yes of course the HPCA act wants US as practitioners to improve so 
why shouldn’t it take the log out of its own eye before it tries to take the spec of 
dust out of ours? EVEYONE/THING can improve even olympic atheltes as they 
prove every few years for hundreds of years! 

 

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

 Yes 
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 No 

 Not sure 

Comment: 

     of course Would help if they listened! 
 these are silly qeustions! 
 

 

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

 Yes 

 No 

 Not sure 

Comment: 

      yes probably – bureaucratic bodies should always be trimmed of fat and 
combined where possible 

 

24. What is the ideal size of RA boards? 

Comment: 

      
I am not an expert in such analysis – it would vary surely? 

 

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

Comment: 

I am seriously disillusioned by what good intentions the HPCA Act intened versus 
the terribly bureaucratic, bungling, overzealous, bullying, onerous and terrible 
track record our RA has shown. I and many others somedays fees like walking 
away from our beloved profession. We are the good guys passionate about our 
profession and have devoted our decades in the profession to top quality pateint 
care, arrange conferences, speak around the world yet are trodden on in NZ 
because of a few idealistic zealots. It just isnt right. One of our most famous and 
respected optometrists who speaks in probably 100s of cities and conferences 
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every year was forced to retire 2 years ago becuuase he refused to comply with 
petty bureacracy. He is still recongised and is  still being invited to speak toi 
audiences in pratcically every continent. He is lucky he could walk away as he has 
made millions from his inventions. I on the other hand am an immigrant who 
came here with nothing and have worked hard to get somewhere, have never 
taken a single handout from the government (and have never qualified) paid tax 
for 20 years in NZ but am still peresecuted at every turn but  the zealots. IT JUST 
ISNT RIGHT – I should just walk aaway refuse to compl get struck off and go on 
the DPB  (but will not as I have 100s of loyal patients who need me and travel 
from around NZ and indeed the world and I speak and lecture around the world 
and am regarded as competent except by my own Board who challenge and 
question my competence constantly. IT IS NOT RIGHT JUST FAIR or 
RATIONAL! 

 

 

Separate response continued on NEXT PAGE 
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yes – having sat on HPCA act select comittees and in later focus groups and 
also having been involved in the 1996 seelect commeitte rulings and the Gates-
Maher case I can clearly see the folly of such things – the intentions are good 
but the enactmnent is not – I was also dissapointed that there was no follwuop 
or review of any of these issues and I was never invited (from those roles) to 
attend any further meetings or discussuons and only reason I am doing this is 
as a result of being asked in general as are all other stakeholders. 
I would like the opportunity to meet with some senior people to discuss some of 
the issues and othere raised. (as said earlier I was not given adequate notice to 
attend the AKL meeting as I would have had to cancel urgent patients referred 
to me by those that cannot handle complex cases…so would that have been in 
the public interest to cancel seriuos cases to attend a meeting with only 4 days 
notice?) 
ONE MAJOR ISSUE IS THAT OUR OPROMETRY BOARD SEEMS TIO 
BLINDLY FOILLOW A FEW IDEALISTIC INDIVIDUALS AND PANDER TO THE 
AUSSIE BOARD. THE BEST EXAMPLE IS THAT THEY ARE TRYING TO DE-
REGISTER NON TPA OPTOMETRISTS BY THE YEAR 2020 (AUSSIE WAS 
SAYING 2029 SO WE WENT A DECADE SOONER TO BE ‘TOUGH’ ) NOW 
AUSSIE HAS SEEN THE FOLLY AND ERROR OF THEIR WAY AND GIVEN 
UP TOTALLY ON FORCING ALL TO BE TPA ALLOWOING FOR THE 
LOGICAL AND NATURAL AGEING AND RETIRMENT OF NON-TPA OPTOMS 
AND ACCEPTING GRANFATHERING AND THE FACT THAT ONLY A FEW 
PERCENT OF OPTOMETRIC PRACTICE IS THERAPEUTIC IN NAUTURE 
AND THAT MOST OF US WORK WITH A TPA OPTOMETRIST OR CAN 
REFER TO ONE CLOSEBY OR AN OPTHALMOLOGIST  OR EYE CLINIC – I 
WORK WITH TWO TPA OPTOMS IN ONE OF THE BUSIEST PRACTICES IN 
THE COUNTRY AND ONLY NEED ACUTE REFERRAL TO ONE OF THEM IN 
THE OFFICE OR AN OPTHALMOLOGIST OR EYE HOSPITAL A FEW TIMES 
A YEAR – YET THEY WANT TO FORCE ME TO RETIRE WITH VERY FEW IN 
NZ EVER ABLE TO REPLACE MY (OTHER) SPECIALIST SKILLS WHICH 
THE LOCAL DHB AND MANY OTHER OPTOMETRISTS OR 
OPHTHALMOLOGISTS OR THE LOCAL EYE HOSPITAL WILL ATTEST TO! 
SO YOU CAN SEE MY FUSTRATION WITH THIS WHOLE PROCESS AND I 
HAVE HAD TO FIGHT THESE BATTLES ON MY OWN BEHALF AND FOR 
OTHERS TOO MANY TIMES TO MENTION OVER THE PAST DECADE AND 
THIS HAS BEEN ONEROUS STRESFFUL AND TIRESOME AND THIS 
REVIEW AND MANY OTHER SUBMISSIONS PROBABLY MAKES NO 
DIFFERENCE AS IT ALL SEEMS LIKE HOT AIR WITH NO REDRESS OR 
POSITIVE ACTION?? 
YOURS IN FRUSTRATION!I am finsihing this off at 1am before flying to USA to 
lecture. I have seen many complex patients today and the past few days. Last 
weekend I lectured in Australia – our damn Board WONT even  recognise all my 
overseas CPD (of the world’s leading conference the American Academy of 
Optometry whos’e CPD is reconised by COPE and JA and by Boards and UK 
and many others ! I could go on and on and on. Will someone contact me? Take 
me seriously? Arrange to meet me and other colleagues to hear us out???? 
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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): Neonatal Nurses College of Aotearoa (NNCA/NZNO) 

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: 

Nursing is already keeping pace with integrated care, i.e  The primary health 
care model of care and hospital service model of care.  
The HPCA Act already directs the Nursing Council to monitor individual 
accountability and competency in both primary care and hospital sectors and is 
working well. 

 

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

Comment: 

The HPCA Act is primarily to regulate health care groups to ensure safety of 
the public.  
The regulatory bodies and professional organisations, not the HPCA Act,  can 
be used to promote, consult and review a more flexible workforce to health 
professionals. 

 

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: 

Consumer communication can definitely be improved.  Tranparency of 
information is a key consumer focus, yet, mostly knowledge of communication 
process is via internet. Pamphlets are available in hospitals but potentially, use 
of media to promote consumer rights could be improved.   

 

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

 Yes 

 No 

 Not sure 

Comment: 

The codes of conduct, ethics could be standarised across the RA’s for health 
professionals 

 

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: 

Nursing Council currently clearly defines scopes of practice, which maintains 
the safety of the consumer. A broad scope of practice may increase flexibility, 
but may result in difficulty in achieving competency, therefore unsafe to the 
consumer. 

 

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: 

HPCA is to ensure safety of the consumer. Pastoral Care of the health 
professional appears to be a conflict of interest and should be left to the 
professional organisations. 

 

Consumer focus 

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

 Yes 

 No 

 Not sure 

Comment: 

The Health and Disability Commisioner is usually the first line of complaint by 
the public, so even if the public may not be familiar with the HPCA, the HDC 
will refer the complaint. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

Information from RA’s is readily available to practitioners, via the websites, 
however, the public are likely  to access this information from the HDC site.  
May need more media communication to make the public aware. 

 

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

 Yes 

 No 
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 Not sure 

Comment: 

Similar balance to Australia and UK although Australia define lay people as 
community representative.. This may have an advantage. 

 

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: 

Definitely 

 

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: 

There will always be a percentage of NZ population that do not access health 
and disability services. Legislation should keep this population safe from harm 
by RA’s ensuring competencies across the board of health professionals. 
HPCA and individual governing bodies for practitioners works well when 
applied, for accessing H&D services 

 

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

 Yes 

 No 

 Not sure 
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Comment: 

HDC, ACC, DHB codes of conduct. Health Safety and employment Act  all 
complement the HPCA Act  

 

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: 

Compared to the UK, the overall quality in NZ produces a safe service to 
consumers.  The current HPCA system works well and there are no gaps.  The 
UK system, obviously has a larger population, but there are huge gaps in 
completing consumer complaints, with large waiting lists over the past year to 
address complaints. 
Ensuring the public knows they can complain and the processes around this 
makes everyone accountable.  
When English is not first language there needs to be stronger support for clear 
communication and cultural awareness to ensure informed consent is really 
informed consent with interpreted language barriers.   

 

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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BE informed with clear documentation on every consult and support or 
observe where appropriate for back up 

 

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: 

Is essential to minimise risk to both practitioner and patient and profiling may 
assist with this. 

 

Cost effectiveness focus 

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

Comment: 

We cannot ignore the fiscal responsibility and there is potential to amalgamate 
a few RA’s  eg Chiropratic, osteopathy, physiotherapy and psychology and 
psycotherapy.  Statisitcally nursing and medicine need there own RA. 

 

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

 Yes 

 No 

 Not sure 

Comment: 
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RA’s and DHB’s already define incidents and sentinal incidents and follow a set 
process of legislation. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

The act is flexible to accommodate all levels of risk and regulation. 

 

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

Yes 

 No 

Not sure 

Comment: 

 

 

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

                     Yes 

 No 

 Not sure 

Comment: 
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I agree there could be some amalgamation.  

 

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: 

The risk of reducing the RA’s would mean delayed action for consumers and 
increased workload to the RA’s.  Looking at the UK statistics, there is a huge 
backlog of complaints and suboptimal addressing of complaints.  

 

24. What is the ideal size of RA boards? 

Comment: 

10 (30% lay person) 

 

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

The HPCA Act is still  a safe piece of legislation and just needs some tweeking 
to be cost effective. 
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Introduction 
In considering how the Health Practitioner’s Competence Assurance Act may be improved we have applied 
three principles which we believe should guide any changes: 
 
Protecting the public; 
Maintaining public confidence; and 
Maintaining high professional standards. 
 
 
These principles are outlined in the 2012 Joint Consultation Paper of the Law Commission Scottish Law 
Commission Northern Ireland Law Commission REGULATION OF HEALTH CARE PROFESSIONALS and 
REGULATION OF SOCIAL CARE PROFESSIONALS IN ENGLAND. 
 
Public protection is a broad objective and can be used to justify various regulatory interventions. There are 
cogent arguments for establishing public protection clearly as the primary duty for all health regulators. The 
public who need protecting can include the individual complainant, service users, potential service users or the 
public in general, and the form of intervention may vary depending on which public is identified. However, a 
main duty based entirely on public protection may inadvertently distort understanding of the role of 
professional regulation which might be understood in more positive terms as ensuring proper standards of 
practice and reducing the need to protect the public from professionals whose fitness to practise is impaired. 
Further challenges presented by the public protection duty are evident when considering its relationship to 
the principle of maintaining confidence in the profession.  
 
Maintaining confidence in the profession has an important role to play in regulating health care professionals. 
The Merrison Committee (1975) stated that the public interest had “two closely woven strands”, namely the 
need to protect individual patients and the need to protect the reputation of the profession1.  As Justice Irwin 
noted in his 2009 judgement, destruction of that trust would be corrosive to the general attitude to the 
profession and therefore to the effectiveness overall of treatment. In a questioning and doubting world where 
trust is at a premium, if public trust in doctors falls generally then people will be likely to suffer as a direct 
consequence and may not seek help or seek help quickly enough. They may doubt the advice or prescriptions 
given to them by doctors and fail to follow it, or fail to follow the advice of prescriptions rigorously2.  Although 
the preservation of trust in the profession is not a stated statutory objective, it can be regarded as subsumed 
within the public protection duty if it is accepted that confidence in the profession is essential to good quality 
care and that loss of trust will have negative implications for the health and safety of the public. Then 
maintaining confidence in the profession is part and parcel of the main statutory duty of public protection. 
But, in fact, British case law goes further; it confirms that regulatory intervention can be justified primarily on 
the basis of preserving confidence in the profession rather than public protection3. 
 
Maintaining high professional standards is essential to the regulatory role of public protection.  The Law 
Commissioners note that medical advances and other developments in professional knowledge have brought 
greater emphasis on education and keeping professionals up to date with new clinical interventions.  Thus the 
primary duty should provide that the regulators must protect the public by ensuring proper standards for safe 
and effective practice. The reference to ensuring proper standards does not refer to the specific statutory tasks 

 
1 Report of the Inquiry into the Regulation of the Medical Profession (1975) Cmnd 6018. 
2 Makki v General Medical Council [2009] EWHC 3180 (Admin), [2009] All ER (D) 106 (Dec) at [43] by Irwin J. 
3 For example, see Yeong v General Medical Council [2009] EWHC 927 1923 (Admin), [2010] 1 WLR 548 and Ige v Nursing and 

Midwifery Council [2011] EWHC 3721 (Admin). 
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of issuing codes of conduct or standards of proficiency. It is a far broader concept that encompasses the need 
to raise the standards of the profession overall and reduce the instances in which regulator intervention is 
needed to protect the public from registrants whose fitness to practise is impaired. The focus remains on 
public protection but it is not one of minimum standards.  Rather, all the statutory functions of the regulators 
– registration, setting standards for education, conduct and practice, and taking action where the standards 
are not met – would flow from this overarching duty to protect, promote and maintain the health, safety and 
well‐being of the public and maintain confidence in the profession, by maintaining high professional standards 
for safe and effective practice. 
 
Public Protection in a Commercial Environment 
  
Much of the existing legal structure for professional regulation is designed primarily with the public system 
and DHBs in mind and its relationship to practitioners, who operate in alternative commercial settings, is not 
straightforward.  Optometrists work predominantly in commercial settings ranging from small owner operated 
businesses to employment with multinational vertically integrated corporates. It is of course possible to be 
both a business and a profession ‐ law and accounting are examples.  But there can be particular difficulties 
where the professional is working in a business where the professional activity is incidental.  Optometry is 
different from other health professions because part of its scope, the dispensing of optical appliances (and 
thus the sale of glasses), was deregulated in 2003.  The sale of glasses and eyewear is the part that attracts the 
most commercial attention because it is the most lucrative.  Retail optical companies generate considerably 
more revenue from optical appliances prescribed by optometrists than optometrists charge in fees for service, 
but the sale of glasses and eyewear has been deregulated.  Likewise, pharmaceutical companies generate 
considerably more revenue from drugs prescribed by medical practitioners and dispensed by pharmacists than 
medical practitioners and pharmacists charge in fees for service; but the sale of medicines remains regulated.   
A commercial environment should only serve to reinforce the importance of the principles of public 
protection, maintaining confidence in the profession and maintaining high professional standards when it 
comes to interpretation and implementation of HPCAA.  To honour the principle of public protection it is 
necessary that standards should not be lowered on the basis that, for example, the practitioner is based in a 
commercial setting and the need to retain profits therefore overrides the necessity for protection, maintaining 
confidence in the profession, and maintaining high professional standards for safe and effective practice.  
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1. Future Focus 
 
 

Question 1. 

The Health Practitioners Competence Assurance Act 2003 
Reference is made to the NZAO submission (2012) on ODOB Review of Optometry Scopes. 
 
In the view of the NZAO, the legislative framework of the HPCA Act is not fulfilling its promise to both protect 
the public and enable health professions to adapt and evolve more quickly in a modern global world.   
 
This is because the structure of the Act provides only for regulation to a minimum standard for safety and 
overlooks the requirement for quality patient care.   
 
Both of these are important and Professional regulation should be as much about sustaining, improving, and 
assuring professional standards of the overwhelming majority of health professionals as it is about identifying 
and addressing poor practice or bad behaviour.  It is disappointing to see that the discussion document 
relating to the review of the Act shifts the focus even further from quality of patient care by consideration of 
cost reduction for employers of health professionals and proposing employer self‐regulation as an alternative 
to individual accountability for clinical practice. 
 
A key limitation to workforce flexibility is that health practitioners practicing in a regulated profession are 
precluded from performing activities that develop as part of their profession but that fall outside the scope of 
practice as determined at a particular point in time.  
 
The problem is compounded when competence for a scope is then set at a minimum level for ‘doing no harm’ 
rather than for ‘doing the most good’.  The concept of “doing the most good” is particularly relevant for 
optometry because the NZ optometric workforce (54% with TPA endorsement at November 2011) has 
demonstrated it will adapt and evolve more quickly than other professions regulated by HPCA (<0.5% of NZ 
nurses with TPA endorsement) and Australian optometrists (22% with TPA endorsement at June 2011) with 
whom there is inescapable regulatory linkage (TTMR etc.). 
 
There is no doubt that midwifery standards for 2012 would be well beyond the reach of those practising in the 
1920’s and even those graduating from a 1970’s training program would struggle to meet expectations of 
today’s consumer of midwife services. 
 
In effect New Zealand health regulation in the past has failed in its aim to protect the public mainly because 
the regulatory system has not managed to constantly amend entry requirements for registration to keep pace 
with evidence based practice and has not required registered health professionals to keep abreast of new 
developments in their field. 
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Purpose of the review of the HPCA Act 
The review SHOULD look at how the HPCA Act: 

• creates incentives for health practitioners to maintain current levels of evidence based practice 

• enables practitioners in both public and private practice to work in an increasingly complex environment, 
where independent practice,  multidisciplinary team work and clinical integration are critical components 
of care 

• supports health priorities and the objectives of ensuring a sustainable, integrated, more convenient and 
patient‐centred health system by sustaining, improving, and assuring professional standards  

• can mirror international trends towards more public engagement, improved transparency of complaints 
and complaint processes and transparency of information, with increased emphasis on protecting the 
public interest. 

 

Principles to guide the review 
If the Ministry of Health is to use principles for the review which are based on the Government’s statement on 
regulation, Better Regulation, Less Regulation, then the glaring omission in the principles given within the 
review document  is ‘improving the quality of regulation’ which is a priority for this government. 
 
Having read the Government’s statement on regulation we suggest that principles for the review should 
include: 

• enabling increased productivity of existing health practitioners 
• providing highest level of net benefit to consumers of health services in this country 
• acknowledging that ‘not imposing additional costs’ on business during the current economic recession is 

not the same as reducing costs for health provider businesses by reducing standards of care. 
• recognising that market competition in health is not ensured by enabling consumer access to reduced 

quality of care or offering an outdated standard of care; rather it is ensured by requiring all providers 
to deliver to the current evidence based care standard with all the benefits that brings for the 
consumer;  

• acknowledging that it is not just businesses for profit which innovate and invest, individual health 
practitioners also invest in training, equipment, and facilities which means the health workforce needs 
incentives as well; 

 

 
Safety 
 
Looking at the general points made in the principles section of the review document regarding safety and 
harm it is important to note that for optometry the two main threats to individual health consumers are: 
 
1.         Failing to diagnose a sight‐threatening or life‐threatening condition 
2.         Prescribing an ophthalmic appliance when not clinically necessary 
 
And in respect to the health system and the public generally the two   main costs are: 
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1.  Over‐referral of people into the public system who do not have a sight‐threatening or life‐threatening 
condition because regulation allows an optometrist to register and practice at the minimum ‘safe’ level 
and does not require all optometrists to enter and maintain practice at the  contemporary  diagnostic, 
management and treatment standards.  

2.   Prescribing an ophthalmic appliance when not clinically necessary.  In non‐Asian populations conversion 
rates (the proportion of people having an optometrist exam and being prescribed glasses) based on 
prevalence rates of refractive visual impairment are around 60%.  Any overprescribing for people who 
do not clinically need a correction will negatively impact the economy through Balance of Trade 
payments as money is sent offshore to overseas suppliers of frames and lenses;  it will ultimately reduce 
the amount of money in the local economy for purchase of other goods and services 

  
 
 

Question 2 

Workforce 
Optometry has a workforce that can potentially fill roles needed to deliver eye health services within a lower 
growth funding path.  Optometry has a present workforce dominated by younger workers with current 
qualification and practice standards. 
 
NZAO Optometrists in New Zealand with APC: 
 
30 years and under  114  110 have TPA qualification.  Four have been newly registered without 

being required to meet current NZ qualifications and practicing 
standards. 

31 – 45  225  104 have been personally motivated to undertake further qualification 
in TPA at their own cost 

46 and over  200  58 have been personally motivated to undertake further qualification in 
TPA at their own cost 

 
As providers of eye health services which are not funded by the public purse, optometrist services have 
developed to suit the needs of consumers particularly in respect of quality, convenience, and efficiency. 
 
All NZ graduates 2006 onwards from Department of Optometry and Vision Science (DOVS) at The University of 
Auckland are TPA qualified.  There are currently 200+ undergraduate students enrolled Years 2‐5 at DOVS. 
 
The current and future NZ optometric workforce is potentially well placed to assist with the Ministry’s 
identified need to shift away from a focus on hospital services and admissions to better, sooner, more 
convenient service delivery through the integration of primary care with other parts of the health service. The 
question is whether the Ministry is prepared to make an appropriate re‐allocation of funding in order to meet 
its identified need to shift away from a focus on hospital services and admissions to better, sooner, more 
convenient service delivery 
 

RAs 

The HPCA Act can, via RAs, ensure that the requirements for optometrists keep pace with what the sector 
needs in an environment that is undergoing change. In our view the best outcomes for patients will be 
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achieved by ensuring all new registrations have qualification equivalent to the many New Zealand graduates 
who are each year paying for their own education from a New Zealand university.  This education is equivalent 
to the current standards in place in North American universities and certainly graduates from the American 
schools having passed the US National Board exams in Optometry and having current competence should be 
enabled to register directly in New Zealand.  The same should be true of Australian graduates with TPA 
qualifications and recency of practice at that level.  Optometrists with older or less exacting qualifications are 
the only applicants who should be required to be examined at the TPA level before registration is granted. 

 

Principles for developing or reviewing scopes of practice 
Recommendation 3 from the 2009 report on the Review of the Health Practitioners Competence Assurance 
Act 2003 :  That responsible authorities improve the processes relating to scopes of practice, including 
developing a set of principles and guidelines, regular review, a central web‐based location for notifying new 
consultations, and processes to allow any interested party to propose new or amended scopes. The 2012 
Ministry of Health document recording progress made on the recommendations notes in respect of No 3: RAs 
do consult widely when they develop new scopes; new scopes have been developed; an intra‐net site for RAs 
to share policies and discussions has been established.  
 
There appears no record of the 2007‐2009 principles being consulted on and certainly as we have noted earlier 
some of them would be counter‐productive to the current needs.  In particular we will not achieve a high 
performing, stable workforce, operating at peak efficiency by developing a low skill workforce based in 
minimum standards that avoids serious harm but falls well short of meeting the health needs of our 
population. 
 
An example of this issue from an optometry perspective is that New Zealand could recruit  optometrists who 
have only been trained to the minimum level of being able to ‘detect’ an eye is ‘not normal’ and  refer these 
patients on to secondary care. This is the UK “sight test” model that developed post‐WW2 and still operates 
within the NHS.  This may be ‘safe’ but it is inefficient and expensive to the public purse because many of the 
referrals will be unnecessary.  On the other hand an optometrist who can provide care at current practising 
standards will diagnose eye disease and manage or treat exactly as is needed.  In Wellington the optometry 
led community diabetic retinopathy screening and management service demonstrates the point admirably.  By 
requiring high levels of optometry knowledge and skill from the optometry providers in the service it is 
possible to relieve the CCH DHB of the need for appointments and secondary care in all diabetic patients other 
than those who have imminent need of secondary intervention. 
 
It is hard to reconcile the drive for minimum standards and avoidance of serious harm with the principle 
purpose of the HPCA Act; to protect the health and safety of members of the public by providing for 
mechanisms to ensure that health practitioners are competent and fit to practise their professions. 
The review document states on the one hand we need to ensure that the standards for entry and training 
decided by the RAs are set at the level required to ensure public safety, and not at a higher level that provides 
more economic benefits to the health professions than is warranted.  And yet it also asserts that New Zealand 
needs to retain its highly skilled health and disability workforce.  It creates an internal oxymoron as the two 
concepts are mutually exclusive – high skill is not minimum standard.  
  
Presumably, the NZ progressive tax system whereby higher income earners pay more income tax is the 
mechanism to stop more economic benefit than is warranted accruing to any persons, and not just health 
practitioners.  Further, who is to determine the point at which economic benefits to health professionals 
become more than is warranted?  How does one even determine what level of economic benefits is warranted 
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in any situation?  The Ministry of Health points out that New Zealand loses a large number of health 
professionals to other countries each year.  Large numbers of departing health professionals have publicly 
stated that they are leaving for better pay and conditions.  Clearly, many feel that current level of economic 
benefits provided to them as health professionals is already below that which is warranted. 
 
 

Question 3.   

Health practitioners working in teams 
The NZAO supports moves to improve inter‐professional communication and collaboration, particularly in 
relation to spoken and written communications and handover of care, and we agree it is vital to improving the 
quality and efficiency of health and disability services.  
 
We have concerns, however, that to this point discussions on health teams and integrated care have 
broadened only slightly from a focus on co‐location.  As optometrists are based in the community and provide 
services one‐to‐one with the patient at discrete practices we would like to see an acknowledgement that 
virtual teams working across community and hospital settings can be supported not by physical presence but 
by shared information and respect for individual roles.  Optometrists cannot be part of a health team if they 
are excluded from the information technology networks used by DHBs. 
 

Scopes of practice 
Optometry has a deliberately broad scope which if used appropriately can enable and support flexibility in the 
roles for optometry and accommodate developments in evidence based care. 
 
The limiting factor to date has been reliance on competencies linked to minimum standards rather than a 
holistic approach based on the full extent of health care that can be provided by an optometrist working to the 
full scope of evidence based optometry practice as it evolves. 
 
Given that scopes of practice were originally described as the boundary fences within which any particular 
profession performs its roles it is hard to understand why one would need to use them as a comparison or to 
be concerned that the form in which they are written makes them difficult to compare. 
 
However, in relation to the principles of the review, it is easy to see that the benefit of having broad scopes of 
practice is that it increases the flexibility that health professionals have in terms of how they describe what 
they do and allows for easy amendment. The bigger problem in our view is that detailed scopes of practice are 
by their nature rigid, quickly become fixed in time, and inhibit the natural evolution of health care in a modern 
society.   
 
The NZAO supports an environment where the ODOB is able to support expanded or diversified roles for 
optometrists. 
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Question 4.   

Amalgamation of the RAs 
The NZAO has no specific objection to greater integration of RA functions provided there is an ‘Optometrist’ 
board to manage optometry specific decisions.  However, we do have concerns as to which groups might be 
amalgamated.   
 
The NZAO has not been consulted in terms of which other groups might offer the most in terms of 
commonality or standardisation but we feel there are likely to be some aspects of policy that optometry would 
have in common with dentists and medical practitioners and there is a similar level of training and education 
for optometrists, dentists, and generally registered medical practitioners.  Indeed, we have already seen 
Medical Council policies influencing policy positions developed the ODOB.  The Medical Council model of 
devolving professional and clinical standards to the professional colleges could also work well for optometry as 
the NZAO fulfils a large number of the functions also undertaken by RANZCO and we feel we could do more to 
assist the optometry  RA in the area of evidence based guidelines and currency of clinical standards. 
 

Question 5.       
The primary purpose of the HPCA Act 2003 is to protect the health and safety of members of the public by 
providing for mechanisms to ensure that health practitioners are competent and fit to practise their 
professions. 

One of the ways in which the Act seeks to attain its primary purpose is the determination for each health 
practitioner of the scope of practice within which he or she is competent to practice. 
 
Neither of these relates to the broadness of the definition or informing people what they can expect from a 
health practitioner other than competence. 
 
 
 
 

2  Consumer focus 

Question 7 
From recent events such as the Botterill case and the public’s views on Herceptin it seems safe to conclude 
that the public actually wants highly qualified and regulated health practitioners and access to quality health 
care.   
 
If improved access to service actually means greater availability of lower quality services then the public 
generally will not want it – and why should they.   
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The Herceptin debate showed clearly that people in New Zealand want the best options in health not the 
cheapest ones.  That is why health regulation needs to provide quality indicators rather than a focus on 
minimum levels of care.  The aim should be better health outcomes not simply avoidance of adverse events. 
 
Rather than leaving it up to the public to choose among legitimate health care, alternative health care, 
tricksters and quacks, there is a responsibility on government to ensure that the only choices available are for 
evidence based services offered by practitioners with a recognised body of knowledge. 
 
The public expects that its health providers will know what to do and how to do it safely therefore the public 
does not expect to have to choose between safe providers and those who are not safe. 
 
 

Question 8 
 
In our experience, the public prefers an assurance of safety to the right to complain when standards are 
lacking. However, in a quality based system of regulation the transparency of information and processes is 
very important to consumers, particularly when they are involved in making a complaint against a health 
practitioner.  Complaints to the HDC for example relate to a wide range of quality failings from lack of 
informed consent and communications problems to hurt feelings and outcomes that did not meet 
expectations. 
 
The discussion paper provides no evidence that the public is poorly informed about how to complain. 
 
Looking at issues from the public’s perspective; does the public need to understand how the HPCA Act works?  
If it is working then why would individuals need to be concerned about keeping themselves safe from harm 
when accessing health and disability services?  
 
In terms of quality care and competence to deliver appropriate health services what knowledge does the 
general public bring to decisions such as what training is necessary, how capable need a health professional 
be, what procedures carry what level of risk, and what underpinning knowledge is needed for the occasions 
when the low risk activity goes horribly wrong?  Assessing risk in health care across the population may not be 
easy but most lay people would prefer to eliminate any possibility of risk in relation to their own health care. 
 
Unfortunately, regulating to minimum standards means that the public does not get the chance to choose the 
quality of care they might wish to receive – this choice will inevitably be limited to those who do know; the 
regulators of a particular profession who see the range of quality among the providers they regulate, and the 
professional peers who seem to know which of their colleagues is minimally competent versus those they 
would feel confident in consulting. 
 
Under the current regulatory framework, anyone can provide any health and disability services (other than 
restricted services) as long as they do not hold themselves out to be a registered health practitioner. There is a 
perhaps unreasonable expectation that consumers will know that not all health workers are regulated or 
‘vetted’ through before they are allowed to offer services to the public.  
 
From the point of view of the public it actually makes no sense to allow practitioners to offer health services 
without being regulated.  Most people would not think there is a need to check whether the health 
practitioner offering to treat them is registered, and if so whether there are any limitations attached to their 
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practice. From the outside of health, looking in, one would expect it to be impossible to offer health services 
without those checks already having been made by an appropriate government agency. 
 
 

Question 9 
Reducing the number of laypeople on RA boards would certainly reduce costs if there were duplication of 
function. 
 

Question 10 
Is there a demonstrated need for consumer forums and has the evidence from other countries shown that 
they reduce costs of delivering health care.  Most consumer lobby groups that have existed in the past have 
tended to focus on improved quality of care and improved outcomes not lower costs.  Examples that readily 
come to mind are the forums that are advocating for better cancer services, prostate cancer screening, bowel 
cancer screening, access to newer more effective medicines, greater access to new technologies for treatment 
of genetic diseases, newer more effective procedures for infertility … 
 

Other comment 
We believe that complaints processes should be accessible and transparent; be as streamlined and efficient as 
possible; and ensure quick and cost‐effective resolution for all parties involved. 
 
It would be helpful if the RAs were subject to the Official Information Act 1992.  
 
 
 
 

3  Safety focus 

Overview 
As already noted, much of the existing legal structure for professional regulation is designed primarily with the 
public system and DHBs in mind and its relationship to practitioners, who operate in alternative commercial 
settings, is not straightforward.  Optometrists work predominantly in commercial settings ranging from small 
owner operated businesses to employment with multinational vertically integrated corporates. It is of course 
possible to be both a business and a profession ‐ law and accounting are examples.  But there can be particular 
difficulties where the professional is working in a business where the professional activity is incidental.  
Optometry is different from other health professions because the main reason for commercial enterprises to 
employ an optometrist is to generate an optical prescription (a restricted task) for the sale of spectacle frames 
and prescription lenses (a deregulated health appliance).  All responsibility for the health and safety of the 
public rests with the examining optometrist.  The public is only protected if the optometrist has high 
professional standards for diagnosis, respects the ethical requirement to recommend an appliance only when 
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clinically necessary, and has the professional, regulatory, and work structures in place that support these 
actions   
 

Question 11 
It would appear that for optometry the HPCA Act may be the only piece of legislation that has a role in 
protecting the public when they use optometry services in New Zealand. This is because it is the only 
legislation that assures competence of the practitioner.  The Health and Disability Commissioner Act 1994 
promotes and protects the rights of consumers under the Code of Health and Disability Support Services 
Consumers’ Rights (the Code) but it does not seek to ensure safety, rather it works to helps resolve complaints 
after infringement of patient rights. It has important links with the HPCA Act as set out in Table A2 in Appendix 
3 but these are related to actions after a breach has occurred rather than providing protection.  
 
 

Question 12 
 
There are several Acts applying to DHBs that have interfaces with the HPCA Act. None of these apply to the 
commercial entities which employ the vast majority of optometrists.  Less than 10 FTE positions for 
optometrists exist in DHBs.  
 
The Commerce Act 1986 promotes competition in markets and has a role in ensuring the level of regulation 
does not unnecessarily restrict people’s ability to work in health professions. Standards that are set higher 
than necessary to protect the public may be anti‐competitive, but, standards set below the level which 
maintains high professional standards contradicts the regulatory role of public protection.  The Law 
Commissioners4 note that medical advances and other developments in professional knowledge have brought 
greater emphasis on education and keeping professionals up to date with new clinical interventions.  In this 
the HPCA Act must predominate. 
 

Question 13 
The HPCA Act needs to be improved in three important ways: 
 
1.  For scopes to work in more flexible ways that encourage a widening boundary, enable incorporation of 

new innovations, and ensure that scopes keep pace with advances in modern healthcare standards.  
Public protection means that all health professionals must keep up to date with new clinical 
interventions and their scopes must readily expand to accommodate this. 

 
2.  For registration and competence standards to keep in step with current education and qualification 

standards.  It is pointless for the education standards for medical and other health professions to keep 
pace with best clinical practice and then have RAs set entry requirements at the lowest possible level or 
which match outdated practice standards. Qualifications required for entry to a health profession and 
maintenance of competence must keep in step with University training standards, the advance of 
technology, and evidence based practice.  

 

 
4 Law Commission Scottish Law Commission Northern Ireland Law Commission 2012.Joint Consultation Paper; Regulation Of Health 

Care Professionals, Regulation Of Social Care Professionals In England 



13 
 

3.  Section 7(5) of the Act – needs revision as it does not fit well with the other provisions of the HPCA Act.  
On the one hand every health practitioner who practises in a regulated profession must be registered 
with the relevant RA. They cannot perform activities that are part of their profession but that fall 
outside the scope of practice for which they are registered. At the same time, any person who is not a 
registered health practitioner can perform activities that are within another scope of practice provided 
they do not hold themselves out to be registered in that profession; (the only exception being the very 
few restricted activities).  This puts members of the public at risk as there are absolutely no standards 
governing the health services offered by people who are not registered health practitioners. . It must be 
recognised that the ability of registers to protect titles can be limited and practitioners may evade the 
requirements of registration by carrying out the same functions as a registered professional but under 
some other title. Examples include massage therapist and footcare practitioner.  

 
 

Question 14 
The manner in which the HPCA Act has been implemented and the review documents seem to suggest that the 
HPCA Act intends to protect the public against only the highest level of physical harm such as death, 
disablement, or disfigurement.  This is inconsistent with public sentiment following the Cull report which 
emphasized the need for a fence at the top of the cliff and not an ambulance at the bottom.  No longer could 
health professionals hide the deficiencies of colleagues who fell so far short of current standards of practice.  
All practitioners were now to be required to achieve both initial and ongoing competence.  This was the public 
protection that statutory regulation offered. 
 
In general, what these historical adverse events have shown is that the public desires zero risk.  They want 
assurance of high professional standards.  For this reason The HPCA Act should function to promote high 
standards.  RAs should be developing quality indicators rather than minimum levels of practice.  Scopes should 
recognise advanced levels of care.  RAs should work with universities and clinicians to promote evidence based 
practice and inform the public about practicing standards. 
 
The proper role of regulation should be protecting the public by ensuring proper standards for safe and 
effective practice. The reference to ensuring proper standards does not refer to the specific statutory tasks of 
issuing codes of conduct or standards of proficiency. It is a far broader concept that encompasses the need to 
raise the standards of the profession overall and reduce the instances in which regulator intervention is 
needed to protect the public from registrants whose fitness to practise is impaired.  
 
 

Question 15 
The issue of isolation and a practitioner being able to offer services that depart from the ‘norm’ in terms of 
current standards of care can be addressed by the requirement to maintain knowledge and skill at current 
levels.  RAs can ‘engineer’ exposure to the current norms by facilitating CPD activities that involve peer review 
and a sharing of case reports.  There is no doubt that having ones performance open to the critical appraisal of 
colleagues is a powerful motivator to do better and peer review is a good way to flush out pockets of low 
standards.  Of course the important thing will be to intervene before a practitioner falls too far from expected 
standards and then to provide ways of remediating those whose standards of care fall behind. 
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Question 16 
 
In our view RAs could be more effectively used to inform the public on current standards of practice and 
provide quality indicators to enable the public to choose only the best practitioners.  Currently, practitioners 
can hide behind minimum competence and the public have no way of knowing that the care being offered 
could be 10 years out of date.  
 
 
 
 
 

 

4  Cost effectiveness focus 

Overview 
In order to simplify the regulation of health occupations in New Zealand one could take a ‘benefit’ approach 
and allow only those providing a proven beneficial service to enter the market. All other providers could be 
deemed unlawful. 
 

Risk framework underpinning the HPCA Act 
It costs a great deal to treat and alleviate sickness and disability at a population level.  A small part of that cost 
is due to regulation of health practitioners. But it also costs to train health practitioners to an ongoing 
contemporary standard and to pay for their services.  The same is true of almost any economic activity and 
when faced with the leaky homes debacle, which seemingly was caused by poor training, shonky materials, 
and self‐certification,  the benefits of regulation clearly are deemed to outweigh the costs.  If the benefits of 
regulation were self‐evident for buildings why are they not for people?  
 

Question 17 
If the RAs were charged with providing a system of professional regulation which is as much about sustaining, 
improving, and assuring professional standards of the overwhelming majority of health professionals as it is 
about identifying and addressing poor practice or bad behaviour, then the costs of regulation would likely 
decrease. 
 
Firstly, they would not need to spend so much on legal advice about what is harm or serious harm. They could 
focus instead on quality indicators and harnessing the evolutionary power of the professional’s desire to 
improve practice and use new techniques. 
 
By releasing potential for ever increasing benefits for the users of health services the costs will become rapidly 
exceeded. 
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Even if the government wanted explicit cost benefit analysis for each decision or action, it is unlikely that RAs 
would have the capacity for developing accurate or useful models and the use of external agencies to do that 
work would only add additional costs which is not in anyone’s best interest. 
 
 

Question 18 
If public protection is the focus of regulation and public protection is the duty to protect, promote and 
maintain the health, safety and well‐being of the public and maintain confidence in the profession, by 
maintaining high professional standards for safe and effective practice, then it is not necessary to define harm 
or serious harm.  In protecting the public, all the statutory functions of the regulators – registration, setting 
standards for education, conduct and practice, and taking action where the standards are not met – would 
flow from the overarching duty to protect.  It is only when regulating for minimum standards of care that the 
the concept of defining harm and serious harm becomes relevant because in such a regulatory system some 
harm is always acceptable and the challenge is to determine how bad an outcome has to be before it meets a 
definition of harm or even serious harm. 
 
We would prefer the HPCA Act to be used in this much more positive way, to protect, promote and maintain 
the health, safety and well‐being of the public and maintain confidence in the profession, by maintaining high 
professional standards for safe and effective practice, with all the attendant benefits that spring from it; 
especially for consumers of health care who benefit from up to date diagnostic services and truly effective 
treatment procedures. 
 
 

Question 19 
One of the best things about the HPCA Act is that it allows for specified activities to be restricted to registered 
health practitioners, in order to protect members of the public from the risk of serious or permanent harm. 
These five restricted activities clearly identify areas of heightened possibility of harm and the areas where the 
public requires specific protections. 

a.  surgical or operative procedures below the gingival margin or the surface of the skin, mucous 
membranes or teeth 

b.  clinical procedures involved in the insertion and maintenance of fixed and removable orthodontic or 
oral and maxillofacial prosthetic appliances 

c.  prescribing of enteral or parenteral nutrition where the feed is administered through a tube into the gut 
or central venous catheter 

d.  prescribing of an ophthalmic appliance, optical appliance or ophthalmic medical device intended for 
remedial or cosmetic purposes or for the correction of a defect of sight 

e.  applying high‐velocity, low‐amplitude manipulative techniques to cervical spinal joints. 
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Question 20 

Regulatory options to manage consumer risk 
Pick one approach and apply it consistently.  To do otherwise simply confuses and obfuscates.  The HPCA Act 
has served the sector well for the past decade and any further change would pose enormous costs on the 
sector for no reasonable purpose. 
 

Could we improve the cost effectiveness of the HPCA Act? 
In the absence of any specific data or analysis of the actual costs and benefits in the review paper or in 
previous Ministry discussion documents it is difficult to be convinced that the cost‐effectiveness of the HPCA 
Act needs to be improved or that it could be improved. 
 

Question 21 
The main improvement we would suggest is a requirement for RAs to work co‐operatively with the 
professional bodies to develop evidence‐based professional standards for safe and effective practice, to 
maintain high professional standards, and reduce the need to protect the public from professionals whose 
fitness to practise is impaired. 
 
Enabling RAs to work in a more open relationship with the professions would be a huge advantage and would 
allow the sharing of costs in developing practice guidelines and codes of conduct, for example. 
 
 

Question 22 
Consultation processes are a big cost driver so that might be one area that can be cut back if RAs are required 
to work co‐operatively with the professional bodies from the very start. 

 

Question 23 / 24 
How many RAs exist is not important so long as the profession specific standards of practice are managed by a 
profession specific group.  It appears from even a rudimentary perusal of the various annual reports that it is 
neither the size of the Board nor the kind of professional regulated that drives costs, rather it is the process 
oriented legalistic manner in which the functions of the RAs are given effect that is so expensive.  More 
delegation of functions to the professional bodies could greatly improve efficiencies and widen the pool of 
opinion and intellect that is available for decision making and standard setting.   
 

OTHER ISSUES 

Improving employers’ ability to manage cost impacts 
The fact that some employers bear costs including annual practising certificate fees and continuing education 
requirements is entirely due to them agreeing to do so through employment agreements.  They could just as 
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easily agree to pay travel costs to and from the workplace – would the government then be looking to reduce 
the costs of petrol? 
 
If New Zealand has set a standard for the knowledge and skill needed in order to qualify as a health 
professional and be let loose on the public, it is hard to imagine why the public should be asked to accept 
being subject to the care of a person who has failed to meet that standard.   This is the issue in the example of 
an RA setting standards for overseas‐qualified health practitioners wanting to work in New Zealand.  It would 
be incongruous for The Ministry of Health to suggest that employers should be free to adopt whatever 
standard they prefer and not be held to the relevant New Zealand standard for local graduates. 
 
 
 
 
 
Glossary of Acronyms 
 
APC    Annual Practicing Certificate 
DOVS   Department of Optometry and Vision Science, Medical Sciences Faculty, University of Auckland 
ODOB  Optometrists and Dispensing Opticians Board of New Zealand 
RANZCO  Royal Australian and New Zealand College of Ophthalmologists 
TPA  Therapeutic level of optometry practice which comprises advanced diagnostic care and authority 

to prescribe treatment with medicines 
 



The case for more effective, more flexible, and more cost efficient regulation 
of optometrists under the HPCA Act. 
 
This statement has been prepared by the New Zealand Association of Optometrists (NZAO) on behalf 
of its members. 
 
Introduction 
 
Of all of the optometrists currently practising in New Zealand, 94% are members of the NZAO. The 
optometrists who form the NZAO are those who have made a long‐term commitment to the health 
system of this country and to the profession of optometry in New Zealand, and they are those who 
are committed to providing quality of care to New Zealanders. 
 
This paper references the UK government’s 2007 White Paper, ‘Trust Assurance and Safety – the 
regulation of health professionals in the 21st century’.  In particular, that both safety and quality of 
care are important. Professional regulation should be as much about sustaining, improving, and 
assuring professional standards of the overwhelming majority of health professionals as it is about 
identifying and addressing poor practice or bad behaviour.  Currently only one of these aspects is 
being addressed. 
 
 
Defining the Problem 
 
The legislative framework of the HPCA Act is not fulfilling its promise to both protect the public and 
enable health professions to adapt and evolve more quickly in a modern global world.  Instead, for 
optometry, it is effectively stifling innovation through rigid and legalistic interpretations of its 
provisions on the part of the Regulatory Authority.  While people outside the Act, who are bound by 
other legislation such as the Health and Disability Services (Safety) Act 2001 and the Health and 
Disability Commissioner Act 1994, are free to innovate and develop the ‘health services’ they offer 
to the public, optometrists are prevented from any form of evolution of practice by a variety of 
constraints including prescribed scopes of practice. 
 
In the case of the Optometrists and Dispensing Opticians Board the barriers to change and 
innovation are leading to a lack of efficiency in the sector and inflexibility in response to change.  For 
example, Australian and New Zealand optometrists both attained university training for therapeutics 
endorsement (TPA) at the same time (2004).  New Zealand practitioners have up‐skilled more 
quickly with 54% of New Zealand optometrists (at 21 November 2011) having TPA endorsement 
versus 22% of Australian optometrists (at 30 June 2011).  NZ optometrists are also on the pathway 
to gain authorised prescriber status in 2012/2013.  Yet the Board insists change to the registration 
standards for NZ optometry and therefore health service delivery to the NZ public should wait at 
least another 11 years (2023) until the Australian profession and Australian regulatory framework 
catches up. 
  
The Board’s interpretation of the regulatory framework of the HPCA Act is not empowering enough 
to enable scopes to merge or change to deal with changes in diagnostic technology and innovative 
models of care.  Current divisions of practising optometrists into different but predominantly 
overlapping scopes of practice are inefficient, lack clarity, and are not understood by the public. 
 
In order to improve efficiency of process and accommodate greater flexibility, a new approach and a 
more streamlined definition of the optometrist scope is required. 
 



Proposals 
 
A single definition for the title optometrist and a single scope of practice for all practitioners. 
 
Section 11 allows the authority to describe the contents of the profession in terms of a single scope 
and to prescribe qualifications required for registration. 
 
When a qualification becomes superseded or outdated then it must be possible to substitute a new 
qualification which meets the new standard of clinical knowledge and level of preparation for entry 
to the register.  This should happen seamlessly at the point of entry without imposing undue costs 
on health practitioners already registered and practising safely.  There should be capacity for the 
entry requirements to match modern standards of practice and training and to meet public 
expectations about quality of care. 
 
For example, at the HWNZ Eye Clinical Network 2011 meetings, one of the issues stated by hospital 
ophthalmology and allied health was that they could not have confidence in all health practitioners 
using the title “optometrist” if the clinical skill level of people using that title was spread across 
multiple scopes with varying entry requirements.  Confidence in health practitioners using the job 
title “optometrist” is a key element of HPCA.  Multiple scopes for a small profession (655 registered 
at 1st Nov 2011) puts the responsibility onto the health consumer to first determine the clinical skill 
of the optometrist, rather than the consumer simply having confidence in any practitioner using the 
title.  The outcome of legislation in action should be to cost effectively and pragmatically raise 
clinical standards of future optometrists.  In suggesting multiple scopes to solve the immediate 
regulatory problem of what to do about currently registered individual practitioners without TPA 
endorsement, ODOB is simply creating future regulatory problems and future practitioner 
competence issues for itself, the profession and the public. 
 
Greater use of credentialing and conditions on practitioners  
 
Optometry is a general practice profession and the scope of practice for optometrists should provide 
a framework within which the ODOB is able to ensure that optometrists are competent.  However, 
as a general field, there are several different areas of practice in which optometrists have developed 
and use additional expertise above and beyond that which they needed to obtain registration.  There 
are also be areas in which optometrists retain an underlying knowledge and understanding sufficient 
for safety, but do not extend or use the practical skills within the particular context of their normal 
work.  Examples of the former would include specialist contact lens practice and in the case of the 
latter optometrists working in ophthalmology clinics may never be required to dispense spectacles. 
 
The NZAO would like to see the ODOB adopt a more progressive approach to regulation. One which 
would maintain public health and safety and enable registered optometrists to work in both limited 
and expanded specialised areas  by ensuring that in each scenario they have the appropriate skills, 
training, and expertise, and have access to on‐going professional development and learning. 
 
Different scenarios will present different levels of risk, and the ODOB must be encouraged to apply a 
level of regulation that is right for each particular circumstance. The profession needs the HPCA Act 
to work in a way that protects public health and safety, but does not place an unnecessary burden 
on optometrists and eye health services.   
 
Above all, regulation should mean that optometrists are encouraged to improve their skills and 
mechanisms imposed on them do not impede innovation, or create barriers that prevent competent 
practitioners from working in their chosen field.   



Optometry areas of special interest lie within the definition of optometry for registration purposes.   
This means the ODOB could rely on mechanisms such as credentialing and structured peer review 
rather than developing multiple scopes for registration.   
 
For optometry the necessary basic training for special interests is provided as part of the optometry 
training programme.  It is important to note that for the vast majority of optometrists a framework 
that adopts a single scope of practice for optometry with recognition of special interests would have 
minimal impact on their practice or on their continuing professional development.   
 
Benefits of the proposed approach 
 

A constant evolution of contemporary standards ensures the quality of care does not degrade over 
time and entry to the profession is linked to current training rather than outdated qualifications. 
The public can be protected from the risk of serious harm that might result from missed diagnosis or 
misdiagnosis. The profession can be enabled to develop incrementally in step with new medical 
research and international best‐practice guidelines instead of lurching forward in a disjointed set of 
20 year leaps.  Regulatory systems could accommodate development of new roles, special interests, 
and emerging technology that all change the delivery of health services in New Zealand for the 
better. 
 
Special interest lies within the professional scope of practice 
 

  
 
The representation above references the proposed approach in which a special interest deepens and 
expands a particular aspect of the professional scope.  There is no protected title for a specialist area 
but there are additional requirements for advanced activities.  For example a limitation on who may 
undertake the activity, can be provided by credentialing mechanisms, use of advanced competencies, 
or limiting conditions placed on practitioners without particular current competencies.   
 
The use of an existing and well‐recognised credentialing body can support the ODOB and the ODOB 
would not need to take any steps to assess qualification or recertification above those currently 
taken as part of the general registration and annual practising certificate processes.  This would 
reduce administrative burden and increase cost efficiency of regulation.  The credentialing body 
could develop vocational training and CPD programmes which could be accredited by the ODOB. 
 

Greater Flexibility without Changing Regulations 
 
Where the normal practice of optometry develops into new areas which are fully covered in the 
current entry qualification but may not have been provided to earlier additions to the register of 
optometrists (as in the current case of glaucoma management), the special interest would represent 
an expansion of the professional scope. 

Optometrist scope
 
Special interest 



 
Special interest marks the progressive development of the professional scope of practice 

  
 
In such a scenario, the most efficient management of the special interest is to limit access to 
practising in the new area of the professional scope to those optometrists whose qualification 
includes the appropriate knowledge skill and competence.  Optometrists already registered but who 
have not achieved the requisite knowledge skill and competence may choose to acquire it by 
additional training or to remain working but not practice in the identified special interest area. 
 
It is a more efficient and flexible way of managing innovative practice, evolutionary development, 
and new roles. The focus is on skill sets and ensures the optometry workforce is fit for purpose; is 
able to adapt to changing technology and models of care; and is sustainable in the future. 
 
Current approach by ODOB forces disjointed development of the professional scope of practice 
 
In contrast to the proposals above the current regulatory approach of the ODOB has been relatively 
rigid.  The Board has chosen to establish a new scope for the first major development within the 
profession since the HPCA Act came into force.  It is very inefficient process as the new scope 
duplicates the previous scope in its entirety and adds only a very few new competencies.  Such an 
approach works to stifle innovation and delay development at the same time that it maroons a large 
cohort of the profession in an outdated and superseded scope.  
 
With ODOB approach professional advancement triggers a new additional scope of practice 
 
Optometry                                          Optometry (TPA)                               Will Optometry (Glaucoma) be next? 
 
 
 
 
 
 
 
 
 
 
 
 
Initial Scope          Development of prescribing          Future scope with glaucoma care 
1996            2006 (duplicates all of 1996 scope        2016? (duplicating all previous scopes 
             and adds TPA)     and adding glaucoma to TPA) 

Optometrist scope 
 
Special interest in glaucoma (e.g.)

278 
optometrists 
registered in 
this scope 

2012 

355 
optometrists 
TPA registered 
in this scope 

2012 

50 optometrists 
TPA‐glaucoma 
registered in 
this scope 
2016? 



This approach creates a problem of how to extinguish outdated scopes and raises the threat that 
parts of the workforce will be lost to the health system due to forced retirement from practice.   
It also creates an on‐going threat to quality of care since the older and more outdated scopes will have 
older and more outdated entry qualifications prescribed for entry.   
 
And it is not just entry requirements that become out of date.  Competencies set for a scope based on 
older qualifications cannot reasonably be expected to keep pace with current competencies as the entry 
requirements are not commensurate with current competence levels. Ultimately the gap gets too wide; 
there become different levels of care; and the title optometrist becomes meaningless to the public who 
no longer have the assurance of what competence means in someone using the title optometrist. 
 
The NZAO supports a single scope for all practitioners using the title optometrist.  The NZAO 
supports the entry requirement for that scope being B.Optom. (Auckland) with full TPA competence, 
or an equivalent degree.  This is supported by the profession and is consistent with the views of  the 
Department of Optometry and Vision Science, University of Auckland as articulated in recent 
submissions on the matter 
 
The NZAO does not support scope options currently proposed by the ODOB which require currently 
registered optometrists to acquire a TPA qualification or cease practice.  While, in theory, forcing all 
practitioners to be entry‐level TPA endorsed by 2023 can be justified, in practical terms it creates 
huge financial, emotional, and health stressors on practitioners and could unnecessarily force older 
practitioners out of the workforce prematurely. 
 
NZAO is of the strong view that the public interest is better served by taking a different approach; 
one that can enhance natural workforce development, support new roles, and retain optometrists in 
the workforce.  This view is supported by our previous experience with the transition to DPA, 
supported by our data on practitioner demographics, and  supported by our assessment of the 
opportunity cost to publicly funded postgraduate education and primary health care service 
delivery. 
 
 
The error of inefficient resource allocation 
 
A small modern well‐trained health profession still requires much of the infrastructure cost of a large 
modern well‐trained health profession.  This is only possible in NZ if the limited regulatory, 
educational and professional resources are aligned and collectively spent on supporting required 
career pathways that currently do not exist or are currently underfunded. 
 
For example, the real tragedy of the Board scopes proposal for the transition to TPA is the total 
waste of investment capital that would be directed away from developing the career pathways of 
younger health practitioners (who have decades of working life to come) into a programme of 
recertification for older health practitioners.  A programme that is proposed to continue for the next 
decade at least. 
 
The Ministry of Health has talked about providing funding for training for new career pathways as 
part of broadening the health workforce, and talked about the need to increase public health service 
delivery yet remain cost neutral.  In eye health, a big part of the demand and cost solution will be for 
extended roles as optometrists provide care traditionally delivered from eye departments and 
hospital clinics.  NZAO is strongly of the opinion if there were optometrist health practitioner job 
opportunities and optometrist health practitioner advanced‐level postgraduate training 
opportunities, then NZ graduates would be able to stay in NZ working as health practitioners rather 
than being forced to move to Australia and work for corporate optical retail.   This is such a waste of 



talent and resources and it could easily be turned around by investing in new roles and post‐
graduate development of young practitioners. 
 
In stark contrast to this bright future, the Board has suggested the public interest and optometry 
would be better served if new Ministry of Health funding for workforce development could be 
directed instead to further subsidise the training costs of currently registered optometrists required 
to re‐qualify.  Given the age range of these practitioners the return on investment for the 
government would be quite low.  Many practitioners would be retiring from the workforce or 
reducing their hours of practice within a few years of gaining their TPA qualification.  All that is 
achieved is a qualification which is entry‐level rather than advanced‐level and does nothing to help 
the health budget or to develop extended roles. 
 
Using indicative current costs the resource allocation choice becomes: 

1. For the 300 practitioners who have already had 8 years to undertake TPA but have not done 
so, you can spend your resources forcing this group to undertake TPA by 2023 or cease 
practice.  This will require the regulatory authority to underwrite the costs of any courses 
that have less than 25 students in order to ensure training is available and the government 
will pay $18,462.60 to the University of Auckland for each optometrist taking the course to 
retrain to the new entry level qualification.   

2. Or you can spend the $5,538,780 of government fee subsidies plus whatever new Ministry 
of Health funding is proposed for workforce development on supporting the advanced 
postgraduate education of future TPA graduates and current TPA practitioners and/or spend 
the money on actual primary eye healthcare services 

 
Conclusion 
 
The HPCA Act has been cited by the Board as a reason it must use separate scopes with differing entry 
standards for the profession and for the single title ‘optometrist’.  It is the Board’s view that the HPCA 
Act does not allow it to change the entry requirement to a single comprehensive optometry scope of 
practice in response to significant changes in the training and area of practice that is legitimately 
optometry. 
 
It is necessary to change the approach adopted by the ODOB if we are to achieve more effective, more 
flexible, and more cost efficient regulation of optometrists under the HPCA Act. 
 
It is the view of the NZAO and its legal advisors that there is nothing in the HPCA Act that prevents the 
adoption of our proposal for a single definition for the title optometrist and a single scope of practice for 
all practitioners nor the adoption of credentialing and conditions on practitioners.   
 
If the Board is interpreting the Act in ways that are not consistent with Parliament’s intention this needs 
to be rectified.  If the wording of the Act is in fact creating a barrier to innovation and preventing the 
development of new roles and new ways of working, then amendment of the Act is needed. 
 
Either way, regulation of optometry needs to enable optometry to contribute all its skills to the 
provision of healthcare in Aotearoa New Zealand if the country is to meet increased demand for eye 
health care within a limited budget. 
 
 
 
 



 
 

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) 

i. Claire Paget-Hay 

ii. Barbara Moore 

Address: (street/box number) PO Box 25137 

 (town/city) Wellington 

Email: c.paget-hay@pharmacycouncil.org.nz 

Organisation (if applicable): Pharmacy Council of New Zealand 

Position (if applicable): i. Acting CE  

ii. Professional Standards Advisor 

 

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): 
Responsible Authority 

 

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

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

names of all those who made a submission, unless individuals request that their names not 

be published.  

 

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

 Yes 

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

the Ministry of Health will release your submission to the person who requested it. However, 

if you are an individual as opposed to an organisation, the Ministry will remove your 

personal details from the submission if you check the following box: 

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

Act 1982. 

 I do not give permission for my name to be listed in the published summary of submissions. 
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Questions  

Future focus 

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

health professional regulation needs to keep pace with how integration improves care 

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

Comment: 

The HPCA Act is an inspired piece of legislation that has positively changed practice in New 

Zealand and it works well.   

In its current form, the Act ensures practitioners are competent and fit to practice, but does not 

(and should not) inhibit the development of an integrated healthcare environment. Effective 

modern health care systems are those in which the care of the patient is shared among a range 

of health practitioners, with the patient’s involvement.  These teams of health practitioners 

may be virtual or physically co-located. To be safe and effective, regardless of the model, they 

require team members to share communication and to have an excellent understanding of each 

others’ roles.  This is already happening in the New Zealand healthcare environment. 

To further enhance and progress integrated care, the Pharmacy Council considers a clinical 

board established from all professions may assist with this by building inter-professional 

relationships and feeding back on service and care models to the RAs. 

The HPCA Act enables Responsible Authorities (RAs) to set scopes of practice for their 

professions in a flexible and responsive way.  These can be developed in response to changing 

needs of the profession and patients at any time, and could be implemented within less than a 

year of development if necessary.  The Act requires consultation with affected parties on scopes 

of practice, and this ensures that other professions can comment on any future changes of 

scopes and roles and also consider how such changes could affect their own practitioners.  

However, as neither the consultation requirements nor the need for consideration of feedback 

are prescribed, there is the possibility that consultation feedback may not be adequately 

considered prior to implementation of new scopes. 

 

 

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

emerging challenges faced by the health system? 

Comment: 

A more useful approach may be to ask what barriers currently prevent flexibility in the 

workforce, and whether these are bureaucratic or legitimate.   

The HPCA Act does not restrict RAs in relation to workforce development as it allows scopes of 

practice to be prescribed at any time. Scopes can be broad or narrow depending on the need, 

and workforce flexibility can be achieved in collaboration with Health Workforce New Zealand 

(HWNZ) through the development of such scopes. The Act in itself does not determine 

workforce needs.  

The Pharmacy Council does not believe that a generic scope of practice for a non-specific health 

practitioner should be implemented, giving due consideration to public safety. Health 

practitioners should have a clear understanding of their scope and have the ability to direct the 

public to an appropriate professional when treatment is outside their area. 
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3. How can the HPCA Act promote education and training that has a wider focus, such 

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

for consumers’ self-management? 

Comment: 

The collaborative health care team of today and the future is one in which each member of the 

team is able to contribute. Understanding each others’ roles in this environment is essential. 

Inter-professional communication should be encouraged at all levels of education and training. 

RAs could prescribe components of undergraduate and/or postgraduate programmes that 

include these areas. Some work has been done in this area at an undergraduate level in 

pharmacy; however, Council understands that learning institutions have some practical 

challenges in achieving this (eg timetabling across Schools). Virtual environments may provide a 

solution at all levels of education, training, and continuing professional development.  These 

include the use of avatars and simulated 3D practice environments – eg The Keele University 

Active Virtual Environment http://www.keele.ac.uk/pharmacy/vp/kave/kave_video/, Monash 

University Pharmatopia;  

http://www.pharm.monash.edu.au/education/epharm/innovation/edutechvideo.html and 

others. 

Re-certification requirements with a component of multi-disciplinary team learning could assist, 

where all health practitioners are expected to meet the standards set by their prospective 

professions for clinical, cultural and ethical competence.  

The HPCA Act allows for the recognition of programmes and promotion of education and 

training as functions of each authority in section 118 (e) and (k). The Act is not prescriptive but 

neither does it exclude broadening the focus of education and training to include effective ways 

of working in teams, improved communication skills and support for consumer’s self-

management. The Act recognises the RAs wider role in the promotion of education and training 

but does not stipulate the content – training in these inter-disciplinary skills should be 

developed at the provider and professional level. 

 

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: 

As with the Health and disability services Standards (NZS 8134:2008) and the Health and 

disability services (core) Standards (NZS 8134.1:2008), the public has an expectation of a 

consistent and accountable level of health service from all providers.  Developing a number of 

core- competency documents across the regulated professions would be an achievable way to 

assist consistency.  There are a number of examples of this already across the professions, for 

example in the prescribing of cultural competencies.  However there is considerable room for 

improvement in this as there is still some duplication eg Codes of Ethics could be standardised 

and aligned across all health professions.  

http://www.keele.ac.uk/pharmacy/vp/kave/kave_video/
http://www.pharm.monash.edu.au/education/epharm/innovation/edutechvideo.html
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On the whole, different “recertification” programmes have been developed separately for each 

profession under the HPCAA.  While the advantages of this are that each profession has 

developed mechanisms that “fit” within their recognised culture, there are missed 

opportunities for collaboration and reduction of costs.  The infrastructure costs for setting up 

modern recording systems are substantial and a one-stop-shop IT system could be an excellent 

way of increasing value for money in the sector and improving access for practitioners. The 

Pharmacy Council recently extended an Expressions of Interest document for providers of a 

new recertification programme and may have had more submissions if there had been a larger 

market of practitioners. 

 

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

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

practitioner? 

 Yes 

 No 

 Not sure 

Comment: 

The Pharmacy Council believes that we have the right balance.  A member of the public can 

easily see the scope of practice for a pharmacist (which is published on the Council website) and 

know what to expect from a pharmacist. 

However, more could be done by the Ministry and HWNZ to inform the public about the 

relevance of scopes of practice, and what they can expect from health practitioners working in 

different scopes, or at different levels within a scope. 

 

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

how can they carry this out? 

 Yes 

 No 

 Not sure 

Comment: 

The Act does not exclude pastoral care; however, there is a need to recognise the natural 

tension between pastoral care and regulation.  The Pharmacy Council believes that mandating a 

pastoral care role may indeed reduce the impact of the methods it uses as described below. 

There is also the question of public expectation versus the profession’s expectation of what 

pastoral care is actually required and who will pay for it. 

Many RAs already provide pastoral care for the practitioners they register. The Pharmacy 

Council puts in place a ‘Practice Counsellor’ to mentor and assist an individual pharmacist 

brought to the Council’s attention regarding possible issues of competence.  The Practice 

Counsellor route may be used instead of or in conjunction with section 39 (s.39 provides for the 

inclusion of conditions prior to the investigations of competence).  This support does not 

necessarily require face-to-face meetings as support can be given to pharmacists who are 

isolated or in rural practice by phone and email.  An occasional visit may be required to the 
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pharmacist’s workplace, with the agreement of the pharmacist. The use of the “Practice 

Counsellor” is a very effective way to assist the pharmacist at an early stage in their review.   

Pharmacists are also encouraged to seek the support of their professional association and/or 

their indemnity insurer. Publications that provide advice can also be a form of pastoral care – eg 

pharmacy has recently published a booklet titled “Workplace pressures in pharmacy” (see 

http://www.pharmacycouncil.org.nz/cms_show_download.php?id=350). 

 

Voluntary agreements (or voluntary undertakings) may also be used by the Council when a 

pharmacist is experiencing a health issue that may affect his or her ability to practise. This is a 

mechanism that does not fall within the HPCAA statutory mechanisms.  These agreements are 

made between the Council’s Health Committee and the pharmacist concerned and do not 

appear on the public register.  In these cases the pharmacist may be fit to practise with the 

assistance and support of colleagues and relevant health professionals throughout their illness 

or condition. An example of such support can be read in a recent article written by a pharmacist 

who had been under the Health Committee and published in the Council newsletter in 

November 2011 http://www.pharmacycouncil.org.nz/november_2011   

The Council has set a policy to determine when voluntary agreements can be used safely as 

opposed to conditions under sections 39 and 48, which is available to the Ministry on request. 

These routes encourage a model of trust between the pharmacist and the Council, while 

maintaining public safety, and are effective in encouraging self-reporting of health and 

competence issues.  

 

Mandating RAs to provide pastoral care may pose a conflict. The question would arise as to how 

an RA would provide support while regulating and investigating the conduct and competence of 

practitioners.  As an alternative, the Ministry of Health could investigate the role it has to play in 

supporting practitioners. 

In summary, the Pharmacy Council believes that there is sufficient pastoral care being provided 

for practitioners under its regulation by way of current methods and that this should continue 

to remain outside the legislated framework of the Act. 

 

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: 

Each sub-question within question 7 has been responded to separately. 

a) Does the HPCA Act keep the public safe – Yes 

There are sufficient measures available under the Act to ensure the public is kept safe; 

however, public perception may not endorse this view. The public need to be informed of the 

measures that are available to all RAs. Information on the complaints process, information 

http://www.pharmacycouncil.org.nz/cms_show_download.php?id=350
http://www.pharmacycouncil.org.nz/november_2011
file:///E:/Communications/Newsletter/2011/November/Competence%20Review%20my%20experience.docx
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about competence and health issues are available on most RA websites; however the Council 

believes it is the role of the Ministry to educate and inform the public in general about the Act.  

 

b) Does the HPCA Act involve consumers appropriately in decision-making – yes 

Lay people (members of the public) are appointed by the Minister to individual Boards. These 

members can be used to represent the public view on issues of competence and health. A 

Professional Conduct Committee is required to have a lay person as one of its three members. 

Any member of the public can be appointed by the RA to a PCC. There is no requirement that 

the person be a member of the Board. The Pharmacy Council uses lay people to chair PCC 

investigations. Consumers could, however, be involved in providing comment through a 

‘consumer liaison forum’ across all RAs, such as the Medical Council does by using the same 

consumer advisory group as used by HDC (see http://www.hdc.org.nz/about-us/hdc-consumer-

advisory-group ) 

 

c) Does the HPCA Act assist in keeping the public informed – not sure 

A large percentage of the public would not understand the role of the HPCAA. The Act provides 

for the public register to be available so that the public are fully informed of qualified 

practitioners. Information on the role of the RA and how to make complaints is also readily 

available. However, it is difficult to gauge how much use the public makes of this information to 

keep themselves informed. 

 

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: 

a) Is information regarding complaints and complaint processes readily available from 
RAs – yes 

General information on complaint, competence and health processes is available on RA 

websites. However, action taken by an RA regarding an issue of conduct, competence or health 

about individual practitioners is not publicly available, unless the practitioner has been 

suspended or conditions have been imposed on the practitioner’s practice as mandated under 

the Act. 

Issues involving a practitioner’s competence such as where a review may be underway or a 

competence programme is set is not publicly available. It is supposed the action taken by the RA 

negates any risk that practitioner may have posed to members of the public. 

Retrospective disciplinary action regarding individual practitioners is not available through a 

register search on an RA website, although all decisions are available on the HPDT website. A 

link from the HPDT decision to the individual practitioner may be desirable. This link could stay 

in place for a seven year period from the date of the imposition of the penalty which could align 

http://www.hdc.org.nz/about-us/hdc-consumer-advisory-group
http://www.hdc.org.nz/about-us/hdc-consumer-advisory-group
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with the Clean Slate Act 2004. 

 
b) Is information regarding complaints and complaint processes made good use of by the 

public – not sure 

Although information is readily available, Council cannot comment on whether this is made 

good use of by the public.  It appears that some members of the public are aware that 

complaints about individual practitioners are to be made to HDC, while others are directed to 

do so. It is not known if this is general knowledge but all registered health practitioners should 

have such information prominently displayed.  

 

Additional comments: It would be useful for the Ministry to provide a list of consumer groups 

to RAs for use when consulting on documents that relate to public safety, such as guidance on 

dealing with stress in the workplace, and informed consent to be given by patients to share 

health information within health teams. RAs publish a number of guidance statements and 

standards on their websites and these can assist the public in their expectation of the service 

that should be provided by their health practitioner. However, the public need to know that 

these documents exist. The Ministry could take responsibility to ensure the public are aware of 

such documents, such as providing a link from the Ministry’s website or from relevant 

consumer websites to the RA document. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

The current ratio of pharmacists to public members enables the Council to deal promptly with 

relatively technical and profession-focused issues. The benefits of greater public representation 

has to be considered in light of the possible need for more committees to complete work that is 

currently done at the Council level. 

An overview of the ratio in pharmacy jurisdictions in Australia, Canada, the United Kingdom and 

the United States reflects a range of approaches. The United Kingdom (General Pharmaceutical 

Council) has a 50:50 split whilst Australia (Pharmacy Board of Australia) is 66:33 (Pharmacist: 

Public). A selection of a sample of Boards from the United States (California, Florida, 

Massachusetts, and New Mexico) ranged from 9:1 to 6:4. Similarly Canada (Alberta, British 

Columbia and Ontario) varies from 9:3 to 17:16. The last example may have anything between 

9 and 16 elected.  

More importantly, Council believes that all Board appointments should follow transparent and 

robust procedures – this is a pre-requisite for public accountability. The Pharmacy Council also 

recommends there should be public involvement in PCCs, Competence assessment and Health 

Committee decision making. Committee members (such as PCC) should be appointed through 

public advertisement with a job description and person specification. 
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10. Should New Zealand consider introducing consumer forums, where the public can 

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

 Yes 

 No 

 Not sure 

Comment: 

Consumers could be involved in providing comment through a ‘consumer liaison forum’ across 

all RAs. However, there are considerable costs to introducing such mechanisms.  The GMC in 

the United Kingdom has been successful in engaging specific patient groups (for example, 

Alzheimer awareness groups) to assist in their needs from a regulator.  We are aware that the 

Medical Council uses the same consumer group as used by HDC.  More could be done to 

explore this possibility for other RAs. 

 

Safety focus 

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

when accessing health and disability services? 

 Yes  

 No 

 Not sure 

Comment: 

The HPCA Act keeps the public safe by ensuring fitness to practice of health practitioners. The 

Pharmacy Council believes that in this regard, it is an effective piece of legislation that is made 

good use of.  Other legislation designed to protect the public has a different focus and that is 

appropriate. 

Greater effectiveness and understanding could be achieved by strengthening interfaces with 

those responsible for other legislation. The effectiveness will be dependent on the various 

organisational climates, and the willingness of staff on both sides of the equation to engage; for 

example while there is a legislated interface between HDC and RAs (HDC Act 1994), this 

interaction has not always proved effective.  The Pharmacy Council has recently signed a MoU 

with HDC to improve this relationship, and also has a MOU with ACC.  

 

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 – only in some instances 

Comment: 

 

Statutory regulations interfacing with the HPCA are appropriate and each has a different focus.  

They are important as they underpin risk management strategies for employer-based 
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organisations involved in protecting public safety. We consider current legislation provides good 

baseline standards on which to base appropriate responses and that current legislation does 

not weaken the emphasis on professional judgement. If overlaps in legislation are identified, 

these should be removed unless a transparent and identical process is assured, in which case 

only one body should take responsibility including informing the other.   

We do not need more regulation but could improve existing legislation by removing anomalies 

and overlaps. For example, the Medicines Act should be aligned to ensure consistency of 

requirements for pharmacy audits and other health practitioner premises where there is a 

contract to supply services. More logically, if the Pharmacy Council was responsible for both 

practitioner competence and licensing of premises from which pharmacy services were 

provided, responses to issues impacting on public safety could possibly be enhanced and more 

timely without the need for statutory regulation.  

It makes sense for the RAs to deal with fitness to practise issues.  For example, if a complaint 

about a practitioner is received from a source that is not their workplace, then it is 

inappropriate for the workplace to deal with it.  Conversely, conduct issues that are not linked 

to public safety should be dealt with by the workplace.  However, RAs should not be burdened 

by costs associated with indiscriminate complaints and referrals from workplaces.  Either a very 

clear referral process needs to be in place or the RAs need to be able to charge employers a 

limited fee for their services where appropriate. 

The Ministry of Health recently reviewed and updated the Credentialling Framework (2010). 

Included as part of the discussions of the working group was the potential of linking 

credentialling activities with the recertification processes of Regulatory Authorities. However, 

until there is a common outcomes standard for credentialling across the DHBs, regulatory 

authorities cannot utilise credentialling for recertifying health practitioners. 

Better use of legislation could be made by relevant organisations having a collaborative 

approach to the development of codes of practice. 

In primary care and independent practices eg community pharmacy, general practice or 

independent dental practices, reliance on employer-based risk management systems is likely to 

place extra burden on the employer. This potentially raises issues of conflict of interest, and 

risks overlooking high-risk, sole-charge practitioners. These systems have relevance at DHB level 

but the expectation of individual practitioners to implement such systems in primary care may 

be unnecessarily onerous. The added risk for sole practitioners is that they could not adequately 

regulate themselves. 

Additional mechanisms to strengthen clinical governance within DHBs and PHOs is a possible 

mechanism to allow a less regulated approach of some practitioners, but this must be carefully 

planned and adequately funded and monitored.  In the current fiscally constrained environment 

this may not be a priority. 

  

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: 

A gap analysis needs to be done first to identify if there are gaps and overlaps in legislation, and 

then appropriate ways need to be identified to address them.  For pharmacy, the Council 
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believes that there needs to be a review of how the following legislation and standards overlap 

– Medicines Act, Medicines Regulations, Health and Disability services Standards – Pharmacy 

Services Standard NZS 8134.7:2010 and the HPCAA. Additionally and specifically for pharmacy, 

are PHARMAC’s General Rules, which are sometimes at odds with legislation but add to the 

administrative burden for pharmacists. 

 

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: 

This is a difficult area and may be related to the consumer’s level of appetite for risk.  Health 

practitioner peers understand the risks best and should be left to make such judgements in 

individual cases.  The Pharmacy Council believes the legislation is clear here but the ability to 

act needs reinforcing. 

 

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

risks related to their clinical practice? 

Comment: 

Pharmacy Council’s experience is similar to that of other professions in that professionally-

isolated practitioners are over – represented in competence review cases.  However, these 

practitioners include both sole practitioners and those who choose to isolate themselves 

professionally even if they are in a larger practice environment. 

Practitioners in sole-practice could make better use of technology to ensure they are not 

professionally isolated. There could also be mandated peer consultation or contact or a 

requirement to produce evidence of a multi-disciplinary approach to work.  The Pharmacy 

Council has introduced requirements for pharmacists to complete their CPD with peers, as part 

of the new recertification requirements that commence in 2013.  

As mentioned in Q12, the Pharmacy Council does not currently licence pharmacy premises 

which does not generally reflect international practice. Difficulty in meeting licensing 

requirements is often an early indicator of competence or health concerns; however, the 

Pharmacy Council can only follow-up on these concerns rather than investigate them. If 

licensing of pharmacy premises was mandated under the HPCAA, it would be easier for the 

Pharmacy Council to investigate whether difficulties with licensing standards are also associated 

with competence or health concerns. 

 

As also mentioned in Q12, more appropriate clinical governance frameworks may also allow 

sole practitioners to better manage their risks. 
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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: 

The Pharmacy Council believes it has ‘right touch’ regulation through targeted recertification 

audits that identify those practitioners most at risk of poor practice. 

 

Council also believes there are a range of other dimensions of risk which need to be identified 

and, as far as possible, quantified, in order to inform decisions about how best to manage the 

risks of particular professional or occupational roles. These include:  

• Whether the act is carried out by a professional on their own, or as part of a supervised 

team who can support, guide and scrutinise practice;  

• Whether the act is carried out by a professional who is part of a well-managed organisation 

that has in place managerial assurance systems to protect patients and the public;  

• Whether the act is carried out by a professional who has a stable employment pattern, 

where any problems might be identified over time, or whether it is carried out by a more 

mobile short tenure practitioner working in a variety of locations, whose practice is less 

likely to receive consistent oversight;  

• The quality of education and training of the practitioner carrying out the act;  

• The experience of the practitioner carrying out the act; and,  

• Whether there are systems in place to ensure that the practitioner is regularly and 

effectively appraised and developed to ensure that they are up to date with current 

practice. 

 

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 Pharmacy Council is extremely cognisant of the cost impacts of decisions; this is especially 

so because 90% of pharmacists are self-funded with regard to registration fees. An example of 

effective cost saving for the Council is the use of Practice Counsellors as part of the competence 

review process.  The decision to gather further information at an early stage when considering a 

pharmacist’s competence, by having a Practice Counsellor visit the pharmacist’s workplace, has 

negated the need for a competence review in a number of cases. This cost, borne by the 

Council, is substantially less than a full Competence Review1.    

 

                                                        
1 Average Competence review cost for full pharmacist review under HPCAA section 36,   2010 – 

2012 is $10,000 
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18. Should the HPCA Act define harm or serious harm? 

 Yes 

 No 

 Not sure 

Comment: 

Guidelines, available on the Pharmacy Council website at 

www.pharmacycouncil.org.nz/cms_show_download.php?id=116 have been agreed by a 

number of RAs as a way of defining harm or serious harm. Council believes it is preferable to 

have guidance which allows decisions relative to a specific situation to be made, rather than 

legislating for a definition. Placing a definition in the Act could restrict interpretation. 

 

 

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 also response to Question 18. 

The Ministry of Health has published guidelines that outline the threshold for regulation, and 

which professions must meet should they wish to be considered for regulation. Council believes 

these are robust and suitable.  However the Council would suggest that these criteria are used 

to not only measure new professions against if seeking regulation, but also to monitor and 

review currently regulated professions. 

 

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

public that different health professions might pose? 

 Yes 

 No 

 Not sure 

Comment: 

The Pharmacy Council believes it manages the risk of harm to the public very well.  In 

comparison to some overseas jurisdictions, the mechanisms of the HPCAA enable the Council 

to rehabilitate practitioners as opposed to merely discipline or censure them.  This enables the 

regulator to assist practitioners to meet the standard of competence while still maintaining 

public safety.   

A difficulty facing the healthcare environment is that not all health professionals are regulated, 

yet in some instances may be perceived by the public to provide similar services eg dietitians 

and nutritionists. Their activities in regards to healthcare delivery may result in similar 

outcomes in relation to potential harm to the public.  Should a consumer be harmed, the 

regulated practitioner would then potentially face very different censure than their non-

regulated counterpart. 

http://www.pharmacycouncil.org.nz/cms_show_download.php?id=116
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21. Could the way RAs administer their functions be improved? 

 Yes 

 No 

 Not sure 

Comment: 

The Pharmacy Council has taken very seriously the Ministry of Health and Health Workforce 

New Zealand’s challenge to consider ways to improve operations and improve value for money 

in the sector, and has responded accordingly. In conjunction with four other Regulatory 

Authorities, the Council developed an Indicative Business Case (IBC) that tests the hypothesis 

that the implementation of an amalgamated secretariat to service up to 10 Regulatory 

Authorities can result in improved processes, better consistency of decisions and better value 

for money in the sector. 

The Council has spent over $75,000 to date on this project, and has recommended that this 

project be continued to develop a Detailed Business Case (DBC) prior to implementation of a 

Single Shared Secretariat to service all 16 RA’s in the future. The IBC was presented to the 

Ministry of Health in April 2012 and the Council looks forward to continuing this work with 

other willing RAs. 

 

 

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

 Yes 

 No 

 Not sure 

Comment: 

The Act is reasonably silent on what constitutes “consultation” and therefore this could be 

construed to mean different things to different RAs.  The 2007 review of the HPCAA contained a 

recommendation that the Ministry assist RAs with what would constitute appropriate 

consultation; this recommendation has not been actioned by the Ministry. That said, RA’s 

through the HRANZ group have informally agreed on a consultation process that can be used. If 

relevant stakeholders consider there is not sufficient consultation, there are processes available 

to challenge this. 

 

 

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

 Yes 

 No 

 Not sure 

Comment: 

The Council does not believe that reducing the number of Regulatory Boards would be in the 

best interest of the public. Council notes that the question states “as in the UK” which, we 

assume refers to the Health Professions Council (HPC).  The reduction in the number of 
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regulatory boards to form this HPC is not strictly correct as some professions have been 

regulated under the HPC from their commencement of regulation, and were never separate 

RAs.  

There is a risk in losing very valuable intellectual strengths by diluting the RA's.  However, in 

those professions where there is a high degree of alignment or where there is low risk or harm 

(which is a key factor in the HPCA Act) then there may be room for amalgamation.  Where there 

is a greater degree of overlapping scopes and multidisciplinary practice, this could be reviewed. 

Alternatively, consideration should be given to expanding regulation where a profession meets 

the MoH Guidelines for regulation. 

 

 

24. What is the ideal size of RA boards? 

 

Comment: 

The Pharmacy Council currently has eight members, of which six are practitioners and two are 

lay persons.  In our experience this is an effective board size. 

The Council of Healthcare Regulatory Excellence in the United Kingdom published a research 

paper into what was considered best practice in RA boards in 20112.  This suggested eight to ten 

members may be an optimum size of a RA board.  However, it is important to ensure that the 

board is of sufficient size to ensure that the technical aspects of the profession are understood, 

and this may result in more members for professions with a greater number of scopes of 

practice such as oral health or medicine. 

 

 

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

Comment: 

1) The Pharmacy Council has watched with interest the changing face of health regulation 

internationally, and is a member of the Council on Licensure, Enforcement and Regulation 

(CLEAR). CLEAR is an international resource for professional regulation stakeholders. The 

Council also has strong links with international pharmacy regulators in the UK, Australia and 

Canada.  The Council has participated in the discussions on consolidation of secretariats for 

regulatory authorities through CLEAR and the CHRE, and seen the progress in Australia.  The 

Council believes that value for money is an important foundation of an excellent regulator, 

and works towards this end.  However, the National Registration and Accreditation Scheme 

(NRAS) in Australia is not a model that the Council believes would best suit the New Zealand 

environment as the drivers are different. The Australian government has invested a 

considerable sum in the implementation of the NRAS scheme as it will assist workforce 

migration across states and territories and will reduce the bureaucratic burden for health 

practitioners. For Australian pharmacists there have been minimal savings in the short term, 

and in some jurisdictions practising fees have risen. There have also been implementation 

                                                        
2  Board size and effectiveness: advice to the Department of Health regarding health professional 
regulators – September 2011, CHRE Accessed September 2012  
http://www.chre.org.uk/_img/pics/library/pdf_1320922005.pdf  

http://www.chre.org.uk/_img/pics/library/pdf_1320922005.pdf
http://www.chre.org.uk/_img/pics/library/pdf_1320922005.pdf
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problems in the first two years.  Therefore the Council strongly suggests that the NRAS 

model is not one that can easily be transported into the New Zealand environment.  The 

Council has an excellent working relationship with the Pharmacy Board of Australia (PBA) 

and has signed an MOU with the Board.  The Council has also assisted the Board in setting 

up some new mechanisms for their practitioners in the area of competence review.  

 

2) The relationship between the HPCAA and the HDC Act is a crucial one, and one that has not 

been addressed in the review of either of these Acts. The Pharmacy Council would like to 

see such a consideration made as part of this review. 

 

3) The 2007 review of the Act resulted in thirty seven recommendations from the Director 

General to the Minister of Health, of which eighteen were suggested statutory 

amendments.  None of these statutory recommendations has been enacted; however 

Council believes a number of these recommendations would reduce bureaucracy and costs. 

The Council would like to know how the Ministry is responding to these suggested 

amendments. 

  

4) The Pharmacy Council believes that RA Board members should always be appointed and 

never elected.  The Council believes there is an inherent conflict of interest with elected 

board members which is at odds with the public safety mandate of the HPCA Act.  The 

elected members have a perceived, and possibly an actual duty to act on behalf of their 

electorate.  Council believes that elections of health professionals should be restricted to 

professional bodies such as advocacy bodies and colleges, and those bodies can then 

consult with relevant RAs. 

 

Thank you for the opportunity to respond to this consultation 
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Introduction and context 

Our thanks to the Ministry for inviting our submission on the 2012 review of the Health 

Practitioners Competence Assurance Act 2003 (the Act). 

 

 

The principal purpose of this Act is to protect the health and safety 

of members of the public … (s 3, HPCA Act) 

 

This clear and useful statement of the principal purpose of the Act has been the touchstone 

for Regulatory Authorities for the past eight years. Anything and everything we do is 

referenced back to it, and the Psychologists Board believe that this is as it should be. We 

also believe that the benefits of this clarity could be extended by including in the Act brief 

statements in regard to its other (lower order) purposes and some core guiding principles. 

This would serve to sharpen and facilitate each Authority’s efforts to apply the “right touch” 

and thereby strike a proper balance between public protection, cost, and other important 

demands (such as facilitating the development of a flexible workforce).  

 

The Board also agree that the Regulatory Authorities have (and should retain) an 

independent role in keeping the public safe. This independence, coupled with each 

Authority’s close connection with their practitioners, is a cornerstone of effective regulation. 

 

 

In preparing our submission the Psychologists Board (the Board) has considered the 

principles that it believes should be relied upon in conducting the review. These include; 

• That any fundamental change to legislation that is apparently working well must be 

carefully considered and must clearly and reasonably promise benefits that outweigh any 

risks that accompany the change. The ultimate test must be whether or not any 

proposed changes will, on balance, maintain or improve upon the performance of the 

current regulatory system and upon the current protection of the public.1 

• That the Regulatory Authorities (RAs) covered by the Act must be readily accessible to 

the public, must be demonstrably responsive to the needs of the public, and must work 

and communicate based on a foundation of competence and expert knowledge of each 

profession.   

• That, in order to assure adherence to Administrative Law (and thereby minimise the risk 

of error and costly judicial reviews and/or appeals), regulation of a health profession 

requires clear and authoritative governance and appropriate delegation of authority to a 

suitably resourced operational structure. 

• That, as psychologists are employed across a span of sectors and occupational settings 

(and not just within the typical health context), the Psychologists Board must take a 

particularly flexible and collaborative approach to ensure that the current high levels of 

voluntary compliance are maintained. 

• That regulation of health professions requires a deliberate, well-constructed balance of 

administrative and profession-specific expertise.  

• That RAs should strive to work with practitioners and to support the self-regulation that 

already exists within the professions. 

                                                
1
 Protection of the public should be understood to include ensuring high quality and effective services that 

achieve the desired results. 
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• That collaborative, voluntary approaches to improving regulation are preferred to a heavy 

hand, as they facilitate practitioner engagement and compliance.  

 
 
Purpose of the review 
The Ministry has established this review to examine the policy principles underpinning the 

HPCA Act and their impact on the public, health care service providers, and health 

professionals to determine if these principles continue to support the requirements of a 

rapidly changing health sector. 

  

While we agree that the Act must balance competing priorities in order to fulfil its intended 

functions, it has (and must maintain) as its clear and primary purpose the protection of the 

public. It is our submission that this purpose must remain as the core of the Act, and must be 

the touchstone against which any and all proposed changes are considered. That is, while 

changes to the Act to support workforce flexibility, cost savings, and value-for-money are 

desirable, they should only be implemented where there is credible evidence that they will 

not undermine the Act’s principal purpose. We note that this is in accordance with the noted 

international trend of strengthening consumer protection.  

 

[Aside: We understand that the proposed changes arising from the 2007 - 2009 review of the 

Act are still being progressed through the legislative process. On that basis we have not 

included any detailed reference to them in this submission.] 

 

Future focus: A health occupational regulatory framework that 

supports workforce flexibility, working in multidisciplinary teams 

and clinically networked environments 

Overview: 

Psychologists make diverse contributions to health and wellbeing throughout society, 

including areas which are not specifically identified as in the health arena (e.g., in the fields 

of occupational, community, and educational psychology).2 While some have expressed 

unease at being classified as a “Health Practitioner” under the HPCA Act, most seem to 

appreciate the flexibility the HPCA Act provides. In 2003 the Board decided to define very 

few scopes of practice, to describe them very broadly, and to prescribe common core 

competencies that underpin them all. By so doing we intended that the scopes would reflect 

and support the long-standing pattern of psychologists shifting or expanding into new areas 

of practice. This approach was entirely possible under the Act in its current form. 

 

Looking forward, we believe that part of an RA’s role is to ensure: 

• that the accreditation standards they establish keep abreast (and even ahead) of 

future-oriented health care delivery,  

• that any standards imposed (including registration qualifications and continuing 

competence requirements) are only those truly necessary to protect the public, 

                                                
2
 For a more detailed analysis of psychologists’ contributions see Michelle Levy’s (2005) Overview of Actual and 

Potential Contributions of the Psychology Workforce to Health objectives: Innovations and Future Directions. 
Report Submitted to the New Zealand Psychologists Board Workforce Working Party. 
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• that, in support of a flexible and collaborative health workforce, competency 

requirements include a strong emphasis on communication and collaboration with 

other disciplines, and  

• that individual practitioners be supported to maintain and grow their competence in 

reference to an evolving health care system. (A good example of this is the project 

currently underway to explore the granting of limited prescribing rights to some 

psychologists.) 

 

While we believe the Act in its current form already supports these requirements, the 

inclusion of explicit principles3 to guide the implementation of the Act could facilitate the RAs’ 

efforts to make consistent, balanced, and well-grounded decisions.  

 

Response to discussion document questions: 

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? 

• It should first be noted that integrated care is achievable under the Act in its 

current form, and that many practitioners (including psychologists) already 

routinely work as part of well integrated multi-disciplinary teams. In fact, we are 

unaware of any evidence that suggests the Act or the RAs in implementing the 

Act are actually blocking or slowing the (further) development of integrated care 

approaches.  

• We believe that clear and broad definitions of scopes (underpinned with well-

defined, generic and profession specific competencies and backed up with 

robust accountability mechanisms) are needed to support an integrated, 

flexible workforce.  

• While RAs can consider (as one aspect of their investigations) how system 

issues may have impacted on an individual practitioner’s competence and/or 

conduct, it is the Health and Disability Commissioner (HDC) who has the 

expertise and mandate to specifically investigate concerns re systems, 

organisations, and multi-disciplinary teams. While there is certainly a role for 

RAs to assist the HDC in such matters, we believe it is appropriate that the 

overall responsibility for them remain with the (independent) HDC. 

 

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

challenges faced by the health system? 

• The current Act is non-prescriptive in regard to the establishment of 

accreditation standards and the level of detail to be included in gazetted 

scopes of practice. As evidenced by the Board’s practice since 2004, broad 

scopes4 can be established that adequately describe the work of the profession 

but that are also flexible enough to not unnecessarily restrict the range of a 

practitioner’s practice. The practitioner’s range of practice is subsequently 

constrained primarily by ethical and competence concerns, not by the breadth 

of their scope of practice. If there is a problem with how some RAs are 

currently defining and interpreting scopes then perhaps the Regulations 

                                                
3
 These principles could, for example, be a distilled version of COAG’s Principles for Best Practice Regulation 

(2007). 
4
 The Board has gazetted a very broad “Psychologist” scope that all practitioners hold (alongside any vocational 

scope they also hold) once fully registered. Incidentally, the Psychologist scope overlaps to a significant degree 
with the main scope gazetted in 2008 by the Psychotherapy Board. 



 
 

5 
 

Review Committee (RRC) could be asked to review any new scopes (or 

proposed changes) prior to gazettal. Such a review should of course be against 

a set of explicit principles promulgated to guide the implementation of the Act, 

and could also reference the principles for developing new scopes suggested 

in the 2007 - 2009 review of the Act.  

• Finally, continuing competence requirements can be used to ensure that 

individual practitioners continue to ‘up-skill’ to meet emerging challenges in the 

health system and in society generally. Ensuring that practitioners maintain 

competence through on-going professional development is implicitly covered 

by various functions under s118, but could be included more explicitly as a 

function in its own right. 

 

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? 

• As noted above, the Psychologists Board has found that this is already quite 

possible under the current Act. By tying our accreditation standards to broad 

scopes and to practical and generic core competencies, and by including 1500 

hours of practical training (internship placement) in our registration 

qualifications, we are confident that new graduates are able to integrate quickly 

and productively into a team setting.  

• We note that excellent communication skills and supporting our clients’ self-

efficacy have long been core to psychology practice. 

 

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

conduct, ethics and common learning across health professions? 

• Codes of Ethics by their very nature tend to have a high degree of overlap. It is 

nevertheless important that they remain profession specific to ensure that 

practitioners identify with and “own” them, thereby promoting adherence.  

• Codes of conduct, on the other hand, are usually designed to be sector, 

employer, profession, or even role specific. This is understandable as, while it 

can be useful to have an over-arching, common code (e.g., the HDC Code) 

that all practitioners in a sector uphold, there is also value in having focussed, 

brief, and clear rules of conduct that each profession identifies with. One can 

easily imagine that the sorts of ethical and/or conduct issues that arise for 

laboratory scientists are likely to be markedly different than those that 

commonly arise for psychologists. And one can just as easily imagine that a 

practitioner could begin to question the relevance and value of a code that 

covers a lot of territory that is completely foreign to them. In summary, it should 

be “both, and”, not “either, or”. 

• While we believe there is already a great deal of common learning amongst the 

professions, there is also room for improvement. For example, cultural 

competence is of great significance for all occupations that require a focus on 

effective engagement to achieve the desired outcomes. The development of 

competencies to work with the most vulnerable populations (which are currently 

Māori and Pacific) could and should be strengthened, perhaps by specific 

mention in the guiding principles we proposed earlier in this submission. 
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5. Do we have the right balance between broad scopes of practice and providing sufficient 

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

• The Act as it stands does not give any guidance in regard to how a scope 

should be constructed, but it is entirely possible to achieve the right balance 

within its framework. As noted above, the inclusion of guiding principles in the 

Act could assist. 

• S 118(l) notes that one function of an RA is to promote public awareness of the 

responsibilities of the Authority. We believe that much more could and should 

be done to educate members of the public about regulation (including scopes 

of practice). (Employers, contractors, and health insurers also could benefit 

from a better understanding of scopes.) 

• It is also important to remember, however, that scopes written for a legal or 

regulatory purpose may not always be easily interpreted by members of the 

public. RAs could assist by also publishing plain language descriptions of what 

their practitioners do. 

 

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

can they carry this out? 

• While RAs can (and should) be supportive and caring in their dealings with 

practitioners, they cannot be ‘the’ supporter and carer. That is to say they can 

assist, but they cannot be both regulator and compassionate friend. We advise 

great caution in regard to the inherent conflict in these roles.  

• RAs already can and do work closely with employers, colleagues, and 

supervisors to ensure that practitioners undergoing fitness, competence, and/or 

conduct processes are appropriately supported.  

• RAs could also endorse other allied organisations (e.g., a collegial body) to 

provide support to a practitioner.  

• RAs can also promote, recommend, or even mandate supervision and 

mentoring which can be very helpful to practitioners throughout their careers. 

• So while the Act could require that RAs advise practitioners as to how to 

access support, the RAs should not themselves be mandated to provide that 

support. 

 

Consumer focus: Operation of the HPCA Act in a way that is 

accessible and transparent for consumers 

Overview: 

The Board strongly supports the principles of transparency and open access to information, 

and our processes under the current Act reflect this. We note, however, that such access 

must be balanced with the privacy, natural justice, and other legal rights involved in any 

particular situation.  

 

In regard to the routine governance and operational functioning of the RAs, we believe that 

the public have every right to know how, why, and on what evidence decisions that may 

affect them are made.5 Again, our practice under the current Act already reflects this, so we 

do not believe that any changes are needed to allow it. We also do not believe that the RAs 

                                                
5
 RAs should, for example, publish the evidence they have relied upon in prescribing any standard (especially 

where that standard may have significant cost implications). 
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should be made subject to the Official Information Act (OIA) as our experience has been that 

the process is abused by some people, with resulting very high costs to the RA.  

 
The Board strongly supports the need for consumers to be consulted as part of all significant 

decision making processes. This should, however, be as key stakeholders, not by appointing 

one or more them as governors (board or council members). Governors must be careful to 

consider the needs of all affected parties, not just one subgroup thereof. It is for this reason 

that the Ministry advises new appointees to the RAs that they must not see themselves as 

representatives of the body that nominated them. For example, while an RA’s lay members 

bring a valuable external and independent point of view to the table, they do not “represent” 

the public or consumers per se. Consumer forums appear to have great potential as an 

adjunct to the more specific consultation that already occurs. 

 

The RAs and the Ministry have, in our opinion, failed to adequately inform and educate the 

public about the Act. It seems likely that a majority remain unaware of the Act and what it 

means for them. As identified in the 2007 - 2009 review, we must all do more to inform the 

public about the Act through our websites, publications, and other means. It is also critical 

that this information be communicated in an accessible way – in Māori, Pacific and 

potentially Asian languages, and for people with disabilities (e.g. vision impaired). The Board 

are keen to work collectively with the Ministry and with the other RAs to take action on this 

issue. 

 

Response to discussion document questions: 

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

making and assist in keeping the public informed?  

• Probably as much as any legislation can, and we believe that the Act will be 

even more effective once the changes proposed as a result of the 2007 - 2009 

review have been incorporated.  

• Although the Board routinely involves consumers and community members in 

all significant decision making processes, we think the idea of community 

panels holds some promise for facilitating input on more generic, sector-wide 

matters (such as the development of common policy). 

• There is a definite need for better public education6, but we do not see the 

current Act as an obstacle to that. The legislation could however be enhanced 

by including a description of each organisation’s respective roles and 

responsibilities re public education.  

 

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? 

• Our experience is that this information is readily available. Our website, for 

example, includes very full information about our processes (including 

published guidelines for complainants and our full decision-making guidelines 

for Parts 3 & 4 of the Act). Website analytics show that the related pages are 

viewed on average 10 times a day.  

• The details of individual cases cannot and should not however be totally open, 

as this would compromise the practitioner’s legal rights and could undermine 

rehabilitation efforts. The RAs already have online Registers that show what 

                                                
6
 Specifically, education about scopes of practice and titles could be strengthened. 
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conditions a practitioner is subject to, and this is usually sufficient to ensure 

that the public are appropriately informed. 

 

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

• Yes. We believe that the nature of the mandated work of the RAs requires that 

the majority of members be practitioners, with strong lay or community member 

presence. We have found the current formula to work well. 

 

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

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

• This sounds like a promising opportunity. We would caution however against 

the possibility of single-focused consumers or consumer groups “hijacking” 

such forums. It would also be crucial that any such consultation must be robust, 

meaningful, and demonstrably effective so as not to frustrate and alienate 

those who invest themselves in the process. 

 

Safety focus: A systems perspective that balances individual 

accountability with team and organisational accountabilities for the 

management of consumer safety 

Overview: 

As we have noted above, it is the HDC who has the expertise and mandate to specifically 

investigate concerns re systems, organisations, and multi-disciplinary teams. While there is 

certainly a role for RAs to assist the HDC in such matters, we believe it is appropriate that 

the overall responsibility for them remain with the (independent) HDC.  

 

Since 2004 the HDC has referred (either formally or informally) the vast majority of 

complaints (back) to the Board, and has only rarely completed a full investigation. We 

believe that the respective roles and responsibilities of the HDC and the RAs in addressing 

complaints need to be clarified. We also note that the HDC focuses on the Code of Health 

and Disability Support Services Consumers’ Rights which covers some, but definitely not all, 

of the same territory as our Code of Ethics and Best Practice Guidelines.  

 

While employers can and should deal with conduct and complaint matters in the first 

instance, it must be acknowledged that in so doing they would have conflicting roles and 

interests. We often work alongside employers to support their first line efforts, but we always 

make it clear that we may need to escalate any given matter under the Act if (for example) it 

appears that public safety remains at risk. This approach greatly reduces duplication, 

complexity, and cost, and by all accounts seems to work well. Importantly, it also provides 

assurance to the public that there is an external, independent body involved who can and 

ultimately will hold the individual practitioner accountable for competent, safe practice. 

 

Response to discussion document questions: 

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

accessing health and disability services? 

• We are confident that, after six years of experience and continuous quality 

improvement, the HPCA Act is being well used by the Board.  
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• As noted in the 2007 - 2009 review, we believe that there is a clear need for the 

Ministry to more consistently and assertively enforce sections 7 & 8 of the Act. 

The public can only rely on the Act’s protective mechanisms where they can be 

sure that the practitioner they are working with is actually accountable under 

the Act. Currently there are far too many non-registered practitioners taking 

advantage of the lack of enforcement to mislead the public and thereby put 

people at risk. Adequate enforcement would also include robust public 

education about the Act (and especially about ss 7 & 8). 

• As noted above, the respective roles and responsibilities of the HDC and the 

RAs in addressing complaints need to be clarified. 

 

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

systems and reduce reliance on statutory regulation? 

• We are concerned that, while employers can manage complaint and conduct 

matters in the first instance, they will always have competing interests.  

• The Act could spell out (perhaps in a set of guiding principles) that concerns 

should normally be addressed in a progressive fashion, starting locally with the 

least intrusive and most collaborative approaches and only escalating where 

clearly necessary. This approach is consistent with regulatory developments in 

other countries (e.g., the United Kingdom). 

• RAs should, however, always have the core, overall responsibility for 

practitioners’ conduct and competence, beyond any single incident that may be 

addressed by other bodies and/or via other legislation. 

• It is also important to note that, like a number of other RAs, the Psychologists 

Board’s Register includes a large number (possibly even a majority) of 

practitioners who work in solo or small group private practices. An analysis of 

past complaints shows that the great majority were made against psychologists 

who work in private practice. This could mean that employers are successfully 

resolving complaints made directly to them, or perhaps that larger 

(employment) systems provide other mechanisms that support good practice 

and/or reduce the likelihood of poor practice. But in any case, with so many 

practitioners working in private practice, we cannot look to employers for a full 

solution. 

 

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

improve the overall quality and safety of services? 

• The respective roles and responsibilities of the HDC and the RAs in addressing 

complaints need to be clarified. 

• The HPCA Act currently barely mentions the need for cultural competence. 

Given New Zealand’s unique make up and the over representation of certain 

cultures (especially Māori and Pacific) in the client base of many health 

professions, and given what we know about the centrality of cultural 

competence in engaging clients in health services and preventative care, we 

believe that the Act should be strengthened in this regard.  

 

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? 

• As highlighted in the 2007 - 2009 review, the language in the Act is somewhat 

unclear in regard to risk. As noted in the current consultation document, there 

is no definition of harm or serious harm in the Act and so the RAs have had to 
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develop their own working definitions relying, for example, on the principle of 

minimum interference. We believe that the Act could be strengthened by 

including in it a list of core guiding principles which would serve to facilitate 

each Authority’s efforts to apply the “right touch” and thereby achieve an 

appropriate, sustainable balance between public protection, cost, and other 

important demands. 

• We have noticed that complainants often expect us to deal quite harshly with 

practitioners who have committed even minor offences. Again, it would be 

useful to have some guiding principles in the Act (to which RAs and members 

of the public could refer) to define and explain the rationale for the threshold at 

which more formal, intrusive, and expensive engagement is required.  

• In the absence of clear risk definitions in the Act, the RAs have developed 

policies, guidelines, and interpretations to fill the gap. We understand that most 

of the RAs have worked collaboratively on this effort, and as a result we now all 

have core definitions that are very similar. Case law has also built up around 

these definitions. 

 

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

to their clinical practice? 

• A number of professions, including psychology, have developed very strong 

cultures of supervision and continuing competence/professional development. 

What little research there is in the field suggests that we should continue to 

build on this natural motivation rather than try to introduce some form of highly 

structured, externally enforced regime. 

• The majority of practitioners currently feel some affinity with their regulator. 

This sense of engagement enhances compliance, thereby reducing risk and 

costs. It is therefore important that the Act continue to support the strong, 

effective RAs with whom practitioners feel well connected. 

• Like many other RAs, our Board devotes significant time and resource to 

positively and proactively guiding the profession. Feedback from our 

practitioners gives us confidence that these efforts are worthwhile and, most 

importantly, are likely to reduce risk to the public.  

 

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? 

• While we would need more information on what “risk-profiling” would entail, this 

seems to be an idea worthy of exploration. As Psychologists are somewhat 

unique in their career paths, often working very broadly in their scope and/or 

changing and expanding their field of practice, we would need to consider if 

and how risk-profiling would need to be adapted for our use.  

• RAs can (and do) proactively address risk by analysing complaint and 

notification trends and subsequently publishing best practice guidance in 

various forms and forums. Such advice is also routinely garnered from our 

overseas colleagues, with whom we maintain strong and mutually beneficial 

relationships. 
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Cost effectiveness focus: The level of regulation is matched to the 

level of risk of harm to the public and ensures value for money is 

maintained 

Overview: 

The Psychologists Board strongly supports the idea of more explicitly including in the Act a 

requirement (principle) for RAs to carefully consider and to appropriately balance the costs 

and benefits of their regulatory activities. While this would clarify the requirement, it should 

be noted that Treasury and OAG guidelines already require RAs to consider cost, and that 

we would do so in any case simply because it is the right thing to do when spending 

practitioners’ money. Public safety must always remain as our first priority, however, and that 

has a cost. The key, as has been identified elsewhere, is employing the “right touch”.  

 

In regard to defining the “right touch”, the consultation document includes the following very 

useful quote:  

 

The Government’s policy framework for occupational regulation has the following three 

key assumptions: 

• Intervention by government in occupations should generally be used only when there 

is a problem or potential problem that is either unlikely to be solved in any other way or 

is such that it is inefficient or ineffective to solve in any other way. 

• The amount of intervention should be the minimum required to solve the problem. 

• The benefits of intervention must exceed the costs. 

 

With only slight modification these assumptions could be a useful start to defining for RAs 

just what the “right touch” is, and could be a part of the guiding principles we proposed 

above. They are also particularly instructive in considering whether the current structural 

arrangements deliver the best value for money and support workforce planning, and what (if 

any) large scale changes should be made. The very serious problems that have occurred 

with efforts to amalgamate RAs in Australia and the UK should amply demonstrate that huge 

costs sometimes result in only minimal benefits. We hope that we can we learn from their 

experience. 

 

The consultation document suggests that our current form of statutory regulation is 

considered “an expensive way to ensure the public are safe from harm when accessing 

services”. While we absolutely agree that costs need to be justified and (wherever possible) 

reduced, it is important to remember that although effective regulation is expensive, 

ineffective regulation is even more expensive.  

 

Finally, and in regard to the collection of workforce data, we agree that such data can and 

should be captured by the RAs at the time of registration and annual renewal but believe 

that, as the data is to be collected for the Ministry’s purpose, it is the Ministry who should 

develop and “own” the database. This would ensure that the data and database are fit for 

the Ministry’s intended purpose, would reduce the risks inherent in gathering consistent, 

useful data over the longer term, and would also provide greater protection around the 

longer term retention and use of the data. We stand ready to submit the required data in the 

required form and also to be consulted on any other workforce intelligence that may be 

required. 
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Response to discussion document questions: 
17. What role do RAs play in considering the cost impacts of their decisions and the cost 

benefits of regulation? 

• An appropriately weighted consideration of costs has always been and always 

will be a key component of the Board’s policy development and decision 

making. Consultation with our stakeholders and owners is also routine, and 

normally includes an analysis of the perceived costs and benefits of the options 

under consideration.  

• RAs are already required to justify their costs, and this is closely monitored via 

our annual financial and performance (OAG) audits and via scrutiny by the 

RRC. 

• The inclusion of a set of explicit guiding principles (including one or more in 

regard to the need to balance costs and benefits) might strengthen the Act.  

 

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

• While we agree that defining harm and serious harm could be useful, it is 

important to remember that any definitions must allow for some interpretation 

and flexibility as otherwise they may create legal lacunae (or worse). Ultimately 

this is a question best answered by legal experts. 

• We also agree that establishing a threshold of risk would be difficult given the 

range of risk and circumstances that exist within and across professions and 

scopes of practice. And as there are “no tools for considering how to trade off 

risk of harm that is either unlikely to occur or is of short and non-permanent 

nature, with the benefit of better access to services”, we believe there is a clear 

need to continue the direct involvement of the profession in these sensitive 

aspects of regulation. This is fundamental to ensuring regulation with the “right 

touch”. 

• The Board look forward to working with the Ministry and other RAs to develop a 

practical and flexible risk framework to underpin the Act.  

 

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? 

• The Act is not clear in this regard, and could benefit (as noted above) from the 

inclusion of some explicit guiding principles. 

 

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? 

• While we do not presume to fully appreciate the risks that other health 

professions manage (and therefore ultimately defer to their expertise), from 

what we are aware of it seems there are significant differences between the 22 

professions currently under the Act. For example, we note that there is huge 

variation in terms of the frequency and seriousness of complaints and 

competence notifications received by each RA.7 It is simply the case that one 

size does not fit all when it comes to Parts 3 & 4 of the Act, and that more than 

one regulatory option may need to be applied. This does, however, risk the 

introduction of multiple models and approaches, thereby potentially cluttering 

                                                
7
 Perhaps due to the unique nature of their work and their relationships with their clients, psychologists attract a 

disproportionate number of complaints. This pattern has been noted in jurisdictions all around the world. 
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the sector and further confusing the public (with the result that regulation 

becomes less effective). 

• We wonder if the principles developed for considering whether or not other 

professions should be brought under the HPCA Act could be applied 

retrospectively to the professions already included. Any subsequent proposal to 

“de-regulate” a profession should, however, be subject to broad consultation 

before any decision was made. 

 

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

• The RAs are always looking for opportunities to improve their performance and 

to reduce costs. The Psychologists Board has certainly made great strides 

under the HPCA Act and since setting up its own secretariat six years ago.  

• The Board continues to consider options for a shared secretariat, with 

reference to principles that should ensure no loss of effectiveness. Those 

principles are:  

A. That each RA will be permitted (if they so choose) to directly employ and 

control any and all specialist ‘regulatory’ staff (i.e., those staff carrying out 

specialist functions under Parts 2, 3, and/or 4 of the Act). A corollary of 

this is that each RA will determine for itself who its specialist regulatory 

staff will be and how many it will employ at any given time. 

B. That each RA’s current instruction and accountability chain is not 

lengthened. 

C. That each RA’s regulatory decisions are all made by either the 

Board/Council or its delegate(s) (in order to ensure the on-going direct 

involvement of [psychologists] in these decisions). 

• The Psychologists Board operates under a Policy Governance® system, and 

finds this to be both very cost effective and to significantly reduce risk. In 

contrast (and for various reasons), many of the other boards and councils have 

chosen to be more directly and routinely involved in their RA’s day-to-day 

operations.8 Particularly in support of a shared secretariat being established, it 

would be valuable for each board/council to review its governance approach 

(with reference to best practice) and to consider if it is using delegations to best 

effect. 

 

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

• Although at present the HPCA Act includes only minimal consultation 

requirements, it is our Board’s usual practice to consult broadly (but in cost-

effective ways) in regard to all significant policy, standards, and financial 

matters. This is formally monitored by the OAG and the RRC, and less formally 

by our stakeholders through our various links with them (e.g., newsletters, 

Annual Reports, website, conference presentations, meeting with major 

employers, and Psychology Professional Advisory Forum meetings). We do not 

believe that broader consultation is routinely warranted, and note that a 

cost/benefit balance must be struck. 

• It could be useful, however, if the guiding principles we have proposed above 

included some reference to the Ministry’s expectations re consultation. 

 

                                                
8
 We note also that in the appendix re learnings from the UK one of the recommendations was “…improvements 

to the governance of the RAs, including: creation of governance rather than what are effectively management 
boards and councils”. (emphasis added) 
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23. Should the number of regulatory boards be reduced, as in the UK? 

• It appears to us that the UK situation was markedly different than what we have 

here in New Zealand, and that such extensive reductions here are both 

unnecessary and unwise. It may be possible, however, that some low-risk, 

“technical” profession RAs could be amalgamated, if they were willing and had 

the clear support of their practitioners.  

• The list of the advantages arising from consolidations in Australia (AHPRA) is 

very thin and, based in part on the work done for the Partner RAs by KPMG, 

we believe these could be achieved in New Zealand by other (less disruptive, 

less risky, and less costly) mechanisms. 

• In particular, we strongly believe that given (for example) the complexity and 

frequency of complaints and competence notifications we consistently receive 

psychology must not be lumped in with a large “Allied Professions” RA (as has 

happened with the HPC in the UK). Such a move would undermine our 

effectiveness by distancing us from our practitioners and weakening the strong 

affinity we have fostered. 

 

24. What is the ideal size of RA boards? 

• Research-based recommendations from the UK say the ideal size is 8 - 10. We 

have seen no other good research that supports anything less. On that basis 

we recommend that the starting point for appointments should be eight and that 

this should be increased or decreased only where sound and reasonable 

justification is provided. Ultimately the number of members appointed to any 

particular board should be based on a careful assessment of the needs of that 

board rather than on some pre-determined, arbitrary number. 

 

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

• Performance indicators: The 2007 - 2009 review recommended that the 

Ministry develop, in consultation with RAs and others, a set of indicators to 

measure the effectiveness of the HPCA Act and to measure the performance of 

RAs. We remain very interested in assisting with this work and to learning from 

the CHRE reviews of the MCNZ and NCNZ. 

• Performance reviews: If some RAs have established inadequate standards or 

policies that doesn’t necessarily mean that there is a problem with the current 

Act. It may just mean that some further guidance and/or monitoring is needed. 

For example, regular reviews of each RA by a “CHRE”-like body (perhaps 

populated on a rotating basis by members and/or staff of other RAs) could be a 

low-cost, high-benefit, (and highly collaborative) approach. 

• Health services delivered via the internet: Although perhaps beyond the scope 

of this review we note that, as it seems to require that all who practise in New 

Zealand register here, the HPCA Act does not adequately address the rapid 

proliferation of health services delivered via the internet.  

 
Conclusion 

The Psychologists Board believe that protection of the public must remain at the core of the 

HPCA Act. It may also be useful to make lower order purposes more explicit, and to include 

a set of ‘guiding principles’ to give effect to other important considerations (such as cost, 

risk, and workforce needs) and to ensure that RAs apply the “right touch”.  The Board also 
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believe that RAs should retain their current independent role in keeping the public safe, as it 

is a cornerstone of effective regulation. 

 

We are confident that the recommendations arising from the current review (and the further 

consultation that will follow) can and will support better workforce planning and facilitate a 

shift to even more efficient and effective regulation. We look forward to working with the 

Ministry, our HRANZ colleagues, and other stakeholders to that end. 

 

 

 

Contact 
Any questions or concerns arising from this submission can be directed to: 

 

Steve Osborne 

Chief Executive and Registrar 

New Zealand Psychologists Board 

Te Poari Kaimātai Hinengaro o Aotearoa 

T: 04 471-4586 

C: 0274 199 205 

E: steve.osborne@nzpb.org.nz 
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INTRODUCTION: 
 
The Enrolled Nurse Section NZNO welcomes the opportunity to comment on the 2012 Review of the 
Health Practitioners Competence Assurance Act 2003.  

mailto:robyn.h@slingshot.co.nz


The Enrolled Nurse Section is the leading professional group for enrolled nurses in New Zealand, with 
over 1000 members in 11 regions throughout New Zealand. 

 ABOUT THE ENROLLED NURSE SECTION  

The Enrolled Nurse Section is one of 20 Sections and Colleges of NZNO and was established in 1978.  
We have an elected executive and one Te Runanga O Aotearoa representative as per the NZNO / Te 
Runanga Memorandum of Understanding. 

Our Mission statement is that the Enrolled Nurse Section will be the recognised professional 
organisation of all Enrolled Nurses in New Zealand, promoting the role and value of the enrolled 
nurse in all areas of health care in New Zealand / Aotearoa. 

 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 keeping regulation of Health professionals. 

 not allowing non regulated roles to impede on regulated roles that have a broad scope of 
practice, are regulated, educated, trained and have graduated, but find that positions that 
would suit their scope of practice have been given to an unregulated role with minimal training 
and no accountability.  

 By not Introducing unregulated roles from overseas that could be done by regulated roles in 
New Zealand.  

 

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

            Comment:  

 By ensuring that the HPCA Act promotes and ensures that broad scopes of practices are used to 
their full potential e.g. Nurse Practitioner, Registered Nurse, Enrolled Nurse  

 As it stands the HPCA Act is flexible enough to meet the changing models of care delivery e.g. 
the introduction of the RN expanded scope of practice to meet new delivery mechanisms.  

  Nursing Council of New Zealand, directed by the government, was responsive to changing the 
scope of practice, education standards, enrolled nurse competencies and broadening the 
enrolled nurse scope of practice enabling enrolled nurses to work in an expanded role in the 
health workforce of New Zealand. 

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: 

 Good education, communication is required. For the nursing profession it is not about taking 
over a medical role, but about working collaboratively and effectively together in partnership.  

           



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  for codes of conduct and Ethics  

                                      No  for common learning across health professionals  

Comment:  

 Each health professionals learning, ongoing professional development is vastly different 
from each other.  

 
 

3.       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: 

 

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

  

 No 

         Comment: 

         RA’s should not have a mandated role in a health professional’s pastoral care. Most Health professionals  

         belong to a  union who provides that care, support, legal advice etc.  

        How can a Regulatory body, who is set up to regulate health professionals and to keep the public of New  

        Zealand safe, be able to walk alongside health practitioners supporting them in times of stress etc, when  

        that RA is prosecuting them . Also I presume there would be an extra cost involved with this which would  

        be reflected on all HP’s annual  practising certificate/annual registration fee. 

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:  

 Yes feel that the HPCA Act does keep the public safe. Health professions have come a 
long way since the introduction of the Act. E.g. Nursing Council of New Zealand audits 5% 
of nurses yearly, Regulated nurses are increasingly aware that they have to keep 
themselves and their practice up to date, through regular education, professional 
development etc.  



 The consumer has some responsibility here also to investigate whether the health 
practitioner they wish to use is registered in New Zealand and whether they have any 
limitations on their practising certificates etc, especially if a sole practitioner.  

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

  

 Not sure 

Comment: 

 

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

  Yes 

  

Comment:  

 Believe that yes, there currently is enough lay people on RA’s   
 

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

 Not sure  

  

Comment: 

 A trial might be good with a specified time limit. Would be concerned if they were online consumer  
Forums, as health professionals also have the right to privacy. Believe that should be face to face 
forums. 

 
 

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 

  

Comment: 

 Yes, there is currently a lot of legislation in place to keep the public safe. 
 
 

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

 No 



             Comments: 

 Believe that there should still be in place statutory legislation to protect the public. This 
also ensures that health professionals are treated equally and consistently in disciplinary 
process’s. 

 

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: 

  

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

Comment: 

 Become involved in Clinical Supervision, ensure they have appropriate audit process’s in 
place. Get their practice accredited. 

 

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 

 Comment: 

 If it will keep those group of practitioners safe  

 

Cost effectiveness focus 

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

Comment: 

 New Zealand should always have regulation of health professionals, no matter what cost 
it involves.  

  Having a registered health  professional workforce, who have to keep their practice up to 
date yearly due to possibility of an audit enhances safer patient care and outcomes. 

 

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

 No 

 Comment: 

 Each Regulation Authority should have their own working definition of risk of harm which is 
applicable to the health professions they regulate.  

 



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

  

     No 

 Comment: 

 We have broad scopes of practices for nurses that should enable the regulated nurse to work to 
their full potential as nurses, then we have unregulated roles being introduced in new Zealand 
that are underpinning the regulated nurses roles e.g. Physician Assistant’s role which could be 
undertaken by Nurse Practitioners: Primary Care Practice Assistant role which the enrolled 
nurse role could be undertaking.  

 Health care assistant roles in New Zealand, particularly in the aged care and other private sector 
areas, overlap into the Registered Nurse and Enrolled Nurse scopes of practice and their roles in 
the health care arena of New Zealand.  

 This review states that future care will be focused in the primary sector and within the team 
model of care.  

 The Enrolled Nurse Section NZNO envisages that that is where the new broadened enrolled 
nurse role would sit, working alongside Nurse Practitioners and Registered Nurses delivering 
nursing care in the community to the public of New Zealand as a team.  

 Continuing regulation of registered health professionals in New Zealand is essential now and in 
the future to  

1) protect the public of New Zealand 

2)Ensure that registered health professionals keep their skills and knowledge up to date  
    continuously. 
 

 

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? 

  

       No 

 Comment: 

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

  

Not sure 

Comment: 

Maybe some of the smaller RA’s that are aligned could amalgamate  

 

  

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

  



  Yes 

Comment: 

 Some of the smaller health professional RA’s could be joined together  

24. What is the ideal size of RA boards? 

Comment: 

 The correct size of each RA board should be determined on how many health 
professionals are regulated by each individual RA, for each RA to be effective  

 The nursing profession should continue to be able to nominate and elect a certain 
number of regulated nurses to the Nursing Council of New Zealand.  

CONCLUSION: 

 
Thank you for the opportunity to contribute to the review of the Health Practitioners Competence Assurance 
Act 2003.  
 
It is essential that regulation of registered health professionals continues and that single Registered 
Authorities continue especially for those authorities that have large registers of health professionals. If all the 
RA’s were amalgamated, then the individuality of registered health professionals may be lost.  
 
I am sure that medical practitioners would not like to be in front of a disciplinary committee of all nurses and 
vice versa.  
 
 
Robyn Hewlett 
Chairperson 
Enrolled Nurse Section NZNO  
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